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Preface

Collaborative Problem Solving (CPS) is an evidence-based 
approach for understanding and helping behaviorally chal-
lenging children and adolescents. The approach is effective 
across a variety of settings from homes to schools, police 
departments, foster care agencies, and clinical facilities such 
as hospitals and residential programs. This edited book is the 
first to systematically describe the key components necessary 
to ensure successful implementation of CPS across such set-
tings. The interested reader will be provided with a concrete 
framework that will support their task of implementing this 
approach within their program, organization, and/or system 
of care. After training literally thousands of providers, educa-
tors, and parents in Collaborative Problem Solving and 
implementing CPS in hundreds of organizations, we believe 
this text should be a required resource for administrators of 
any system that is implementing the approach.

Boston, MA, USA� Alisha R. Pollastri
Boston, MA, USA � J. Stuart Ablon 
Ottawa, ON, Canada� Michael J. G. Hone
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Noncompliant, defiant, aggressive behavior is a leading cause 
of referral for youth mental health services [8]. Furthermore, 
not only are behavioral difficulties the primary concern of 
parents during early childhood but also a leading cause of 
teacher stress in schools [2]. Children who evidence such 
behaviors are typically assigned any of a variety of psychiatric 
and related disorders, including attention-deficit/hyperactiv-
ity disorder (ADHD), oppositional defiant disorder (ODD), 
conduct disorder (CD), attachment disorders, depression, 
bipolar disorder, anxiety disorders, autism spectrum disorder 
(ASD), nonverbal learning disorder, language processing dis-
orders, and sensory integration disorder. Regardless of the 
label, parents, educators, mental health clinicians, pediatri-
cians, and the juvenile justice system all struggle with how to 
manage these difficult and seemingly intractable behaviors.

Chapter 1
What Is Collaborative 
Problem Solving and Why 
Use the Approach?
J. Stuart Ablon

Electronic Supplementary Material  The online version of this chapter 
(https://doi.org/10.1007/978-3-030-12630-8_1) contains supplementary 
material, which is available to authorized users.
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Think:Kids Program, Massachusetts General Hospital,  
Boston, MA, USA
e-mail: sablon@mgh.harvard.edu
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Our society’s current treatment of children with challeng-
ing behavior flows directly from “conventional wisdom” that 
understands challenging behavior as being coercive, attention 
seeking, manipulative, and/or the by-product of poor motiva-
tion. This viewpoint leads to interventions relying on operant 
procedures such as rewards and punishments. Giving or 
revoking privileges in a home, sticker charts and detention 
and suspension in school, or more complex point and level 
systems in therapeutic facilities are all examples of such inter-
ventions. These interventions typically fail to solve the 
chronic problems caused by challenging behavior. As long as 
we continue to view children with social, emotional, and 
behavioral challenges through the lens of this conventional 
wisdom, it is likely that failure rates and costs will remain 
disturbingly high and true success stories of at-risk kids will 
remain disturbingly low.

�The Paradigm Shift

Fifty years of research in the neurosciences has shown us why 
our current interventions demonstrably do not work. 
Conventional wisdom is wrong. Challenging kids do not lack 
the will to behave well. They lack the skills. In the same way 
that youth with learning disorders struggle with thinking 
skills in areas like reading, writing, or math, research in the 
neurosciences has shown that most youth who exhibit chronic 
challenging behaviors lack the skills needed to behave well. 
Specifically, youth with behavioral challenges are delayed in 
the development of critical thinking skills related to flexibil-
ity, frustration tolerance, and problem-solving [1]. In some 
cases, these lagging skills are the direct result of chronic, toxic 
stress, or trauma experienced during early childhood that has 
been shown to be a neurotoxin to the brain – literally delay-
ing brain development [10]. However, there are myriad 
causes of such delays in development. The analogy of a learn-
ing disorder is quite apt. Not long ago, kids who had trouble 
reading were thought of as lazy or dumb and treated as such – 
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despite the sad irony that the child struggling to read was 
usually trying harder than anyone else in the class to do so. 
Thankfully, today, people recognize that these children and 
adolescents have a disability that simply requires a different 
method of teaching.

In the Think:Kids program at Massachusetts General 
Hospital, we aim to accomplish a similar shift in perspective 
and practice with youth with challenging behavior who are 
still completely misunderstood and their challenges com-
pletely mistreated. Rather than try to motivate these kids to 
behave better, we recognize that these children are ironically 
trying harder than anyone to behave themselves but lack the 
skills to do so. Our approach teaches the skills of frustration 
tolerance, flexibility, and problem-solving through a struc-
tured and replicable process of helping adults and kids learn 
how to resolve problems collaboratively.

�The Collaborative Problem Solving Approach

The Collaborative Problem Solving (CPS) approach repre-
sents a novel, practical, compassionate, and highly effective 
model for helping challenging children and those who work 
and live with them. The CPS approach was first articulated in 
the widely read book, The Explosive Child [3], and subse-
quently in the treatment manual for the approach entitled, 
Treating Explosive Kids: The Collaborative Problem Solving 
Approach [4].

First and foremost, CPS provides an overarching philoso-
phy and way of thinking, which helps serve as an anchor for 
adults working with these youth, especially amidst challeng-
ing circumstances. This overarching philosophy, epitomized 
by the phrase, “Kids do well if they can,” suggests that all 
children are inherently motivated to try to be as successful 
and behave as adaptively as possible. Implicit in this philoso-
phy is also the understanding that if a child is not behaving 
adaptively, something (other than a lack of motivation or 
desire to do well) must be standing in his or her way (Video 

Chapter 1.  What Is Collaborative Problem Solving…
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1.1). It is then the job of the adults to figure out what specifi-
cally is interfering and to determine how best to help.

Once adults have been acquainted to the overarching 
mind-set, or philosophy behind the approach, CPS provides a 
specific assessment, planning, and intervention process all of 
which flow from this basic premise.

�Assessment

The Collaborative Problem Solving Assessment and Planning 
Tool (CPS-APT) is used by adults to structure the assessment 
process. This process begins by allowing the adults around the 
youth the opportunity to describe the specific types of chal-
lenging behavior that the youth exhibits. This gives an oppor-
tunity for the adults to describe how challenging the behavior 
is and to potentially receive some empathy for what is 
required to contend with these daily challenges. Listing the 
challenging behaviors also allows the adults to gauge the 
level of acuity and risk involved in those behaviors. For 
example, refusal carries less immediate risk than assaultive 
behavior. Once the adults have described the nature of the 
youth’s challenging behavior, the discussion is oriented 
around identifying the predictable circumstances in which 
those behaviors occur. The situations in which the challenging 
behaviors occur are referred to as the list of problems to be 
solved. These problems to be solved encompass the precipi-
tants, antecedents, or triggers to the challenging behavior and 
the specific expectations that the youth is not meeting. Adults 
are instructed to try to achieve as much specificity as possible 
in identifying the situations in which the challenging behavior 
occurs. That specificity will prove helpful when it comes time 
for the problem-solving process. In addition, identifying spe-
cific precipitants in turn enables adults to hypothesize about 
the lagging skills underlying those problems. Once adults 
have identified these specific precipitants, they then use the 
reference sheet on the second page of the CPS-APT to iden-
tify the primary skills deficits giving rise to the challenging 
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behavior. Adults are instructed that these initial hypotheses 
will be tested during the intervention phase. For now, these 
hypotheses serve to foster a compassionate and understand-
ing mind-set with regard to the youth’s challenging behavior. 
Once adults have identified a number of specific precipitants 
and have guesses as to the underlying skills deficits causing 
those situations to be problematic, they are ready to begin the 
planning process.

�Planning

The planning process in CPS involves reviewing the goals 
that adults have with regard to the youth. The range of goals 
typically discussed include reducing challenging behaviors, 
pursuing adult expectations, solving chronic problems dura-
bly, building skills, and forming a helping relationship with 
the youth. Once goals have been discussed, the planning pro-
cess involves illustrating how adults have three options for 
responding to any of the problems on their list of problems to 
be solved. Those options include imposing their will, which 
we refer to as “Plan A,” dropping an expectation temporarily, 
which we call “Plan C,” and attempting to solve the problem 
collaboratively in a mutually satisfactory way, which we refer 
to as “Plan B.” Adults are then encouraged to reflect on which 
of their goals each of the three Plans pursues. In doing so, 
adults come to see that Plan A is an attempt to get their 
expectations met, but likely does not reduce challenging 
behavior and often times actually triggers it. Adults also come 
to realize how Plan A does not solve problems in a durable 
way, build neurocognitive skills, or contribute meaningfully to 
the forming of a helping alliance. It is important to clarify to 
adults that Plan C does not represent “giving in” or capitulat-
ing. Rather, Plan C is a strategic decision on the part of the 
adults to prioritize other goals. By temporarily dropping an 
expectation, adults come to see that challenging behavior is 
reduced, even though the expectation is temporarily set aside 
and no skills are trained. The heart of CPS, however, involves 
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the process of Plan B, where adults pick specific problems 
and use a standardized process to try to resolve them collab-
oratively with the youth. Adults are taught to understand how 
the ingredients of this process of working toward a mutually 
satisfactory solution to a problem build a helping relationship 
and engage both interaction partners in the practice of train-
ing crucial neurocognitive skills. The empathic nature of the 
Plan B process is also less likely to trigger the youth and, as 
such, reduces challenging behavior while still pursuing adult 
expectations (Fig. 1.1).

Adults are instructed that while Plan A may be required 
for immediate safety issues, those circumstances will recur if 
the problem is not solved durably and skills are not built. 
While Plan B has significant advantages to the other two 
options, it is not feasible to collaborate on solving all prob-
lems simultaneously. As such, the planning process of CPS 
involves prioritizing which problems to focus on first. Adults 
are instructed to focus on problems that the youth is more 
invested in or that may simply be easier to solve as a starting 
point. Once adults have selected the problems they want to 
begin working on first, they must decide how the other prob-
lems will be handled in the interim. Plan A is selected if pur-
suing adult expectations is more important than reducing 
challenging behavior. Plan C is selected if keeping the youth 

GOALS PLAN A PLAN C PLAN B

Try to get your
expectation met

Reduce challenging
behavior
Build skills,
confidence

Solve problems

Build relationship

Figure 1.1  Goals purused by using each of the three plans taught in 
CPS

J. S. Ablon
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calm and reducing challenging behavior are a higher priority 
than pursuing the expectations of adults in that specific 
circumstance.

A very common misconception during the planning pro-
cess of CPS is to confuse simply setting expectations with 
imposing one’s will when those expectations are not being 
met. Adults are reassured that they should continue to set 
appropriate, realistic, and predictable expectations for youth, 
and that doing so is critical for all youth. The three Plans are 
used when those expectations which have been set are not 
being met by the youth. The simplicity of these three options 
allows adults to create a plan that facilitates consistency 
among the adults around the youth. While not every situation 
can be made predictable, through this planning process, 
adults also realize the dangers of Plan A in any emergent situ-
ation as well as a temporary benefit of Plan C. Perhaps most 
importantly, adults realize that Plan B is the only one of the 
three options that effectively pursues each of the five goals 
listed above.

�Intervention

As mentioned above, the heart of the intervention of CPS is 
the process of Plan B. However, it is important for people to 
recognize that Plan B is only one component of the CPS 
approach. The philosophical shift in mind-set and the above 
described assessment and planning process all contribute 
meaningfully to the outcomes of CPS. While adults are often 
eager to being practicing the process of Plan B with youth, it 
is always important not to neglect fidelity to the other aspects 
of the model.

Having established the specific circumstances in which 
challenging behavior predictably occurs, adults are taught 
that the far preferable form of Plan B is what is referred to as 
Proactive Plan B as opposed to what is called Emergency 
Plan B, the latter of which takes place in the heat of the 
moment, and as such, is much less likely to durably solve 
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problems. Emergency Plan B is a form of crisis management 
or de-escalation, where Proactive Plan B takes place well 
before a predictable problem occurs and during a time when 
the youth is well regulated and accessible and the adult has 
had time to think and plan. Whether conducted emergently 
or proactively, Plan B has three basic ingredients to it. Those 
ingredients are intended to always be done in the same order:

	1.	 Empathy: clarify youth concern
	2.	 Share the adult concern
	3.	 Brainstorm, assess, and choose a solution

The Empathy ingredient is often the most challenging for 
adults. It involves beginning the conversation with a neutral 
observation about the problem to be solved (as opposed to 
the challenging behavior). Adults are taught specific tools to 
facilitate the process of gathering information from the youth 
about the youth’s concerns or perspective about the problem 
to be solved. These tools include clarifying questions, edu-
cated guesses, reflective listening, and the targeted use of 
reassurance. Adults are instructed that their goal in this first 
ingredient is to gather as much information as possible 
regarding the youth’s concerns. The role of adults in the first 
ingredient is often described as that of a detective on an 
information-gathering mission. Only once adults have identi-
fied a youth’s concerns or perspective about a specific prob-
lem to be solved do they move to the second ingredient of 
Plan B where they describe their own concerns or perspective 
about the same problem succinctly to the youth. The third 
and final ingredient of Plan B involves inviting the youth to 
brainstorm potential solutions to the problem and assessing 
together when they address both parties’ concerns and are 
realistic and doable. The youth is given the first opportunity 
to generate solutions and is encouraged to reflect upon 
whether they are indeed mutually satisfactory, realistic, and 
doable, before selecting a solution and making a plan to enact 
it. Adults are taught to expect Plan B to not go smoothly in 
the beginning. In fact, they are trained to notice where Plan B 
conversations get stuck, as those places illustrate whether the 
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hypothesized skills deficits are indeed where the youth strug-
gles. Adults come to realize that there is no more effective 
way to figure out with which problem-solving skills a youth 
struggles than by paying attention to where the youth gets 
stuck when problem-solving. Similarly, adults come to under-
stand that the best way to help youth develop better problem-
solving skills is by engaging in repeated practice at solving 
problems with them. It is the repetition of the three ingredi-
ents of Plan B where the skills training occurs. The fact that 
this skills training occurs in a naturalistic and relational con-
text is crucial to the generalizability of the skills training (the 
neurobiological principles underlying this form of skills train-
ing through the practice of Plan B will be covered in depth in 
Chap. 2. Once adults come to realize that the power of Plan 
B is as much in the process as the outcome, they tend to per-
severe when Plan B gets stuck and/or when initial solutions 
do not prove effective. Ultimately, the repetition of the Plan 
B process solves problems while meeting adult expectations 
and reduces challenging behavior while building skills and 
relationship.

�From the Living Room to the Staff Room

CPS was first used as a parenting approach before being for-
mally tested in outpatient therapy for families with children 
who met criteria for oppositional defiant disorder and exhib-
ited some mood dysregulation. A randomized controlled trial 
found that CPS produced significant improvements across 
multiple domains of functioning at posttreatment and at 
4-month follow-up. These improvements were in all instances 
equivalent, and in many instances superior, to the improve-
ments that resulted from parent training [5].

The first implementation of CPS in a system was on a child 
psychiatric inpatient unit at the Cambridge City Hospital 
outside of Boston Massachusetts. By training inpatient staff 
to use CPS, the hospital was able to completely eliminate the 
use of restraint and seclusion [6]. As the results from that 
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study were shared publicly, multiple inpatient units across 
North America became interested in using CPS as a means to 
decrease restraint and seclusion. Subsequent studies repli-
cated the dramatic reduction of restraint and seclusion in 
child and adolescent inpatient units [9].

The next systemic implementation of CPS occurred in 
juvenile detention facilities in the state of Maine, where 
recidivism rates were dramatically reduced in addition to 
restrictive interventions [11]. Interest in CPS became more 
widespread throughout a variety of therapeutic programs 
including residential treatment centers, day treatment cen-
ters, and therapeutic schools, and large multiservice systems 
began training staff in CPS across multiple settings and cam-
puses [12].

Ultimately, school systems also became interested in using 
CPS to transform disciplinary policies and procedures as a 
means to decrease challenging behavior and resulting teacher 
stress as well as rates of detention, suspension, and expulsion 
[13, 14]. Since that time, various other types of systems and 
programs have found that implementing CPS addresses their 
concerns and goals, including mentoring programs, foster care 
programs, and police forces. Because CPS provides a com-
mon, unifying philosophy, language, and process that is appli-
cable across systems from individuals’ homes to schools, to 
therapeutic, and to correctional facilities, we have found that 
it has been an appealing approach for a vast array of systems. 
CPS has been increasingly implemented across entire 
communities, large national and international organizations, 
and systems of care [7].

�Lessons Learned from Implementation

As CPS has been exported to many different types of settings, 
and more and more entire systems, it has become increasingly 
clear what the primary obstacles are to effective implementa-
tion and how best to address them. Reflecting on what has 
been learned through the field of implementation science, 
our lived experience mirrors many of those conclusions [2]. 
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This book represents our latest thinking on how best to 
implement CPS, flowing both from lessons learned from 
implementation science as well as from our experiences. It 
includes much of the information we have been gathering for 
the last two decades on how to maximize the chance of suc-
cess implementing the CPS approach across different types of 
settings.

Chapter 2 focuses on the effect of chronic, toxic stress and 
trauma on brain development and helps readers to under-
stand how CPS promotes the types of interactions necessary 
for healthy biologic development. The concepts described in 
this chapter are relevant in any setting where CPS is imple-
mented but especially in settings that serve youth who have 
been exposed to chronic stress and trauma. Chapter 3 pro-
vides an overview of the field of Implementation Science and 
its implications for the implementation of CPS specifically. 
As stated above, taking these factors into account when 
designing an implementation plan is crucial to maximizing 
successful outcomes. Chapter 4 focuses on implementation of 
CPS in milieu and community-based settings. The chapter will 
highlight common issues related to implementation across 
therapeutic settings and also covers implications for specific 
settings. Chapter 5 details the nuances of implementing CPS 
specifically in educational settings. Special attention is 
devoted to the integration of CPS within existing school 
structures. CPS also lends itself well to implementation across 
entire systems; Chap. 6 describes the critical factors to con-
sider when planning large-scale, system-wide implementa-
tion. The next two chapters provide important information 
about evaluation: Chap. 7 focuses on mechanisms to assess 
CPS integrity with a particular eye toward helping systems 
use such data to maintain the integrity of implementation 
over time, while Chap. 8 assists the reader in developing a 
plan for systematically evaluating the outcomes associated 
with implementing CPS across all types of settings. 
Implementation of CPS often reveals challenges among staff 
that can be successfully addressed using the CPS process 
itself; finally, Chap. 9 focuses on the relevance of CPS for 
management, supervision, and mentorship.
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Conclusion

Social, emotional, and behavioral challenges manifest them-
selves in youth of all ages and all backgrounds, and we 
encounter these children in many different settings. Youth 
educational, mental health, and correctional services, though 
well intended, have been limited in their ability to address 
challenging behaviors in youth. Adults know that reward and 
punishment techniques don’t work for many of the youth 
they serve; but they don’t know what else to do. CPS is an 
evidence-based approach that has proven effective across all 
these settings by teaching adults that instead of punishing 
challenging behaviors, they can help children to develop skills 
in the areas of problem-solving, flexibility, and frustration 
tolerance – skills that, once developed, will naturally result in 
improved behavior. The remainder of this book provides 
detailed information about ways you can increase the odds of 
successful implementation of CPS in your setting.

References

	 1.	 Abel MH, Sewell J. Stress and burnout in rural and urban sec-
ondary school teachers. J Educ Res. 1999;92(5):287–93.

	 2.	 Fixsen D, Naoom S, Blase K, Friedman R, Wallace F. 
Implementation research: a synthesis of the literature. Tamps: 
University of South Florida, Louis de la Parte Florida Mental 
Health Institute, National Implementation Research Network; 
2005.

	 3.	 Greene RW.  The explosive child: a new approach for under-
standing and parenting easily frustrated, chronically inflexible 
children. New York: Harper Collins; 1998.

	 4.	 Greene RW, Ablon JS. Treating explosive kids: the collaborative 
problem solving approach. New York: Guilford Press; 2005.

	 5.	 Greene RW, Ablon JS, Goring JC, Raezer-Blakely L, Markey 
J, Monuteaux MC, Rabbitt S.  Effectiveness of collaborative 
problem solving in affectively dysregulated children with 
oppositional-defiant disorder: initial findings. J Consult Clin 
Psychol. 2004;72(6):1157.

J. S. Ablon



13

	 6.	 Greene RW, Ablon JS, Martin A. Use of collaborative problem 
solving to reduce seclusion and restraint in child and adolescent 
inpatient units. Psychiatr Serv. 2006;57(5):610–2.

	 7.	 Hone M, Tatartcheff-Quesnel N.  System-wide implementation 
of collaborative problem solving: practical considerations for 
success. Paper presented at the 30th Annual Child, Adolescent & 
Young Adult Behavioral Health Research and Policy Conference, 
March, Tampa; 2017.

	 8.	 Loeber R, Burke JD, Lahey BB, Winters A, Zera M. Oppositional 
defiant and conduct disorder: a review of the past 10 years, part 
I. J Am Acad Child Adolesc Psychiatry. 2000;39(12):1468–84.

	 9.	 Martin A, Krieg H, Esposito F, Stubbe D, Cardona L. Reduction 
of restraint and seclusion through collaborative problem solv-
ing: a five-year prospective inpatient study. Psychiatr Serv. 
2008;59(12):1406–12.

	10.	Perry BD. The neurosequential model of therapeutics: applying 
principles of neuroscience to clinical work with traumatized and 
maltreated children. In: Working with traumatized youth in child 
welfare. New York, NY: The Guilford Press; 2006. p. 27–52.

	11.	 Pollastri AR, Epstein LD, Heath GH, Ablon JS. The collabora-
tive problem solving approach: outcomes across settings. Harv 
Rev Psychiatry. 2013;21(4):188–99.

	12.	Pollastri AR, Lieberman RE, Boldt SL, Ablon JS.  Minimizing 
seclusion and restraint in youth residential and day treatment 
through site-wide implementation of collaborative problem 
solving. Resid Treat Child Youth. 2016;33(3–4):186–205.

	13.	Schaubman A, Stetson E, Plog A.  Reducing teacher stress by 
implementing collaborative problem solving in a school setting. 
Sch Soc Work J. 2011;35(2):72–93.

	14.	 Stetson EA, Plog AE. Collaborative problem solving in schools: 
results of a year-long consultation project. Sch Soc Work J. 
2016;40(2):17–36.

Chapter 1.  What Is Collaborative Problem Solving…



15© Springer Nature Switzerland AG 2019
A. R. Pollastri et al. (eds.), Collaborative Problem Solving, 
Current Clinical Psychiatry, 
https://doi.org/10.1007/978-3-030-12630-8_2

The typical human brain is an amazingly complex organ with 
over 86 billion neurons, at least five times as many glial cells 
and more than 400 trillion synapses, all continuously active. 
These structures are organized in a hierarchical fashion, 
forming complex neural networks. Four developmentally dis-
tinct regions (brain stem, diencephalon, limbic, and cortical) 
are woven together by multiple neural networks that give rise 
to a host of functions ranging from regulation of heart rate to 
abstract cognition (see Fig. 2.1). The regulatory networks that 
originate in lower brain areas have widespread impact on 
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upstream systems in the brain and downstream systems in the 
body. They play a role integrating, processing, and acting on 
neural input from the primary senses (which monitor the 
external environment) as well as the body’s multiple internal 
sensory apparatus (which monitor both the inner world of the 
brain and the somatic environment in the rest of the body). 
This centralized orchestrating role makes these regulatory 
networks an essential element of the human stress responses 
(see [6]).

With attuned and responsive early caregiving, and with the 
expected moderate, controllable, and predictable challenges 
of healthy development, these key neural networks develop 
the capacity to orchestrate, integrate, and regulate the incom-
ing sensory information from the outside and inside world. 
This allows individuals to demonstrate resilience when threat-
ened or distressed. For these individuals, stressors of any 
kind – such as hunger, thirst, and interpersonal threat – will 
activate these networks and produce a set of responses that 
are proportional to the level of challenge and appropriate for 

Figure 2.1  The four brain regions, neural networks, and associated 
functions. (Adapted with permission from Perry et al. [7])
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an adaptive regulatory response (e.g., to find food and eat if 
feeling hunger; to avoid or respond appropriately to an inter-
personal threat). In contrast, if there is a pattern of unpredict-
able, uncontrollable, or extreme activation of these neural 
networks, an individual’s stress response will become “sensi-
tized,” and they are more vulnerable to poor outcomes (see 
Fig. 2.2). When these neural networks are sensitized by previ-
ous experience, the networks themselves may become abnor-
mally organized. The result may be a cascade of abnormal 
activity and compromised function in all areas that these 
networks innervate.

�Developmental Trauma and Alterations 
in Stress Reactivity

There are multiple ways in which these important regulatory 
neural networks can be disrupted in ways that compromise 
normal development or functioning and result in a cascade of 

Stress

Unpredictable

Severe

Prolonged

Vulnerability Resilience

Controlled

Moderate

Predictable

Figure 2.2  Effects of different types of stress on individuals’ func-
tioning
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risk [1, 4, 5]. Three of the most common are intrauterine insult 
(e.g., hypoxia, infection, maternal distress, prenatal alcohol, or 
drug exposure), disruptions of perinatal bonding that alter 
development of attachment capacity (e.g., overwhelmed 
depressed caregiver, preoccupied traumatized caregiver), and 
patterns of stress response activation that are unpredictable 
(e.g., housing or food insecurity, poverty), severe, or pro-
longed (e.g., exposure to domestic violence, sexual, or physi-
cal abuse).

The relationships between various developmental insults, 
trauma, and adversity have been documented in a wide range 
of studies. The most well-known are the epidemiological ACE 
studies (see [1]) which documented how developmental 
experiences of adversity increased risk for vast social, mental 
health, physical health, and learning problems. It is hypothe-
sized that a major underlying mechanism is the alterations in 
these regulatory neural networks resulting from the “sensitiz-
ing” patterns of stress response activation.

Figure 2.3 illustrates two stress-reactivity curves; the black 
line indicates a neurotypical relationship between the level of 

Figure 2.3  Neurotypical versus sensitized stress reactivity curve 
(All rights reserved © 2007–2018 Bruce D. Perry)
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external challenge, stress, or threat and the appropriate pro-
portional shift in internal state required to adapt, adjust, and 
cope with the level of stress. The red curve illustrates the 
distorted, sensitized stress-reactivity response that results 
from patterns of extreme, unpredictable, or prolonged stress 
activation such as seen in dysregulated children or youth. In 
this case, there is a significant overactivity at baseline and an 
overreaction even in the face of relatively minor challenges. 
All brain change (i.e., learning) requires exposure to novelty; 
a novel set of experiences that will, with repetition, ultimately 
become familiar and then internalized. Too little novelty 
leads to too little stress activation and minimal learning, while 
too much activation leads to distress and inefficient internal-
ization of information. The dotted lines in Fig. 2.3 indicate the 
developmental window where enough – but not too much – 
stress activation occurs to promote optimal learning. This is 
the window in which a provider or caregiver endeavors to act 
during the Plan B conversations that are at the heart of 
Collaborative Problem Solving. You’ll notice that the dotted 
lines for the sensitized individual are skewed to the left. This 
indicates that even a reasonable amount of challenge that 
would be appropriate to promote learning for a neurotypical 
individual is too dysregulating to promote learning in a sensi-
tized individual.

�CPS Adheres to the Principles 
of Neuroplasticity

Neuroplasticity is the brain’s ability to change, especially in 
response to learning or experience. This change involves the 
creation and modification of neural networks involving 
various “molecular” processes including creating new neu-
rons, making new neuronal connections (synapses), and 
sculpting existing synaptic connections (e.g., making them 
more efficient). As the brain is organizing and making sense 
of the individual’s internal and external experiences, it makes 
associations (basically “connections”) between patterns of 
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neural activity that happen together; or as cognitive neurosci-
entists say, “neurons that fire together wire together.” In this 
way, an individual connects things like touch or sound with an 
image or a feeling, and the brain stores all these associations. 
When new information comes into the brain, it is processed 
through these existing neural networks (containing these 
associations – or “connections”), so that the brain can either 
assimilate that new information by creating new connections 
or modify the existing connections to account for the new 
information. We all will have interactions that will be influ-
enced by our previous associations (see [9]); our first impres-
sion of a person is based on the triggering of some similarity 
in this new person to people in our past that we have associ-
ated with goodness, fun, or other positive qualities. A smell 
from the preparation for today’s Thanksgiving dinner may 
elicit a positive (or negative) feeling based upon the associa-
tions created during previous Thanksgiving or family experi-
ences. Thus, a person who has a history of developmental 
trauma can have a profound feeling of threat or fear triggered 
by any sight, sound, smell, or sensory input that was present 
during their original traumatic experiences. For individual’s 
with developmental trauma, this is particularly troublesome 
when they a sensitized stress response. The key to healing 
starts with addressing this sensitization (a strength of CPS). 
Fortunately, the brain is plastic and malleable, and the stress 
response system can be changed through intentional patterns 
of interaction which heed basic principles of neuroplasticity 
[3]. Through this neuroplasticity, we cannot erase old associa-
tions in the brain, but we can create new associations that can 
begin to replace the older “default” connections. Below, we 
review six core principles important in neuroplasticity and 
therapeutics and briefly describe the ways in which CPS 
adheres to these principles to promote positive changes in the 
brain.

Principle #1: Relational Context
Perhaps the most basic principle of therapeutics (and healthy 
development) is that changing the brain is best done in a 
relational context. A child’s development occurs best within 
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the context of strong relational bonds with adult caregivers. 
The brains of infants who are subject of deprivation do not 
develop neurotypically [8]. The Collaborative Problem 
Solving approach is intentionally relational as its core. 
Providers learning CPS are taught to stay attuned to, and 
adjust to, a child’s arousal level while collaborating with the 
child to solve real problems in which they are both invested. 
Thus, the adult builds a relationship with the youth to provide 
a foundation on which learning can occur.

Principle #2: Specificity
A key principle of neuroplasticity is “specificity”; you cannot 
intentionally change a neural network unless you activate 
that specific network. Similarly, you cannot change a rela-
tional pattern unless you activate the same neural networks 
involved in that pattern of interaction. For this reason, 
approaches that simply try to approximate the situations in 
which the youth has difficulty displaying certain skills are 
largely ineffective. Anyone who has taught social skills or 
anger management groups knows about this problem of 
transfer of skills. Youth may appear to be gaining and dis-
playing new skills in the group setting, but when asked to 
transfer those skills to a real-life situation in which the skills 
are needed, they are often nowhere to be found. This lack of 
generalizability of skills results from the fact that artificial 
circumstances do not recruit the specific neural networks 
involved in developing these skills. Thus, if one wants to 
change a child’s stress response (e.g., when it has become 
sensitized from developmental trauma), one has to activate 
the stress response in a naturalistic manner. CPS does this by 
practicing problem-solving skills on naturally occurring 
problems with real adult caretakers in the youth’s 
environment.

Principle #3: Pattern and Repetition
Like any learning, when we build cognitive skills such as 
social thinking skills, attention skills, or flexibility, we are cre-
ating new associations in the neural networks of the brain. 
Accomplishing this requires hundreds of repeated small 
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doses of interaction during which neurons fire together. Thus, 
a predictable, patterned, and repetitive interaction is neces-
sary. Plan B is an iterative process that is often repeated, and 
sometimes with many repetitions, before a problem is solved. 
Once a problem is solved, the same process is used to address 
other problems. A child’s experience of being asked to par-
ticipate in a Plan B conversation may initially cause anxiety, 
but over time, with sufficient doses and repetition of the same 
pattern, it becomes comfortable, and their baseline stress 
level in that context decreases. After many repetitions, this 
pattern slowly shifts the baseline so that a sensitized stress 
response system can become more neurotypically organized 
(in Fig. 2.3, changing the red curve to the black line). While 
most clinical approaches tend to focus on the subject matter 
of an interaction, it is the patterned, repetition of a relational 
process that matters most when it comes to building new 
networks in the brain.

The requirement of repetition for change in the brain is 
often helpful for adults to understand so they do not lose 
faith in the Plan B process when problems require frequent 
attempts at Plan B before a stated problem is solved in a 
durable way. For example, if a traumatized child makes a 
prior association between relational intimacy and threat, sim-
ply engaging in the first ingredient of Plan B creates new 
associations between relational intimacy, empathy, and safety. 
Or alternating between the first two ingredients of Plan B 
engages the youth in repetitions of skills training in the skill 
domains of perspective taking and empathizing by modeling 
the skills and then asking the youth to try them. All of this 
occurs without even solving the particular problem under 
discussion. In fact, when an adult engages a youth in only the 
first two ingredients of the Plan B process and never gets to 
the point of generating solutions, that adult is still providing 
dozens of doses of small, patterned, repetitive interactions 
that build new associations in the brain and thus build skill 
(see Fig.  2.4). If adults understand that the process, rather 
than the outcome, is where new connections are formed in 
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the brain resulting in skill development, it can be easier to 
remain regulated and effectively persist in the Plan B 
process.

Principle #4: Sensitivity to Stress Tolerance
Development interrupted by trauma or other forms of unpre-
dictable stress can lead to a sensitized stress response systems 
where the normal linear relationship between external chal-
lenge and the internal response is altered. When youth expe-
rience chronic stress and trauma, their stress response is 
activated repeatedly before they have a chance return to their 
baseline. The result is a baseline that over time becomes ele-
vated, which leads to their reactions to routine life challenges 
or trauma-related triggers becoming much more extreme. In 

Plan B Ingredients

1: clarify the
child’s

concern

2: share
adult’s

concern

3: brainstorm,
assess,
choose

Clarifying question

Educated guessing

Reflective listening

Reassurance

Figure 2.4  The repetitive cycle of Plan B builds new associations in 
the brain and thus builds skill. (Reprinted with permission by 
Think:Kids)
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this case, even a moderate challenge or stress to the system, 
such as a request to transition from one activity to another, 
leads to dysregulation in the form of a fight or flight reaction 
(refer to Fig. 2.3).

As we have established, in order to change a neural net-
work, one must activate that specific network. Thus, in order 
to modify an elevated stress response, one must activate the 
stress response. The challenge, particularly for traumatized 
youth, is how to activate the stress response safely. Thankfully, 
the stress response can be activated safely even with highly 
dysregulated youth if the dose of stress is moderate, con-
trolled, and predictable.

Adults using CPS are taught to prioritize problems to 
solve using three plans and are encouraged to address easier 
problems first using Plan B.  By choosing a fairly small and 
solvable problem first, the conversations introduce tolerable 
doses that desensitize the stress response over time. In the 
beginning, these interactions can be as quick as a few seconds. 
A therapeutic activation of the network might be as simple as 
momentary foray into a problem-solving conversation and a 
backing off to re-regulate the youth when their sensitized 
stress response gets activated. Ultimately, if a problem proves 
to be too overwhelming of a dose, the adult can default to 
Plan C and choose a less triggering problem to address next 
using Plan B (Video 2.1).

Many traditional therapies focus on the youth’s challeng-
ing behavior itself – for instance, cursing, aggression, or defi-
ance. Easily dysregulated youth predictably become defensive 
in response to such conversations because the dose of stress 
is too intense. In CPS, the focus is not on the challenging 
behavior but rather the triggers and expectations that lead to 
challenging behavior. This externalizing of the problem com-
bined with judicious selection of which problems to address 
first maximizes the chances of achieving a moderate dose of 
stress. By avoiding the use of power and control (Plan A), 
using the regulating strategies in Plan B, and not pursuing 
expectations which are too dysregulating (Plan C), the adult 
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and youth together negotiate the appropriate dose that the 
youth can tolerate. This sensitivity to, and adjustment for, an 
individual child’s stress tolerance is critical.

Principle #5: Predictability/Control
Activating the stress response in unpredictable and chaotic 
ways leads to adverse outcomes, whereas activating the stress 
response in controllable and predictable ways builds resil-
ience. The fact that Plan B has three clear ingredients which 
are repeated sequentially in each conversation lends a pre-
dictable and controlled pattern to the interaction with adult 
authority figures. Along with the predictable pattern to the 
conversations, these qualities ensure a high level of control 
for the youth. Any trauma-informed approach must allow the 
youth to have a healthy amount of control in the process 
without sole responsibility for it. In Plan B, the youths’ con-
cerns are prioritized equally; they are asked first to generate 
solutions and have the right to reject potential solutions, 
thereby reducing the power differential which can be so 
dysregulating.

Principle #6: Spacing
A network will no longer respond if it is continually acti-
vated. After activating the stress response with a tolerable 
dose of stress, one must wait until the network is responsive 
again to be effective. Very few clinical approaches capture 
this therapeutic rhythm that we now know leads to actual 
change in the brain. For example, traditional therapies often 
attempt to expose the youth to doses of activation (the 
50-min session, for example) that actually lead to a neural 
network becoming refractory. The recipe for building new 
patterns of activation in the stress response is frequent mod-
erate, predictable, and controlled doses of good stress with 
spacing in between. The CPS approach respects this need for 
spacing between doses to change the brain. The average Plan 
B conversation is less than 10 min long, and it may last only 
a few seconds depending on the state of regulation of the 
youth.
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�CPS Follows the Essential Sequence 
of Engagement: Regulate, Relate, Reason

As we presented at the outset of this chapter, all information 
from our bodies enters through sensory experience. Internal 
sensory experiences tell us if we are hungry or cold so that we 
can act upon these needs. External sensory experience comes 
into the brain through tactile, visual, gustatory, auditory, and 
olfactory input. All of this critical feedback from the body 
and outside world go directly and first to the lower parts of 
our brain. The lower parts of our brain can then respond 
directly to this incoming information and/or send the infor-
mation to higher parts of our brain for a response. The lower 
and more simple parts of our brain have far fewer options 
than the higher parts for how to respond, for example, with 
fight or flight impulses. The higher parts of the brain are 
where critical thinking and problem-solving occurs (refer to 
Fig. 2.1).

Thus, in addition to following the principles of neuroplas-
ticity we have detailed, one must also respect this sequence 
with which our brains process information in order to be 
effective in promoting brain change. Most therapeutic 
approaches use top-down approaches, aiming to access the 
top part of our brain, or cortex, by engaging the youth in 
rational, practical discussion rather than respecting the reality 
that information only moves up to the top of the brain from 
the bottom. Any effective approach must instead follow this 
sequence of engagement: regulate, relate, and then reason 
(see Fig. 2.5). One must start by regulating the youth (a brain 
stem level activity) before the youth will be ready to engage 
relationally (a midbrain level activity), before they can finally 
be invited to reason (a cortical activity) to try to solve a prob-
lem collaboratively. If one violates this sequence or does it 
out of order, it is unlikely that there will be access to the 
cortex.

The process of Plan B provides a road map for respecting 
this sequence. The first ingredient is regulating, the second is 
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relational, and the third involves reasoning. More specifically, 
the empathy ingredient uses reassurance and reflective listen-
ing to regulate the youth. Then the adult moves to the second 
ingredient, bringing up the adult concern and asking the 
youth to engage in shared empathy for one another’s con-
cerns, a highly relational task. Only once both sets of con-
cerns are registered and the youth is regulated and related 
does the adult move to the third ingredient of Plan B.  It is 
only in the third ingredient that the adult engages the youth 
in rational, cortical activity, by inviting them to brainstorm 
and assess possible solutions to the problem.

By repeatedly engaging in this process with youth, the 
therapeutic front moves up the brain over time. Initially, most 
of the activity in Plan B occurs low down in the brain by sim-
ply regulating the youth through repeated reassurance and 
reflective listening. As the adult becomes a more familiar 
presence and the process of Plan B becomes less novel and 
more predictable, the youth will feel more connected to the 
adult. The adult can then engage higher parts of the brain to 
relate and reason. The more connected the youth feels to the 

Figure 2.5  How Plan B maps on to the sequence of engagement for 
optimal information processing
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adult caretaker, the more cognitive the process becomes over 
time, until much of the youth’s work is done at the cortical 
level. However, the therapeutic front can shift from moment 
to moment and may require re-attuning in any particular 
interaction. Effective Plan B involves avoiding pushing for-
ward when the youth becomes dysregulated but rather cir-
cling back and re-regulating the youth. Thus, the process of 
Plan B (three ingredients in a specific order, with the option 
to circle back when needed) provides guideposts for adults to 
follow in order to remain attuned and responsive to the 
youth’s state of dysregulation. This stands in stark contrast to 
typical interactions with authority figures in which the adults 
decide when, where, how long, and what issue will be dis-
cussed. In this way, the CPS approach allows natural and 
healing patterns to take place.

Few therapeutic approaches provide a road map for adults 
to engage youth in patterned, repetitive, predictable activity 
that honor the sequence of engagement: regulate, relate, and 
then reason. For example, there is little evidence that the 
most popular contingency-based approaches to behavior 
management are effective with highly dysregulated kids, and 
the principles described above may explain why. With 
incentive-based approaches, there is an unspoken but very 
clear assumption that the youth’s understanding of what is 
right and wrong (a cognition, thus based in the cortex) will 
guide behavior. However, this notion disregards the fact that 
behavior is driven from bottom-up processes. Only when a 
youth is well regulated can cortical processes effectively drive 
behavior. When a youth begins to become dysregulated and 
says or does something she shouldn’t, most adults respond 
with some type of warning about impending consequences. 
This threat further dysregulates the youth, moving her even 
further away from rational, cortical level thinking, and 
responses. Thus, the use of mechanisms of power and control 
like motivational procedures which attempt to manipulate a 
youth’s behavior is dysregulating and can cause developmen-
tal damage.
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Furthermore, when youth become dysregulated and lower 
parts of the brain are left in charge, they typically respond 
impulsively and receive consequences for their behavior 
which are intended to deter them from behaving impulsively 
in the future. However, the sad irony is that impulse control 
is required for consequences to be effective in the first place. 
A youth must be able to control her impulses and access her 
cortex in the moment if she is going to be able to remind 
herself of a potential consequence and think of alterative 
options. Any novel, unpredictable, or threatening response to 
a youth that shuts the cortex down will ensure the youth will 
not be able to effectively reason or process and be capable of 
reflection. Adult caretakers often aspire to access the cortex, 
which makes top-down approaches appealing, but particu-
larly with frequently dysregulated youth, effective interven-
tion begins from the bottom up.

Finally, it is important to note that the effective sequence 
of engagement that we have delineated above applies to 
adults too. Adult caretakers cannot be expected to use the 
smart part of their brains to respond to challenging behavior 
unless they too are regulated. Even the best training in 
evidence-based approaches is useless unless adults can access 
their own cortical thinking when choosing how to intervene 
in the moment with youth. The CPS approach not only 
respects the neurobiological principles underlying the behav-
ior of youth but also recognizes the very same principles 
govern adult responses to challenging behavior: a dysregu-
lated adult will not be able to effectively intervene with a 
child. Fortunately, the CPS philosophy of skill not will is regu-
lating for the adults contending with youths’ challenging 
behavior. When adults view challenging behavior as a learn-
ing disability rather than as willful misbehavior, they are less 
likely to take the challenging behavior personally or to feel as 
if their authority is being challenged. Viewing challenging 
behavior through a compassionate rather than an affronted 
lens helps adults access their cortexes when responding to 
such behavior.
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�Conclusion

CPS represents an effective trauma-sensitive (see [2]) 
approach that operationalizes what is known about the neu-
robiological mechanisms underlying behavior change. The 
mind-set of CPS coupled with a simple framework for priori-
tizing problems (the three Plans) and the specific ingredients 
of problem-solving (Plan B) represent an effective way to 
slowly detoxify interactions between youth and authority 
figures which have led to challenging behavior in the past. 
The approach ensures the type of interactions that lead to 
enduring change at the level of the brain, especially when 
brain development has been impacted as a result of trauma. 
This is because CPS is a relationally mediated approach that 
allows for sufficient repetitions appropriately targeted to the 
areas of the brain where the most help is needed. Solving 
problems collaboratively with youth using the ingredients of 
Plan B involve all the core elements that make neural net-
works change in meaningful and specific ways. The process 
respects and operationalizes the principles of neuroplasticity 
and, as such, serves as a neuroscience-directed, intentional, 
and effective trauma-informed intervention.

References

	1.	 Anda RF, Felitti VJ, Bremner JD, Walker JD, Whitfield C, Perry 
BD, Dube SR, Giles WH.  The enduring effects of abuse and 
related adverse and epidemiology. Eur Arch Psychiatry Clin 
Neurosci. 2006;256:174–86.

	2.	 Bloom SL. Advancing a national cradle-to-grave-to-cradle public 
health agenda. J Trauma Dissociation. 2016;17(4):383–96. https://
doi.org/10.1080/15299732.2016.1164025.

	3.	 Kleim JA, Jones TA. Principles of experience-dependent neural 
plasticity: implications for rehabilitation after brain damage. J 
Speech Lang Hear Res. 2008;51:S225–39.

	4.	 Perry BD, Pollard R, Blakely T, Baker W, Vigilante D. Childhood 
trauma, the neurobiology of adaptation and ‘use-dependent’ 
development of the brain: how ‘states’ become ‘traits’. Infant 
Ment Health J. 1995;16:271–91.

B. D. Perry and J. S. Ablon

https://doi.org/10.1080/15299732.2016.1164025
https://doi.org/10.1080/15299732.2016.1164025


31

	5.	 Perry BD. Child maltreatment: the role of abuse and neglect in 
developmental psychopathology. In: Beauchaine TP, Hinshaw SP, 
editors. Textbook of child and adolescent psychopathology. 1st ed. 
New York: Wiley; 2008. p. 93–128.

	6.	 Perry BD. Trauma- and stress-related disorders. In: Beauchaine 
TP, Hinshaw SP, editors. Textbook of child and adolescent psycho-
pathology. 3rd ed. New York: Wiley; 2017. p. 683–705.

	7.	 Perry BD, Davis G, Griffin G, Perry JA, Perry RD. The impact of 
neglect, trauma and maltreatment on neurodevelopment: impli-
cations for the juvenile justice system. In: Beech AR, Carter AJ, 
Mann RE, Rotshtein P, editors. The Wiley-Blackwell handbook of 
forensic neuroscience. London: Wiley; 2018. p. 813–36.

	8.	 Pollak SD, Nelson CA, Schlaak MF, Roeber BJ, Wewerka SS, 
Wiik KL, et al. Neurodevelopmental effects of early deprivation 
in post institutionalized children. Child Dev. 2010;81(1):224–36.

	9.	 Tronick E, Perry BD. The multiple levels of meaning making: the 
first principles of changing meanings in development and therapy. 
In: Marlock G, Weiss H, Young C, Soth M, editors. Handbook of 
body therapy and somatic psychology. Berkeley: North Atlantic 
Books; 2015. p. 345–55.

Chapter 2.  CPS as a Neurodevelopmentally Sensitive…



33© Springer Nature Switzerland AG 2019
A. R. Pollastri et al. (eds.), Collaborative Problem Solving, 
Current Clinical Psychiatry, 
https://doi.org/10.1007/978-3-030-12630-8_3

In order to achieve great things two things are needed: a plan and 
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�Introduction

As human service providers, we share a common goal of 
improving the lives of all constituents we serve. In order to 
best meet the complex needs of our constituents and identify 
long-term solutions that have contextual fit in their lives, pro-
viders need to draw upon evidence-based practice (EBP) or 
evidence-informed innovations (EII) that have demonstrated 
that the desired outcomes can occur. Organizations and agen-
cies may use a variety of avenues to select and begin to install 
a new program or practice. Typically a leadership team is 
formed to explore potential solutions. Some common strate-
gies leadership teams use may include one or more of the 
following:

	1.	 Working directly with program developers or purveyors to 
receive guidance for possible solutions and to learn about 
the specific conditions that are needed to ensure the EBP/
EII can be implementation as intended

	2.	 Reviewing and choosing EBPs/EIIs from a national regis-
try or a clearinghouse to learn more about strengths and 
limitations of a variety of EBP

	3.	 Building in a mandated programs or practices and in this 
case, they are tasked with embedding or prioritizing the 
use of the program in their local community

	4.	 Reviewing recommendations and/or the activities of prac-
titioners within their own organization and agency to learn 
more about what individual providers may be using 
successfully

Although these strategies for selection of a new initiative 
are not an exclusive list, it is helpful to reflect on what this 
process entails within one’s own organization or agency.

Tip 1
•	 Does your organization or agency have a process for 

careful selection of new initiatives/EBPs/EII?
•	 Is it standardized (used for all initiatives)?
•	 Is the process documented? Where?
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However, moving from science to service is hard work. 
Simply selecting an initiative that will meet the needs of con-
stituents is only part of solution. This can be evidenced by 
reviewing initiatives within and agency or organization that 
had a lot of potential, but did not sustain, or perhaps it didn’t 
produce the desired results for constituents. There needs to 
be a focus on using effective implementation strategies to be 
able to fully integrate and align the multitude of initiatives 
providers are expected to implement and to be able to pro-
vide the supports of training, coaching, and time that provid-
ers need to be able to implement the selected EBP/EIIs as 
intended. To truly install or implement any initiative, there 
are several decisions, actions, resources, and reorganizations 
that need to happen in order to create the conditions for 
organizations to apply policies, systems change initiatives, 
and EBPs/EIIs as intended. By not focusing on both EBPs/
EIIs and implementation methods and processes, results for 
constituents will likely be highly variable, and may not have 
the expected outcomes. In addition, not paying attention to 
building an implementation system that is hospitable for the 
EBP/EII adds burden to the providers who are left to “figure 
it out” on their own. A helpful way to consider the essential 
ingredients is to look at graphic of what is known as the 
Formula for Success (Fig. 3.1) [21].

Effective
Interventions

Effective
Implementation

Methods

Improved
Outcomes for
Children and

Families

Enabling Contexts

Figure 3.1  Formula for Success. (Adapted with permission from 
Implementation Scientists (2018) and [21])
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The formula articulates that if an organization or agency 
wants to achieve positive outcomes, Effective Interventions 
(e.g., EBPs/EIIs), Effective Implementation Methods (e.g., 
Implementation Science), and Enabling Contexts (e.g. poli-
cies, community demand). This multiplication equation was 
conceptualized to highlight that a zero in any one of the vari-
ables equals zero. Thus the distinction and relationship 
between intervention components and implementation 
components and being able to leverage what is currently 
occurring within the agency or organization context are 
essential to replicate, scale, and sustain the positive impacts of 
EBPs/EIIs in the human services sector.

The purpose of this chapter is further to introduce what is 
meant by “Effective Implementation Methods” and explore 
the science behind implementing and sustaining programs 
such as Collaborative Problem Solving (CPS). This chapter 
will provide an overview of an emerging field of 
Implementation Science and use a predominate and practi-
cal set of frameworks, named the Active Implementation 
Frameworks (AIF) [5, 10, 11, 21], to offer readers some con-
siderations and strategies for improving implementation 
systems and quality of implementation for any EPB/
EII. Finally, the fourth author shared his experience of how 
multiple organizations worked together to begin the process 
of adopting and applying CPS into complex settings. As will 
be articulated in the case study, some elements of the AIFs 
were applied intentionally, and the teams continue to build 
their capacity to fully integrate CPS and Implementation 
Science to achieve meaning outcomes for their constituents.

�Implementation Theory: Defining Applied 
Implementation Science

Current research, policy, and experience demonstrate that 
focusing solely on interventions does not lead to high-fidelity 
use of the intervention. The acknowledgement of the need to 
pay attention to the implementation process is not new. Baer, 
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Wolf, and Risely [1] articulated the gap in understanding the 
conditions of using EBPs as intended. The National Institute 
of Health reported that only 17% of patients benefit from 
medical innovations, partially due to the fact that adherence 
to the protocol is fairly low [2]. This problem cuts across all 
human service fields. For example, the National Center for 
Education Statistics (NCES) publishes annual reports on the 
reading and math process across different grade groups 
across the United States. The results also appear to be grim in 
that over four decades of reporting student reading scores, 
there has been little to no increase in levels of reading profi-
ciency (https://nces.ed.gov/fastfacts/display.asp?id=38) [20]. 
This is not due to lack of effective educators, funding, or 
access to EBPs/EIIs. It is an implementation problem. There 
are many other examples of well-meaning providers, leaders, 
researchers, professional learning providers, and policymak-
ers growing frustrated with the actual impacts on their con-
stituents. The frustration has leaning on science for solutions 
and approaches that work. These solutions can be found in 
the field of Implementation Science (IS).

Implementation Science (IS) can be defined as “the scientific 
study of methods to promote the systematic uptake of research 
findings and other evidence-based practices into routine prac-
tice” [8, p.1]. In other words, it provides a systematic and inten-
tional strategy of utilizing best and promising practices to build 
implementation capacity within and across any system [5, 7, 10, 
18]. Embracing an “active” or intentional approach works 
because it shifts the burden of accountability away from indi-
vidual staff providing the interventions and places it on the 
system. This may mean aligning professional development 
activities, supporting organizational shifts such as changes in 
scheduling, job responsibilities, and shifting resources, and creat-
ing pathways of communication with stakeholders, such as fami-
lies, clients, community members, and policymakers.

Building upon the IS literature and the gaps in the inter-
vention literature, Meyers et al. [18] reviewed and compared 
25 frameworks used to articulate how to take a program from 
research to practice and how to make purposeful decisions 
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regarding a program’s applicability in complex settings. This 
review highlighted the AIFs [10, 11] as one of the frameworks 
that integrated research-based elements known to align sys-
tems and ensure that capacity of implementers are supported. 
The AIFs (see Fig. 3.2) are made up of five separate yet over-
lapping frameworks designed to provide practical and action-
able steps for any organization striving to implement an EBP/
EII or system change. The five frameworks are:

	1.	 Usable Interventions (What is “it” that are we trying to 
implement?)

	2.	 Implementation Teams (Who is responsible for this work?)
	3.	 Implementation Drivers (How do we build and align an 

implementation system?)
	4.	 Implementation Stages (How/when do we build the sys-

tem for sustainability?)
	5.	 Improvement Cycles (How do we build the system for con-

tinuous improvement?)

Purpose: This at a glance guide was designed to serve as a reference or reminder of the 
5 Active Implementation Frameworks1,2. These frameworks apply to any organization,
and any level of a system (e.g., local, district, state/provincial).
Integrating all five frameworks is key to sustaining practices and achieving consumer outcomes.

Usable
Interventions

Implementation
Teams

Implementation
Drivers

Stages of
Implemention

Improvement
Cycles

Know Your
“It”

Invest in
People

Be Systematic
and Intentional

Implementation
Takes Time

Create a
Culture of Trial
and Learning

Usable
interventions are

the “non-
negotiable” core
components that

are critical to
building an

implementation
infrastructure.

Comprised of 3-5
individuals with

dedicated time to
support the

widespread use of
initiatives.

The key
components

needed to build an
implementation

infrastructure and
ensure initiatives
are both used as

intended and
sustainable.

Sustainability of
initiatives requires
an organization to
follow a series of
stage appropriate
activities. There

are 4 overlapping
stages.

System change is
complex and

requires
purposeful actions
and corrections.

The Plan-Do-Study-
Act Cycle guides
those processes.

This is usually the
prerequisite to

building an
“implementation

system.”

This group has
expertise in

implementation
science and the

authority to make
decisions in their

organization.

This framework is
the

“implementation
system” that

Implementation
Teams are focused

on building.

Implementation
Teams use this to

manage
expectations since
initiatives follow a

developmental
trajectory of 2-4

years.

Implementation
Teams use this

process to
document

decisions and
guide planning in

real time.

Pro Tip

Definition

BIG Idea

Figure 3.2  Active Implementation Frameworks at a Glance. 
(Adapted with permission from © Implementation Scientists, LLC 
2018)

M. A. Duda et al.



39

These five frameworks were developed through intensive 
reviews of the implementation, diffusion, and evaluation lit-
erature across various sectors including health, mental health, 
agriculture, business, and banking to identify what were the 
essential components for successful application of large-scale 
programs and practices. To further validate the experimental 
facilitators and barriers to the implementation process, pro-
gram developers and leaders around the globe were inter-
viewed to learn about practical and actionable strategies for 
building the implementation system needed to deliver the 
interventions reliably. All of these data and information 
resulted in many lists. Through this knowledge and practice, 
these lists were applied, tested, and improved into what is 
known as the AIFs. Professionals who learn about the five 
frameworks find that they are highly applicable and usable in 
their organization. Many times they have found that IS was 
the missing piece to their work or that they were doing many 
of the implementation practices in some way, they just were 
not intentional or consistent in their use.

�Usable Interventions: The “It”

Leaders, administrators, and practitioners share a common 
goal  – that is to ensure that clients receive ongoing high-
quality services that meet their specific needs. A growing base 
of EBS/EIIS coupled with a need for practitioners to be flu-
ent in more than one program, it is often challenging to 
choose a strategy that can be sustained over time or scaled 
across an entire organization or system.

A common barrier to moving from theory to practice in an 
organization is that the practice is not very well defined. 
Having a clear sense of what “it” (the EBP/EII) actually is 
and what are the behaviors in practice (regardless of the level 
of a system) is a necessary prerequisite to building an imple-
mentation system. The Usable Intervention framework, the 
first of the five AIFs, focuses on innovation clarity of an 
Effective Intervention as a prerequisite for implementation.
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According to Blase and Fixsen [3], in order for an interven-
tion to be deemed usable by practitioners in a typical service 
setting and clear enough to create an effective implementation 
infrastructure to support practitioners who are using “it,” four 
features are required: (1) clear description of the context for 
the program, (2) clear essential functions that define the core 
components of the program, (3) operational definitions of 
those essential functions that detail the behavior and activity 
of practitioners, and (4) practical performance assessment (e.g., 
fidelity) that can be carried out in typical service settings.

Some strategies to help ensure that the core components 
of the intervention are clear may include working with the 
program developer directly or gathering a team of individuals 
that have experience with the intervention to define the non-
negotiable core features. The Collaborative Problem Solving 
(CPS) model, for example, has clearly defined components as 
described in Chap. 7. Also to ensure fidelity, specific tools are 
offered for the developers of CPS.

Tip 2
•	 Does your team know your “it”?
•	 If you are adopting CPS, is everyone on the team clear 

on the non-negotiable components of CPS?
•	 Are the behaviors of providers and families clearly 

defined?
•	 Does your organization consistently collect and use 

CPS fidelity data? How?

�Implementation Teams: The “WHO”

The “who” of building implementation capacity, and the second 
AIF, are the members of an Implementation Team. Creating 
systemic change cannot be done by one person  – it takes a 
team. Implementation teams are key to increased success and 
efficiency of implementing effective programs that demonstrate 
results. Research has shown the value of Implementation Teams 
by reporting that without the support of Implementation 
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Teams, 14% of implementation attempts are successful and it 
takes 17 years to achieve these results. However, with the sup-
port of Implementation Teams, successful implementation 
increases to over 80%, and it takes 3.6 years to achieve these 
results [2, 12, 19]. Metz and Bartley [17] commented on the fact 
that “creating Implementation Teams that actively work to 
implement interventions results in quicker, higher-quality 
implementation.” However, in order to provide Implementation 
Teams with the opportunity to engage in such important work, 
these activities cannot occur by adding on to someone’s existing 
workload or expecting them to engage in this work “on the side 
of their “desk.” Implementation Team form and functions need 
to occur at the organization level on purpose for purpose.

Implementation Teams are a dedicated group of people 
who are accountable for ensuring the purposeful and pro-
active use of implementation practice and providing the 
active systemic supports needed for success [6, 7]. The 
Implementation Team remains accountable to ensuring 
practitioners continuously achieve fidelity by purposefully 
putting implementation systems into place. Implementation 
Teams also have the opportunity to support more than one 
level of an organization or system. For example, in the edu-
cation system, a state- or provincial-level Implementation 
Team may support and create regional and district-level 
Implementation Teams. District-level Implementation 
Teams create and support Implementation Teams at the 
school level. This cascade of aligned and integrated sup-
ports helps ensure that the resources that front line staff 
need in order to deliver the intervention are in place.

According to Fixsen et  al. [10], Implementation Teams 
typically include three to five core individuals who have 
expertise in system change, the implementation of EBPs/EIIs, 
and Implementation Science and leadership. One way that 
Implementation Teams differ is the dedicated time they have 
to focus on implementation activities [6] and are intended to 
stay in place for any EBP/EII adopts. This differs from more 
tradition teams found in organizations that bring talented 
individuals together for a short period of time to problem 
solve around a challenge or time-limited event, as their func-
tion includes sustainability strategies.
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Key activities for members of the Implementation Team 
include identifying current system strengths in an organiza-
tion and installing a new program systematically by building 
readiness across the organization and informing stakeholders. 
Successful Implementation Teams also engage in continuous 
improvement processes to implementation to inform decision-
making and problem-solving. It is recommended that an 
Implementation Team include leadership and/or administra-
tors so that decisions for system change activities can occur 
fairly rapidly.

A helpful strategy for current and prospective CPS imple-
mentation efforts is to determine whether or not the functions 
of an Implementation Team exist within the organization. If it 
does, a next step to ensure sustainability is to determine if mem-
bers of that team has sufficient time and expertise to engage in 
implementation activities as designated in their job descriptions 
or as part of their assigned FTE (full time equivalency) duties. 
A further support for the activities and sustainability of a CPS 
Implementation Team is to develop a team Terms of Reference 
or charter that describes priorities, key functions, how the team 
makes decisions, where they are situated in the organization, 
and what the expected deliverables. Successful teams regularly 
use and review the Terms of Reference to guide their work 
plans and to stay on course. Terms of Reference as a tool and a 
process that the Implementation Team uses on a regular basis 
helps them keep on track (function of the group), details priori-
ties (goals, deliverables, and communication protocols), and 
helps ensure they have the time and space to focus on aligning 
targeted initiatives (e.g., CPS).

Tip 3
•	 Does your organization have an Implementation 

Team?
•	 Does your organization have a CPS Implementation 

Team with dedicated time that is part of their job 
description?

•	 Do any of your existing teams have a Terms of 
Reference that is regularly used and updated?
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�Implementation Drivers: The “HOW”

Every organization has many strengths. This may include 
some combination of talented individuals, efficient pro-
cesses, and effective services. In addition, most organiza-
tions have adopted more than an EBP/EII to best serve the 
need of their consumers which often results in more than 
one system practitioners need to navigate. So how does a 
CPS Implementation Team ensure that there is a system to 
support the high-fidelity application of CPS? The solution is 
to find what processes are working well in an organization 
or agency and ensure that the “drivers” of system change 
are linked.

The Implementation Drivers framework describes a set of 
best and promising practices that improves the likelihood of 
creating an efficient and aligned system that will support the use 
of the selected intervention so that the intended outcome can be 
achieved. Identified by Fixsen et  al. [10, 11], Implementation 
Drivers can be organized into three categories:

	1.	 Staff Competence: Supports for personnel in their use of 
the EBP/EIIs

	2.	 Organization Supports: Align programs, policies, proce-
dures, and opportunities to ensure EBPs/EIIs are able to 
be used as intended and achieving desired outcomes

3.	 Leadership: Builds leadership capacity and support across 
an organization
A helpful way to conceptualize the drivers is to organize 
them in a triangle [9] (Fig. 3.1).

All of these drivers are organized on purpose to lead to 
fidelity of an EBP/EII, an agency-wide framework, or a sys-
tem change initiative. In successful implementation systems, 
drivers are fully integrated. In newer or fragmented imple-
mentation system, strong drivers will compensate for weaker 
ones. For example, an agency that employs effective coaching 
to support practitioners (strong driver) but has weaker train-
ing opportunities (weak driver) for practitioners may still be 
able to demonstrate the use of the new EBP/EII because the 
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coaching compensates for the training. Overtime, the agency 
in this example may choose to focus on improving their train-
ing driver to achieve desired outcomes.

Competency Drivers

These include fidelity, selection, training, and coaching drivers. 
This category of drivers helps ensure the development of staff 
confidence and competence in the use of the new interven-
tion, program, or practice. Beginning with having defined 
fidelity (Usable Intervention framework helped with that), 
selecting individuals with the skills needed to carry out the 
EBP/EII or know what skills are needed to carry out the inter-
vention is essential. If an individual or group of individuals do 
not have all of the skills needed to implement the program, 
targeted and efficient training would then be provided to 
develop and encourage the use of those skills. Finally, as docu-
mented by the well-known meta-analysis by Joyce and 
Showers [15], training of fragile new skills should always be 
accompanied by coaching in order to lead to behavior change.

Organization Drivers

These three drivers, Decision Support Data Systems, 
Facilitative Administration, and Systems Intervention, pro-
vide the structure for ensuring that EBP/EIIs are used as 
intended. A robust Decision Support Data System is critical 
in advising the Implementation Team on how well the inter-
vention and implementation processes are functioning. 
Through Facilitative Administration, additional resources 
and supports can be put into place, and barriers can be 
intentionally removed within the organization or agency so 
that the EBP/EII can be used with fidelity. When challenges 
to supporting this new work arise extend beyond the scope 
of the agency or organization internally, the use of Systems 
Intervention may be required in order to build a more sup-
portive context.
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Leadership Drivers

Leadership is the foundation of selecting, supporting, sustain-
ing, and any new EBP/EII and in many cases more than one 
EBP/EII.  Drawing on the work of Heifetz and Laurie [13], 
there are two leadership styles, adaptive and technical, required 
to address the many challenges associated with disturbing the 
system (status quo) and making room for the new EBP/
EII. Technical leadership is required when there is a straight-
forward problem that has a straightforward solution such as 
needs for materials or more coaching. Adaptive Leadership is 
required when the problem or the solution is not entirely clear 
or the solution requires a nuanced response. An example of 
this would include a lack of buy-in for the new EBP/EII and a 
sense of loss that other programs may be discontinued.

Identifying and leveraging the current Implementation 
Drivers that are in place to support of sustain the use of CPS 
are crucial to ensure the high-fidelity application the model. 
They also help create a mechanism to ensure that clients can 
continue experiencing the benefits of the CPS process 
regardless of the number of other EPB/EIIs are adopted by 
an organization or agency.

Tip 4
•	 Select one of your organization’s strongest initiatives 

and think about the following.
•	 Which of the Implementation Drivers are stron-

gest? How do you know?
•	 Which of the Implementation Drivers are weak? 

How might you improve it?

�Stages of Implementation: The “When and How”

Sustainability of CPS or other EBP/EIIs is the goal. The imple-
mentation capacity process follows a developmental trajectory 
from the initial identification of a service gap for consumers to 
the use of an EBP/EII as part of an organization’s culture. 
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Research has shown that successfully implementing a program 
or practice can take from 2 to 4 years [11, 18] to reach the Full 
implementation stage. The full Implementation stage is reached 
when the use of the EBP/EII becomes visually part of an orga-
nization’s culture and reliable consumer outcomes are being 
achieved.

According to Fixsen et al. [10], implementation is a pro-
cess that occurs in four nonlinear but discernable stages: 
Exploration, Installation, Initial Implementation, and Full 
Implementation. The focus of each stage of Implementation 
is to create a sustainable implementation system. This sys-
tem is comprised of essential components (drivers) that 
have shown to support the successful implementation of 
programs or practices. Understanding these key activities 
within each developmental stage allows for intentional 
planning and matching of activities, efforts, and expecta-
tions to the relevant stage, thus increasing the likelihood of 
successful implementation and sustainability of the change 
process.

Exploration
The first stage of implementation is Exploration and involves 
developing stakeholders buy-in and involvement, identifying 
the need for change, understanding the current state, assess-
ing and creating readiness for change, assessing barriers, 
exploring potential interventions that may provide solutions, 
and making an informed, consensual decision on whether or 
not to proceed (Video 3.1).

Installation
This stage is considered the active planning phase of imple-
mentation and is designed to ensure everything is in place to 
effectively use the EBP/EII. This stage involves determining 
the composition of the Implementation Team, establishing 
the resources needed to carry out the intervention with fidel-
ity, identifying structural and functional changes, determining 
work flow processes, addressing barriers, and proposing sys-
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tem solutions and planning for each Implementation Driver. 
Communication to stakeholders internally and externally to 
the organization is critical. Clarifying what this new program 
will entail and creating transparency for how decisions are 
being made will also promote intervention uptake.

Initial Implementation
Initial Implementation is the third stage; it begins when the 
new EBP/EII is tried for the first time. The implementation 
plan developed during installation is executed, and the use 
of rapid Improvement Cycles ensures continuous improve-
ment and adherence to fidelity. This stage presents several 
challenges since practitioners are attempting to use a new 
approach or skills for the first time. In addition challenges 
of establishing and sustaining change are most predomi-
nant. Crucial to successfully moving through initial imple-
mentation is support from Implementation Teams at the 
practice, organization, and system level. Implementation 
Teams will typically rely heavily on reviewing their imple-
mentation strategies and utilize coaching supports to assist 
uptake.

Full Implementation
This stage is reached when the new practice or program is 
well integrated in everyday work – it is “business as usual,” 
the standard way of work. An organizational indicator of 
reaching this stage is that 60% of the individuals who should 
be using the intervention are doing so with high levels of 
fidelity. Ongoing support is needed to ensure fidelity as staff, 
organizations, and systems continue to change and transition 
and improvements and adjustments are actioned.

Knowing how to assess an organization or agency for its cur-
rent stage of CPS implementation will help the CPS 
Implementation Team know how much technical assistance or 
targeted support is needed to move to latter stages of the imple-
mentation process or sustain the desired implementation 
efforts in the Full Implementation stage. Another advantage of 
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knowing the current stage of CPS implementation is that it 
allows leaders and funders match expectations to current levels 
of implementation. Paying attention to key milestones and 
activities across all of the stages ensures major changes such as 
staff turnover, leadership change, loss, or increase of funding, 
and new mandates will not significantly impact the CPS imple-
mentation infrastructure that had been developed.

Tip 5
•	 Select one of your organization’s strongest initiatives 

and think about the following:
•	 Which of the Stage of Implementation sounds most 

like where the initiative is?
•	 Think about an initiative that did NOT sustain:

•	 Were there any activities or Stages that were skipped 
over? Which one? Why?

�Improvement Cycles: The “How”

Improvement Cycles are a helpful set of processes for leader-
ship and Implementation Teams to make decisions systemati-
cally while engaging in continuous improvement. The fifth 
AIF is the use of Improvement Cycles. It is important to 
make intentional changes to the system in order to support 
new ways of work and in order to maintain and/or improve 
quality. Improvement Cycles are the means by which systems 
understand their current strengths in order to build upon 
them. Improvement Cycles also are used to address barriers 
or ineffective practices by creating improvement plans, 
engaging in the improvement processes, assessing the impact 
of executing the plan, and then repeating this cycle as neces-
sary. The goals of Improvement Cycles are to decrease bur-
den, improve efficiencies (e.g., to staff and resources), improve 
outcomes for consumers, and increase the likelihood of new 
EBP/EII sustainability.

A commonly used Improvement Cycle process is called the 
“Plan-Do-Study-Act” (PDSA) cycle [4, 14]. Although the key 
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elements of the PDSA process were developed from manufac-
turing, this systematic approach is highly applicable to human 
services to reliably produce outcomes, maintain quality, and 
create efficiencies and can be applied at varying scales to help 
achieve alignment. The most common use of Improvement 
Cycles by Implementation Teams is for rapid-cycle decision-
making. As the components of the PDSA cycle implies, the 
process works in the following way. In the “Plan” part of the 
cycle, the Implementation Team uses the best information it 
has available to develop a plan for what they want to achieve 
and how to go about it. The next step is to “do” it or put the 
plan in motion. Once that portion of the cycle is completed, 
the “study” phase begins. Analysis of the data collected helps 
determine what worked and what needs to be adapted. The 
“act” phase of the cycle triggers actions based on the results of 
the study phase, and at this point, the Implementation Team 
may choose to engage in another round of the PDSA (called 
Usability Testing) or end the cycle since sufficient information 
was gathered. Usability testing occurs most intensively during 
the Initial Implementation Stage.

A major benefit to using Improvement Cycles is that it 
promotes deliberate changes and provides opportunities to 
make necessary adjustments, incrementally. Documenting 
these cycles creates an institutional memory of decisions 
made and lessons learned that can be passed on to future 
stakeholders. It also helps keep stakeholders informed of the 
activities occurring and can provide new opportunities to 
include their feedback. As a result, this process helps create a 
supportive environment for evidence-based programs and 
practices to thrive and builds a culture.

Tip 6
•	 Describe a time you and your team used the Plan-Do-

Study-Act Cycle.
•	 What is something you learned about the problem by 

working through a PDSA?
•	 If you have not tried the PDSA, what is a problem this 

process may help you resolve?
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�Summary

To successfully achieve our goal of improving outcomes for 
all of our constituents, we need to work together and inten-
tionally apply and leverage all variables of the Formula for 
Success (Effective Interventions X Effective Implementation 
Methods X Enabling Context). In addition leadership teams/
decision-makers need to be very intentional about to select-
ing on EBPs/EIIs that align with the needs of constituents, 
and what an organization has the capacity to fully implement 
that EBP/EII as intended. Furthermore, attending to the 
What, Who, When, and Hows of the AIF affects the predict-
ability and achievability of the intended outcomes. This 
means investing in Implementation Teams as a permanent 
part of an organization. Implementation Teams can help 
translate the science to service by clarifying expectations 
aligning supports for implementers, helping provide timely 
supports based on the needs of implementers, leveraging the 
Implementation Drivers that are strong while building the 
ones that are weak in a staged fashion, and using Improvement 
Cycles to make actions and corrections in real time. Together, 
these key actions compose evidence-informed and evi-
denced-based practices for effective implementation.

Moving from the overview of the science of implementa-
tion to the practice of the “apply it” tips, the following is a 
case example to share how a leadership team began the pro-
cess of adopting CPS and working toward applying 
Implementation Science best practices in an effort to ensure 
high-fidelity implementation and sustainability.

�Getting Started: A Case Example 
of Implementation of CPS in Ottawa, Canada

The following is case example led by the fourth author that 
demonstrates how a cadre of organizations began to organize 
around the Formula for Success [21] to help improve outcomes 
for children and youth in a Canadian city. This case example 
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highlights how some of the Implementation Science best prac-
tices were applied to help improve the uptake of CPS.

Enabling Contexts
In 2009 a system review occurred in Ottawa, Canada, focused 
on understanding the experience of children, youth, and fami-
lies in the mental health service sector. This review included 
interviews with children/youth, family members, informal sup-
ports, and service providers. As a result of the review, a deci-
sion was made to explore an evidence-based approach to 
treatment that would address a consistent concerned raised by 
families related to seamless services for children/youth. 
Specifically, families raised concerns about being introduced 
to multiple treatment approaches if being served in more than 
one organization. This also included concerns about having 
made gains in one organization to later have to begin again 
with a brand-new approach when they started in another ser-
vice provider’s organization.

Effective Interventions
This was an opportunity to respond with a concrete change to 
the service system in Ottawa in direct response to feedback 
from children, youth, and families. In order to meet the call to 
action raised by the community, five child and youth serving 
mental health organizations came together to begin identify-
ing some potential solutions for addressing such an urgent 
need. An initial step the team needed to take into consider-
ation before adopting any initiatives to help resolve these 
complex challenges was to take into consideration what sys-
tems were currently in place. As a community, Ottawa service 
providers embarked on adopting the System of Care frame-
work as a decision-making tool within the mental health sec-
tor. The Child and Youth Mental Health Network (CYMHN) 
comprised of Executive Directors of child and youth serving 
organizations were introduced to the concept of System of 
Care and then adopted structurally this approach in the con-
text of decision-making related to the sector. The System of 
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Care is defined as a comprehensive spectrum of mental health 
and other necessary services which are organized into a coor-
dinated network to meet the changing needs of children and 
adolescents with significant mental health concerns. The sys-
tem of care philosophy is built around three core values: (1) 
child centered and family focused, with the needs of the child 
and family determining the services provided; (2) community-
based, providing less restrictive services (than previously pro-
vided in institutional facilities) within the child’s home 
community; and (3) culturally competent, in which culture, 
ethnicity, and cultural contexts are taken into account in the 
provision of services [22].

The acceptance and adoption of philosophy surrounding a 
System of Care provided a solid foundation for the selection of 
any new initiatives. To be considered for adoption to meet this 
need in their community, initiatives need to align with the three 
core values stated above. Furthermore, the team agreed and 
utilized the following ten system of care guiding principles:

	 1.	 Children with emotional disturbances should have access 
to a comprehensive array of services that address the 
child’s physical, emotional, social, and educational needs.

	 2.	 Children with emotional disturbances should receive 
individualized services in accordance with the unique 
needs and potentials of each child and guided by an indi-
vidualized service plan.

	 3.	 Children with emotional disturbances should receive ser-
vices within the least restrictive, most normative environ-
ment that is clinically appropriate.

	 4.	 The families and surrogate families of children with emo-
tional disturbances should be full participants in all 
aspects of the planning and delivery of services.

	 5.	 Children with emotional disturbances should receive ser-
vices that are integrated, with linkages between child-
serving agencies and programs and mechanisms for 
planning, developing, and coordinating services.

	 6.	 Children with emotional disturbances should be provided 
with case management or similar mechanisms to ensure 
that multiple services are delivered in a coordinated and 
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therapeutic manner and that they can move through the 
system of services in accordance with their changing 
needs.

	 7.	 Early identification and intervention for children with 
emotional disturbances should be promoted by the sys-
tem of care to enhance the likelihood of positive 
outcomes.

	 8.	 Children with emotional disturbances should be ensured 
smooth transitions to the adult service system as they 
reach maturity.

	 9.	 The rights of children with emotional disturbances should 
be protected, and effective advocacy efforts for children 
and youth with emotional disturbances should be 
promoted.

	10.	 Children with emotional disturbances should receive ser-
vices without regard to race, religion, national origin, sex, 
physical disability, or other characteristics, and services 
should be sensitive and responsive to cultural differences 
and special needs.

Key to the system of care process is system management, to 
coordinate and assess the service components within the sys-
tem [22]. These core values and principles since adopted by 
Ottawa provided an impetus to system change to better meet 
the needs of children, youth, and families in the Ottawa area.

Although this process took time (approximately 6 months) 
having a clear understanding of the needs of their community, 
achieving consensus across all five organizations about core 
values, philosophies, and intended outcomes for children, 
youth, and families, they needed to find a common “interven-
tion” that would help achieve those goals. The team then 
began a systematic review of various treatment approaches 
that were either evidence-informed or evidence-based prac-
tices. After an extensive review, a decision was made to adopt 
Collaborative Problem Solving (CPS) as a common treatment 
approach. CPS was selected because the approach was 
grounded in a philosophy as well as developed to address the 
needs of children from 3 to 18  years of age which met the 
needs of the various organizations in the Ottawa community.
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A strength of the CPS model was that it was grounded in 
a philosophy and a belief that aligned with the values of the 
local community. In terms of philosophy, the approach was 
premised on the understanding that kids do well if they can 
(as described in earlier chapters) and that children struggle 
because of lagging skills rather than a result of parenting. 
These CPS offered nonnegotiables strategies that would help 
achieve the needs and goals set forth by the community, so it 
was selected as a common treatment approach that would be 
adopted and used across five organizations. Seven leaders 
(champions) that were representative of the five organiza-
tions participated in the decision-making process. CPS was 
the “it” from an implementation process that would be used 
as the “intervention.” The next step is to focus on “how” to 
put CPS into practice.

�Effective Implementation Methods

Critical to the implementation process are the development 
of Implementation Teams to help move the proposed change 
forward. The selection team mentioned above decided to 
continue serving the role and function of an Implementation 
Team. Since this first-generation work was led by five sepa-
rate organizations, the cross-agency CPS Implementation 
Team formed needed a way to learn about CPS and the bar-
riers of Implementation together. Forming a formal commu-
nity of practice (CoP) [16] served that need. In order to build 
internal capacity, the CPS Implementation Team first sought 
out training directly from the program developers. A total of 
seven champions (including all five members of the CPS 
Implementation Team) attended training in person for a 
period of 3 days. Once the CPS team gained sufficient fluency, 
their next task was to create and support Implementation 
Teams within each organization which will be described later.

The CPS Implementation Team worked together for 
approximately 1 year on a weekly basis to support organiza-
tions in the first two Stages of Implementation  – the 
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Exploration Stage to the Installation Stage of CPS. To ensure 
that staff were supported to build their own skill sets with 
CPS, the CPS Implementation Team partnered with 
Think:Kids at Massachusetts General Hospital, Department 
of Psychiatry, on a weekly basis to build their own skill set so 
that they could coach others in the approach. These weekly 
meetings included formal training on how to apply CPS, to 
address questions, and to discuss implementation challenges. 
An interesting finding through this process was oftentimes 
implementation challenges experienced in one organization 
were common to the other organizations that participated in 
this group.

Upon completion of formalized training sessions, the CPS 
Implementation Team began reviewing and developing a plan 
for implementation of CPS within their respective agencies. 
Once buy-in of staff was achieved within each of the five orga-
nizations, the CPS Implementation Team agreed to start work-
ing toward aligning and building the implementation 
infrastructure needed to support the high-fidelity use of 
CPS. As Implementation Drivers (Fig. 3.3) serve as the build-
ing blocks to the implementation infrastructure, all the arms of 
the triangle need to be systematically and intentionally linked 

Coaching

Training

Selection

Technical Adaptive

Decision Support
Data System

Facilitative
Administration

Systems
Intervention

C
om

pe
te

nc
y 

D
riv

er
s O

rganization D
rivers

Leadership

Integrated

Compensatory

Figure 3.3  Implementation Driver triangle: Performance 
Assessment (Fidelity). (Adapted with permission from Duda and 
Wilson [7]; Fixsen et al. [9])
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or created. This is achieved by building on the system strengths 
(drivers) that are currently in place within the organization. 
In this case example, the CPS Implementation Team chose to 
start with the Staff Competency Drivers. These drivers include 
Performance Assessment (Fidelity), Selection, Training, and 
Coaching.

To help achieve building staff confidence and competence 
in the use of CPS as part of their regular practice, three of the 
core sites involved in this implementation effort also created 
their own internal Implementation Teams. The intention of 
creating site-level Implementation Teams, organizations were 
able to customize and facilitate the implementation of CPS 
more efficiently since there were individuals with time and 
space allocated to do this important work. Site-level 
Implementation Teams were intentionally linked with the 
CPS Implementation Team for ongoing supports and assis-
tance for overcoming implementation barriers through the 
community of practice meetings.

After the first group of implementers were identified 
(selection driver) at each site, the cross-agency CPS 
Implementation Team helped secure training for selected 
staff. The training driver was activated through formal train-
ing events by Think:Kids and also through case study presen-
tation and discussions during weekly meetings. This became 
the focus on the CoP in its second year of operation. In effect, 
the first-generation Implementation Team expanded to 
include new organizations in the community interested in 
learning and implementing the approach in their own 
settings.

Since the focus of these training events was about behavior 
change of providers, coaching (another Implementation 
Driver) was embedded in the implementation action plan. 
Coaching was achieved in two ways: the first was through 
individualized coaching provided by the seven members of 
the CPS Implementation Team and the second way coaching 
was provided during the regular meeting time (CoP time). 
Coaching during the regular meetings included case exem-
plars and a focus on implementation barriers and facilitators.
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The final Competency Driver leveraged was the perfor-
mance assessment/fidelity driver. Through close partnerships 
with the CPS developer and through the support of the CPS 
Implementation Team, fidelity was monitored on a regular 
basis through a tool used at the CoP when discussing cases. 
Lesson from the fidelity tool allowed the Implementation 
Team to coach others around fidelity related to CPS.  It is 
important to note that the steps described in building the 
competency drivers was an initial effort at the cross-agency 
level. More attention to improving processes at the cross-
agency and within the sites is needed to ensure that all staff 
have the competence and confidence to implement CPS with 
fidelity. It is also important to note that each agency engaged 
in the implementation process with various levels of 
intensity.

Due to various levels of buy-in and capacity within each 
site level organization, as expected, there was variability in 
levels of organizational and systems change that occurred to 
create the “room” for CPS to be fully implemented. However, 
in this initial work, and within a short-time period (2 years), 
some sites have begun to develop some Organization Drivers. 
These lessons and strategies will be able to be shared and 
possibly replicated across other organizations who are in ear-
lier Stages of Implementation. Some examples of organiza-
tional drivers that were levered at the site level included:

•	 Providing scheduled time for employees to engage in use 
of the approach with clients involved in the services.

•	 Changes to documentation to align with the philosophy 
inherent in the approach; changes to team meeting struc-
tures to ensure consistency with the components of CPS 
and to provide employees with a structure to help address 
their needs.

•	 The implementation of new outcome evaluation measures 
to ensure that impact of the approach was being 
evaluated.

In one organization the outcome evaluation measures were 
used to compare their outcomes before using CPS to post 
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implementation of CPS, to determine if services were now 
more effective as a result of the approach. This enabled those 
using the approach to see that their service had improved 
outcomes in turn, reinforcing the use of the approach in that 
organization.

Impact
Coming together across organizations to meet the needs of 
their shared community was an important action. Since 
implementing CPS in the Ottawa community, a number of 
organizations have successfully operationalized CPS into 
their services in a meaningful way. Of the five organizations 
initially trained in the approach, four of those organizations 
continue to provide CPS as one of their primary modalities of 
treatment. This group has since expanded to include three 
other organizations that have included CPS as their mode of 
treatment which has resulted in an even more seamless sys-
tem for children, youth, and families. In particular, for clients 
that have made gains at one organization, they are now able 
to transition to the next service using the same approach to 
continue to move forward with those gains. Another positive 
impact has been that the francophone community has become 
very involved in using CPS which has resulted in many of the 
tools used in CPS being translated into French language and 
curriculum being adjusted to address francophone needs. At 
one organization the CPS approach was adapted to use in 
supervision with employees as an innovation related to CPS 
(discussed in detail in this book). Lastly, after having imple-
mented CPS, the CPS Implementation Team was able to do a 
follow-up system review and received very direct feedback 
from families involved in that review around how they appre-
ciated the use of CPS with their family.

Next Steps
Although the initial rollout of CPS is promising, there is still 
much work to be done to ensure that CPS is implemented 
with fidelity and sustainable so that today’s youth can con-

M. A. Duda et al.



59

tinue to benefit. To date, the Ottawa community continues on 
its path of CPS implementation which has resulted in the 
growth of the CoP. A continued investment of funding and 
time to support the CoP will be essential to improve the fidel-
ity and replication of CPS. The expansion of the CoP will also 
be explored to include vital stakeholders such as school 
boards, francophone services providers, child welfare, pri-
vately operated group homes, college representation, police 
services, youth justice organizations, and community resource 
organizations to bring together collective expertise. In addi-
tion, the supports for the Implementation Teams at both the 
site levels and the cross-agency level (CPS Implementation 
Team) will be explored in terms of solidifying membership 
and providing the time and resources they need to build 
implementation capacity within their organization. Building 
Implementation Team capacity for how to apply AIFs 
(Implementation Science fluency) and how to roll out CPS 
(intervention fluency) with fidelity needs to be a priority. As 
we learned from the Stages of Implementation, it will be 
important to define what stage of implementation each site is 
at, at to provide sites with timely coaching supports depend-
ing on the Implementation Stage. Finally, documenting pro-
cesses, lessons, actions, and corrections will be important to 
creating alignment across all sites in the community. Using 
the Plan-Do-Study-Act Cycles, all teams will benefit from 
intentional and continuous improvement.

�Bridging Research to Practice and Practice 
to Sustainability

Why does Implementation matter? Implementation Science 
offers an evidence-based process for bringing research to prac-
tice in a road map with predefined processes that is also flexi-
ble to local adaptations. A common challenge is finding EBPs 
at the system level that would be able to be implemented 
locally. However, by having a framework to define core com-
ponents of an EBP/EII and take into account local needs, local 
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communities were able to find their own strengths and move 
at a pace that would help them build a long-term process.

It is clear that applying active implementation is critical for 
large-scale and complex system changes. Selecting a viable 
and Usable Intervention, coupled with an engaged leadership 
and Implementation Team, is key to building and effective 
implementation system. The Stages of Implementation help 
pace the installation process with the necessary rigor to help 
manage expectation and support staff. Implementation 
Drivers, the building blocks for developing an Implementation 
infrastructure, help identify current system strengths and 
develop alignment to use interventions such as CPS as 
intended. Finally, the active use of Improvement Cycles for 
evaluation allows the intervention and the implementers to 
consistently shape, adjust, and monitor the work to best fit 
the local or system implementation environment.

Whether planning on adopting CPS for the first time, or to 
refine or scale-up ones current CPS implementation efforts, is 
important to invest in what works. Focusing solely on inter-
ventions does not lead to the high-fidelity use of the interven-
tion. It is at least equally as important to build on an 
organization’s current strengths and invest in implementation 
system transformation. The advantage of building an imple-
mentation infrastructure that utilizes common frameworks, 
aligned teaming structures (Implementation Teams at all 
levels of the system), and common measures/protocols is that 
it allows each community to have the structure to move inter-
ventions into sustainable practice yet maintain sufficient flex-
ibility to meet the needs of the local constituents. This 
common approach to the implementation process can sup-
port the implementation of CPS within an organization or 
agency and generalize to all other EBP/EII being used to 
support consumers with the “best” science and practice.
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As Collaborative Problem Solving (CPS) has evolved, it has 
demonstrated effectiveness in an increasing number of set-
tings and applications. CPS has a philosophy that is inher-
ently respectful and hopeful; the model is grounded in 
neurocognitive research, is trauma-sensitive, and can be used 
regardless of professional degree and role. It is for these rea-
sons that CPS has been implemented site-wide in a variety of 
clinical, juvenile justice, and social service settings.

This chapter first discusses the broad applicability of the 
CPS approach. Then it provides an overview of general con-
siderations that are critical to successful implementation, 
before turning the focus to specific considerations that are 
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relevant to milieu- and home-/community-based settings. 
Finally, it will outline implications for implementation in com-
munity systems, including lessons learned from the authors’ 
combined experiences in Oregon, which has been implement-
ing CPS in various settings across the state for over a decade.

�Broad Applicability of CPS

While many approaches are designed to be used only in par-
ticular settings, only for certain levels of acuity, only by a 
licensed clinician, or only as a stand-alone approach, CPS can 
be applied in programs that differ widely in these character-
istics and others. The applicability of CPS across factors such 
as these is reviewed below.

�Factor 1: Staff Credentials

Initially developed as a parenting approach, CPS can be trained 
to staff of all educational backgrounds. It has been successfully 
used by providers with high school through advanced degrees, 
who are licensed and unlicensed. Plan B conversations, when 
done to fidelity, represent the essence of person-centered inter-
action, helping a young person identify their concerns, describe 
what is of importance to them, and engage in dialogue through 
which self-regulatory, relational, and cognitive skills are devel-
oped. This dialogue can occur with any staff member, such as a 
psychiatrist, a residential direct care worker, a teacher, or a 
probation officer. The applicability across staff roles and cre-
dentials offers the opportunity for an organization to engage 
clients with a wide variety of staff, delivering small doses of CPS 
by every individual who has client contact.

�Factor 2: Degree of Family Involvement

Degree of family involvement varies across settings that use 
CPS. CPS can be used in milieu-based settings absent paren-
tal involvement, home-based therapy when the entire family 
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is the target of the intervention, or anything in between. In 
settings with no family involvement, any provider with access 
to the youth can deliver CPS and teach cognitive skills. In 
settings with family involvement, the provider delivers CPS 
but also trains the family in the use of the model. Using CPS 
with families affords the opportunity to educate parents 
regarding their child’s challenges without blaming them, 
helping increase their understanding of their child while 
learning to use the approach in their interactions. This 
instruction can occur through CPS trainings, groups designed 
specifically for families, or via individual family psycho-
education and modeling of the approach. Thus, while family 
involvement is not essential for success with CPS, involved 
families will benefit from the approach as well.

�Factor 3: Level of Acuity

CPS can be used regardless of the degree of acuity of the 
youth being supported. It offers manageable therapeutic 
doses with attunement to the degree of regulation at the 
moment. This means CPS can be used with individuals who 
are well-regulated at baseline as well as with individuals who 
are more sensitized and struggle with dysregulation. The 
approach offers a crisis management process for seriously 
escalated situations; a spontaneous problem-solving process 
for moments when the youth is able to be receptive to empa-
thy, reflection, and collaboration; and a proactive process in 
which the provider and youth plan for future problems. At all 
points on the acuity spectrum, it is important, and possible, to 
teach skills that will help the individual manage expectations 
and triggers in an enduring way.

�Factor 4: Length of Service

CPS does not require that a youth and family are receiving 
services for an extended period of time. While repeated doses 
of the approach continue to build and strengthen skills, brief 
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exposure can also produce significant benefits. These benefits 
may include, for example, a youth experiencing an adult as 
interested and supportive for the first time, an adult coming 
to a new and more compassionate understanding of a youth’s 
difficulties, or either party recognizing their ability to gener-
ate new ideas and solve problems. In any therapeutic setting, 
these interactions pave the way for a therapeutic alliance that 
can yield multiple positive impacts.

�Factor 5: Coexisting Approaches

The treatment philosophies in most service agencies center 
around helping people make change. CPS is consonant with 
most philosophies, with the exception of those that espouse 
the use of power and control mechanisms such as reward and 
punishment to motivate behavior. As a fundamental interac-
tive approach, it can be used alongside many treatment mod-
els and combined with a variety of practices that seek to help 
individuals learn new ways of understanding themselves and 
others and new skills for coping, relating, and thinking. CPS 
can be nested within organizational models and also provides 
an interactional framework that can be used in wraparound 
planning.

When integrating with other approaches, it is important 
for staff to understand the similarities and differences 
between CPS and those other approaches. Without this 
understanding, confusion could interfere with implementa-
tion. Staff may express resistance to “one more thing,” even if 
it is compatible what they’re already doing, or they may 
express resistance to learning something that feels contradic-
tory to what they already know, even if it may not be.

These elements are consonant with those identified in the 
federal Family First Preservation Services Act [1] that was 
signed into federal law as part of the Bipartisan Budget Act, 
positioning CPS as a practice model that can be used across 
prevention and residential services that are the subject of the 
legislation.
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�General Considerations for Successful Site-
Wide Implementation

Whether implementing across a residential therapeutic set-
ting, juvenile justice, or home- or community-based agencies, 
sustainable implementation of CPS requires careful and 
intentional thought and planning and involves significant 
culture change. There are several tasks critical to successful 
implementation that cut across all types of treatment pro-
grams. These are reviewed below.

�Task 1: Obtain and Demonstrate Commitment 
from Leadership

Implementation of CPS is not likely to succeed without com-
mitment from an organization’s leadership team, including the 
director, top administrators, and the governing body. Staff are 
being asked to make a significant change in how they view and 
think about the work. This will come naturally for some but 
not for others. If the leaders are unable to embrace the CPS 
philosophy, this will ultimately flow down to those staff strug-
gling with the mindset shift. This can lead to disagreement 
within treatment teams, severely hindering implementation.

Additionally, implementing CPS is a long-term process 
that requires commitment of financial and human resources. 
Thus, the leadership team must make a sustainable commit-
ment, as failed initiatives lead to demoralization and cynicism 
on the staff team. Failing and terminating an initiative 
because of poor planning or poor follow-through often have 
worse effects than never beginning the initiative at all.

Leaders pursue the implementation of CPS for a variety of 
reasons. The most important and enduring of these is the desire 
to improve the care and treatment being provided. Others 
include pressure from payers to implement trauma-informed 
treatment; a crisis that demonstrates the need for significant 
change in the clinical approach; seeking and maintaining a 
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competitive edge; responding to a groundswell from key staff; 
and cost savings. Boards of Directors and other governing bod-
ies will likely be persuaded by the same types of factors, look-
ing to match the mission of the organization with the improved 
outcomes and financial viability that can occur through the use 
of CPS.

�Task 2: Secure Funding

Given that long-term sustainable implementation is a 3- to 
5-year process, it is critical that initial financial resources are 
identified, with plans for how the overall endeavor will be 
funded. Over the long term, financial benefits accrue through 
the positive impacts of the approach (e.g., reduction of critical 
incidents and increase of market share); however there are 
significant short-term costs prior to these long-term gains. 
Short-term costs will include training and coaching expenses 
as well as resources allocated for project management, 
updates to policies and documentation practices, and certifica-
tion of internal experts. Organizations that have undertaken 
this effort have drawn from a range of financing strategies, 
including allocation of reserves, grant-writing, philanthropy, 
and sharing training costs with other interested entities.

�Task 3: Assemble an Implementation Team

Prior to implementation, any organization will want to 
assemble an Implementation Team. This is a team of staff 
chosen from a cross section of the organization. Depending 
on the size of the agency, the Implementation Team could be 
as few as five individuals but should always include leader-
ship, clinical, and direct care staff. These individuals will be 
responsible for guiding implementation, tracking training and 
coaching participation, and providing liaison between staff 
groups and organizational leadership to bring up concerns 
and needs. Whenever possible, Implementation Team mem-
bers should be the first group to receive CPS training.
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�Task 4: Anticipate Staff Resistance

Attempts to change the mindset of clinical staff, many of 
whom were trained in behavioral approaches, are best done 
in small digestible doses. A short (2 h, 0.5 day, or 1 day) intro-
duction to CPS for staff that includes communication of com-
mitment by the leadership team and direct connections to 
organizational goals (such as providing trauma-sensitive 
care) can increase understanding and support for implemen-
tation among staff before a very large investment is needed.

Introductory training like this will intrigue some and may 
elicit discomfort in others. It is likely to generate debate and 
dialogue. Those struggling after introductory training may say 
things such as, “This is what we already do,” “I already read 
the book and tried this and it didn’t work,” “Kids need to 
learn the error of their ways when they misbehave,” “I refuse 
to negotiate with kids,” and “We will lose all control and 
won’t be able to enforce any of our rules.” It is important to 
allow these concerns and misconceptions to be heard and 
discussed. This dialogue can be more readily facilitated if 
leadership staff and the Implementation Team members have 
received training in CPS and can demonstrate solving prob-
lems collaboratively through their own responses to these 
concerns. With open dialogue, concerns and misconceptions 
will likely recede with time.

After site-wide implementation, there may be individuals 
or small groups in the organization who remain unconvinced 
and cannot adhere to the new philosophy and expectations of 
this approach. Eventually, leadership may need to engage 
these individuals in a Plan B problem-solving conversation to 
help them decide what to do with the dissonance they are 
experiencing. Key to this conversation is that the leaders will 
hear the staff member’s concerns, and the leaders’ concerns 
will need to be heard and addressed as well. Staff members 
should be invited to suggest solutions that work to address all 
concerns. Possible solutions may include reassignment or 
leaving the organization. Leaders should anticipate some 
staff resistance and some initial turnover; it is part of the 
change process.
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�Task 5: Implement a Full-Scale Training Plan

After introductory training, more intensive training for all 
staff is necessary for teaching the details of the approach, and 
ongoing coaching is critical. Regular coaching by a CPS 
Certified Trainer will help staff troubleshoot difficulties that 
arise in using CPS, support their efforts, and yield ongoing 
success at using the approach. Through this additional train-
ing and coaching, organizations will begin to see a shift in the 
staff culture, even if full fidelity hasn’t yet occurred.

From this training and coaching process will emerge the 
organization’s CPS champions – those who fervently and pas-
sionately believe in the approach and who are effective in 
using it. These staff will comprise a core group of leaders who 
should receive more advanced training. Some organizations 
provide a salary increase commensurate with the addition of 
job responsibilities critical for leaders in the organizational 
implementation of CPS. Of those CPS champions, some will 
become interested in being certified in the practice and/or 
training of CPS, and as CPS Certified Trainers, they can pro-
vide internal coaching. Long-term sustainable implementa-
tion requires having certified trainers on staff who can train, 
coach, and supervise other staff. Supporting professional 
development throughout the process also helps organizations 
both attract and retain quality staff.

�Task 6: Review and Revise Policies, Procedures, 
and Documentation

Effective training of staff in the CPS philosophy and practice 
must be supported by modifications of the infrastructure, 
ensuring it is consistent with CPS. These range from organi-
zational mission, vision, and values to job descriptions, 
behavior support policies, and documentation requirements. 
Such modifications may also include the written clinical phi-
losophy, incident response and reporting procedures, behav-
ior support plans, policies around youth voice and family 
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engagement, and essentially all aspects of the clinical life of 
the organization.

Making sure CPS is reflected in the documentation expec-
tations can result in a coherent record that reflects the phi-
losophy and practices of the approach, does not add layers of 
new documentation, and can be better used to measure 
change and outcomes. The CPS Assessment and Planning 
Tool (CPS-APT), an instrument developed by Think:Kids to 
identify challenging behaviors, their antecedents, and the lag-
ging neurocognitive skills that may be at the root of the 
behavior, translates readily into most treatment and service 
planning formats. Additionally, embedding CPS assessment 
and planning into treatment plans helps drive staff attention 
to intervene on antecedents and triggers rather than directly 
on challenging behaviors and keeps them focused on 
skill-based goals and objectives. Finally, it can be a relief to 
the client when they see progress/service notes that describe 
the degree to which they are using relevant skills to respond 
to the challenges they are encountering, rather than more 
stigmatizing descriptions of the challenging behaviors in 
which they are engaging. Sustaining this effort requires ongo-
ing attention during chart audits and documentation reviews.

CPS-consistent policies, procedures, and practice guidelines 
are especially important in high-intensity settings, where the 
frequency and intensity of challenging behavior and the level 
of concern regarding the seriousness of the youths’ struggles 
are exacerbated. The stress engendered by these circumstances 
can wear people down, put them in a more reactive as opposed 
to relational stance, and lead to an elevated level of struggle 
and conflict. The presence of clear policies, procedures, and 
practice guidelines provides a fall back – a previously agreed 
upon point of reference  – which offers grounding, guidance, 
and direction at these times. These written requirements also 
provide the baseline of expectations for CPS-consistent prac-
tice. Simple CPS mantras such as “kids do well if they can,” 
“skill not will,” and “don’t let a meltdown go to waste” can be 
embedded in clinical philosophy, behavior management poli-
cies, and the rationale contained within practice guidelines. 
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Assigning a team to collaboratively update the practice guide-
lines and other formal statements of the organization can help 
facilitate this crucial aspect of implementation.

�Task 7: Focus on Sustainability

Work in clinical settings is stressful, and under stress we 
revert to older and more practiced ways of understanding 
and responding to youth. Especially in intensive settings, this 
erosion of the CPS philosophy and practices can happen 
quickly. Sustaining CPS implementation requires ongoing 
supervision, group problem-solving among the staff, and 
booster training – in other words, a constant recurring agenda 
and focus. The leadership and implementation teams will be 
charged with this task.

In many youth-serving organizations across this country, 
change is inevitable and constant. This change may be due to 
staff turnover, new directors, new policies, or political or com-
munity expectations, all of which impact the ability to gain 
traction on any systemic change. Public and private youth 
mental health and correctional programs continue to be bur-
dened by new initiatives, innovative practice, new grant-
funded programs, or new federal or state regulations. These 
constant changes may result in initiative overload, or model 
fatigue, which impacts newer staff who don’t feel skilled 
enough to implement a new initiative and the more seasoned 
workers who may feel apathy toward yet one more initiative. 
Thus, the leadership and implementation teams must have a 
sustainable plan for ongoing support. When things start going 
off track, or new staff come on board, or a new initiative 
comes into the community, the Implementation Team needs 
to help bring everyone back to the center, often using Group 
Plan B when necessary.

All too frequently, numbers of people trained are used as 
“proof” of implementation success, even if the individuals 
trained don’t have the skills or support to use the new inter-
vention sustainably in their work. Without knowing what CPS 
looks like in the daily work, leadership won’t have enough 
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firsthand information to assess true progress or success at 
sustaining the approach. Counting the number of staff who 
completes training is just a starting place and should not be 
considered sufficient evidence of implementation. Programs 
should consider from the outset how to measure the success of 
the implementation (process), adherence to the approach 
(fidelity), and sustained results (outcomes).

�Specific Considerations in the Milieu

A therapeutic milieu, whether focused on mental health or 
juvenile justice services, offers an ideal setting for the imple-
mentation of CPS. The predictable presence of staff on rou-
tine schedules interacting with youth who either live in the 
setting (residential) or are present regularly (such as day 
treatment) creates a container in which a common language 
can be established and countless repetitions that build new 
associations in the brain can be delivered. General implemen-
tation considerations addressed above are applicable in 
milieu-based programs. However there are also some specific 
issues related to successful implementation and sustainability 
in the milieu, outlined here:

Teamwork
Therapeutic milieus, including those in hospital, subacute, resi-
dential, day treatment, and juvenile justice programs, are typi-
cally organized around multidisciplinary teams. The number 
and variety of client-provider interactions that inevitably occur 
in this type of structured environment create ongoing opportu-
nities for teamwork around behavioral support and treatment 
planning. However, without a shared philosophy, language, and 
plan, varying perspectives and roles can lead to conflict among 
team members or a hierarchy of those who make decisions and 
those who carry them out. For example, direct care staff in 
milieu settings are often not represented in treatment planning 
meetings. CPS provides a common philosophy and language 
for the assessment, planning, and treatment process that brings 
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teams together and uses every member of the team to cre-
ate, update, and carry out the plan. Direct care staff are criti-
cal when it comes to implementing CPS, and as such their 
voices must be heard in treatment planning and update 
meetings.

Communication Structures
In the milieu, communication between staff across multiple 
shifts is a particular challenge. Using a highly individualized 
model like CPS will likely require enhancements to existing 
communication structures, for instance, to ensure that any 
solutions agreed to on one shift are upheld on all shifts. To 
address this, the organization may modify their daily report 
protocol such that, beyond summarizing the progress toward 
treatment goals for each youth in the setting, it also identifies 
any problem-solving conversations that occurred during the 
day and observed skill growth or struggles. When problem-
solving conversations are planned but do not yet occur, a 
tracking sheet can potentially enable the conversation to be 
handed off between staff on different shifts or on different 
days of the week.

Response to Safety Issues
Milieu settings can become riddled with acting-out behavior of 
sufficient severity that the most immediate need becomes 
safety, and coercive and controlling interventions (such as 
restraint and seclusion) become the default approach. This is 
an intuitive response to the clear and present danger presented 
by highly escalated, out-of-control youth. While such interven-
tions may yield immediate safety in the moment, they do not 
generate the skills that individuals will require to make endur-
ing change. In fact, the greater the safety concerns, the more 
important it is to use CPS to plan proactively around triggers 
and expectations that will be hard for the youth to handle. The 
severe dysregulation that underlies aggressive and self-harm-
ing behaviors can be understood as a skill deficit that emerges 
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most prominently in response to predictable triggers and 
which may not respond to operant approaches and medication 
alone. It can be challenging for staff to remember that it is 
through the practice of solving real problems in a relational 
context with adults attuned to the dosing and spacing neces-
sary for brain change that these skills will develop. It is incum-
bent upon the leadership, the Implementation Team, and the 
CPS champions within the organization then to stay stalwart in 
the face of these stresses and to support one another and the 
entire staff in coming to the table to have empathy, share con-
cerns, and brainstorm solutions.

Dosing
Frequent dosing of CPS is critical for the brain change that will 
lead to long-term behavioral change. The therapeutic milieu 
allows for many opportunities to dose CPS throughout the 
average day. In a high acuity milieu, much of this dosing will be 
delivered through the use of Emergency Plan B and 
Spontaneous Plan B. Emergency Plan B occurs in the presence 
of a crisis and depends upon skillful use of the regulating tools 
from the first ingredients of Plan B (reassurance and reflective 
listening). Used correctly, these tools defuse power struggles, 
result in less frequent use of seclusion and restraint, and foster 
a less coercive and more trauma-informed culture and climate. 
This in turn reduces the triggers for individuals, residents, and 
staff alike, creating a positive feedback loop. Spontaneous Plan 
B occurs in response to moment-in-time requests or concerns 
that arise and depend upon skillful use of all three ingredients: 
empathizing with the youth, sharing staff concern, and brain-
storming. Both Emergency Plan B and Spontaneous Plan B 
create repetitions of collaboration that recruit the regulatory, 
relational, and executive functions in the brain.

Youth Participation in CPS
Milieu settings provide a rich opportunity to educate youth 
regarding how to solve problems collaboratively with others, 
and CPS provides an excellent structure for this process. First, 
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youth can learn problem-solving through staff modeling. As 
the youth begin to experience the rhythm inherent in express-
ing empathy, sharing and discussing concerns, and brain-
storming solutions, CPS becomes part of their repertoire. 
Second, youth can learn problem-solving through psychoedu-
cation, individualized to their level of interest and cognitive 
ability. As youth experience incremental gains and successes 
from the approach, many naturally want to learn more about 
it. In the presence of sufficient developmental and academic 
competency, books and readings about CPS can be made 
available to them. The core elements of the model can be 
taught in groups or classroom settings.

In our own treatment setting, we have seen this empower-
ment leads to situations in which the individuals being served 
help staff remember to use CPS.

Alex, an 18-year-old adjudicated youth, was told by staff that he 
didn’t have off-campus privileges because he hadn’t completed his 
chores. He challenged the staff, stating, “You told me you didn’t 
have rules here only expectations. If I am not meeting expecta-
tions, why are we not having a conversation about it?”

As youth become more comfortable in the rhythms of 
CPS, they report finding themselves using it almost as second 
nature.

TJ called every few months following his discharge, excited to let 
staff know that he was using CPS to deal with conflicts in his life in 
public school in another city. He hadn’t returned to facility based 
care since leaving the psychiatric residential program.

The Case of Juvenile Justice
Juvenile justice programs in many ways are like any other 
milieu setting but, in other ways, provide a unique setting for 
implementation of CPS. Thus, there are corrections-specific 
considerations for CPS implementation. Juvenile justice pro-
grams have traditionally been organized entirely around 
operant conditioning as a means to motivate behavior 
change and, thus, have cultures deeply steeped in rewards 
and punishments. The philosophy shift to understand chal-
lenging (and even illegal) behaviors as a deficit of skill, not 

R. E. (B.) Lieberman et al.



77

will, will be even harder in juvenile justice settings but, per-
haps, even more important. Many professionals in these set-
tings worry that without rewards and punishments, we won’t 
teach youth how to be accountable for their actions. However, 
even more than the accountability that comes with serving a 
sentence, or losing setting-specific privileges, CPS holds 
youth accountable by teaching them how to recognize and 
build the lagging skills that are behind their own chronic dif-
ficulties and by insisting that they help develop durable solu-
tions to problems that arise without engaging in hurtful or 
illegal behavior.

Juvenile justice programs often target reform through 
“level” systems that measure compliance to the demands of 
authority. Youth on a higher level are those who are compliant 
and, thus, permitted to obtain certain privileges. Therefore, 
many of the activities that can be used to externally motivate 
youth (e.g., social time, access to specific items, participation in 
extracurricular programs) are classified as privileges and 
saved for youth who are already meeting program expecta-
tions. The reasoning for this tends to be driven by a combina-
tion of factors, including concerns about safety and security 
(noncompliant youth may be viewed as a risk to themselves or 
others if they have access to certain opportunities), basic oper-
ant conditioning theory (if participation is viewed as a privi-
lege, then we will not be rewarding the youth for his/her 
negative behavior), and a lack of resources (limited resources 
have to be prioritized). However, especially given the fact that 
many juvenile justice-involved youth have a history of abuse 
by authority figures, the goal should not be to teach youth to 
comply with authority but rather how to make informed deci-
sions and use critical thinking skills to help them to become 
healthy, productive, crime-free citizens. Recidivism rates dem-
onstrate that these youth need to learn to assess situations 
accurately, including the costs and benefits of various responses, 
and to make informed decisions accordingly and that they 
need to be able to use these skills beyond the parameters of 
their juvenile justice setting. Traditional behavior modification 
programs that link behavior to levels of privileges in juvenile 
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justice settings risk the result of institutionalization, a phe-
nomenon in which youth are not able to make decisions on 
their own, don’t know how to communicate in socially norma-
tive ways, don’t develop ways to care for themselves physically 
and emotionally, and don’t develop skills to handle the 
removal of that imposed structure.

There are several other reasons why CPS is ideal for use in 
juvenile justice programs. First, since CPS is not limited to 
structured group or treatment time, and since it is not heavily 
manualized, there is no requirement for youth to engage with 
workbooks, and no forms for them to complete. Therefore, 
individuals with poor literacy or who may be treatment resis-
tant may be more engaged in collaboratively solving real 
problems that they are having with an empathic and invested 
adult who is not judging, punishing, or imposing particular 
solutions.

Second, in traditional juvenile justice programs with tradi-
tional skill-building groups (such as social skills or anger 
management), fabricated role-plays are used to help rein-
force the skill. However, these skills rarely generalize beyond 
the group room; youth in juvenile justice settings may recite 
and even role-play the direct skills taught in specific curricula, 
but cannot apply those skills consistently to real-life situa-
tions once they are in common areas or back in the commu-
nity. In CPS, however, the youth is enlisted in practicing the 
cognitive skills with another person to collaborate on flexible 
solutions for real problems they are currently having. This not 
only solves some of their recurring problems, but it also pro-
vides better generalization of new skills to their real-world 
problems than typical interventions.

Third, incarcerated youth frequently have histories of poor 
relationships with authority figures, including parents, educa-
tors, and police, and in some cases, may have been victimized 
by people in authority. When juvenile justice programs rely 
on the use of power and control to manage behavior by plac-
ing adults in the position of doling out rewards and punish-
ments, not only do youth fail to develop the skills to maintain 
positive adult-child relationships that will help them repair 
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relationships in the community, but they also miss an oppor-
tunity for the type of relationship that is the single most 
important factor in the process of effective change. The 
frequent imposition of adult will that occurs in traditional 
juvenile justice settings can trigger these traumatized youth 
in ways that not only further inhibit their ability to handle the 
demands being placed on them but also result in an increase 
in challenging behavior rather than the intended reduction. 
The cumulative effect can result in poor self-esteem and fur-
ther traumatization, stunting brain development and inhibit-
ing access to neural skills needed to respond in triggering 
situations, a vicious cycle resulting in both immediate escala-
tion of problems and perpetuating long-term skills deficits.

The discrepancy between theory and reality of traditional 
correctional programming and interventions has led many 
juvenile justice programs to seek a more effective way to con-
nect treatment with behavior change, using interventions 
tailored to each youth’s baseline skill set that are trauma-
informed, internally reinforced, and generalizable. CPS is an 
ideal approach for a new way forward. Additionally, since 
CPS is an approach that can be used in a variety of settings, 
including homes, schools, and treatment programs, implemen-
tation of CPS in juvenile justice programs can provide oppor-
tunities for continuity as youth move from incarceration into 
less restrictive systems and placements.

�Specific Considerations for Implementing 
in Home- and Community-Based Settings

Home- and community-based settings include outpatient 
and community mental health clinics, foster care services, 
and more intensive family treatment programs such as in-
home diversion programs. The acuity and safety issues are 
typically not as pronounced for young people who are able 
to navigate the daily demands of these settings compared to 
the milieu, so there are fewer disruptions in the physical 
environment and less persistent stress on staff, making CPS 
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easier to deliver in some ways. The lower level of immediate 
dysregulation, however, can lessen the perceived impor-
tance of using the CPS approach to address the recurring 
patterns, and trained staff only have access to the youth a 
minority of the time. Additionally, the needs and skills of the 
caretakers, who don’t get to leave at the end of their shift, 
can contribute to the overall acuity in the home, providing a 
new set of challenges.

Providing CPS Training for Parents
In home- and community-based settings, CPS training for staff 
follows the same basic structure as in milieu settings (train the 
leaders and Implementation Team, offer a brief exposure 
training to all staff, then provide advanced training to as many 
staff as possible). However, in other ways, training can be very 
different. CPS parenting groups using a structured curriculum 
and delivered by someone certified in CPS represent a highly 
effective and efficient training model. Parents are given the 
opportunity to learn alongside other parents, providing an 
empathic and supportive community and reducing feelings of 
blame and isolation. Foster parents, biological parents, and 
other caregivers are taught the CPS approach over the course 
of 8–10 weeks. Each week they are taught a critical concept of 
CPS, are asked to go home and try certain tasks, and then 
debrief these activities through the support group model. 
Each week’s information and activities builds upon the last. 
In-home services can then be deployed strategically following 
group training to those families requiring more individualized 
support. In that case, the provider does not need to teach the 
caregivers the basics of CPS but rather can help troubleshoot, 
coach, and facilitate Plan B conversations during visits. After 
learning CPS, some caregivers may even be enthusiastic 
enough to want to become certified in CPS themselves, afford-
ing parent-to-parent training and support, which has unique 
impact. Parents learning the approach experience a common 
universality with the parents teaching the approach; empathy 
comes easier and engagement is solidified.

R. E. (B.) Lieberman et al.



81

Another novel training method includes training staff and 
caregivers together, which reinforces the value of collaborative 
work. It can be incredibly valuable when a child’s parents or 
foster parents, caseworker, outpatient clinician, and local 
decision-makers are all sitting at the same table getting the 
same information about the approach and sharing the same 
experience. Not only will this provide a more rich discussion 
and training experience, it also helps build cross-system rela-
tionships that are critical in this work and reduces the power 
differential between youth and families and providers.

Focus on Dosing
Since each dose of Plan B helps to build the neural pathways 
that lead to brain and behavior change, more doses provide 
more opportunity for change. Thus, the greatest challenge in 
community and family treatment settings is the infrequency 
of the dosing; once weekly sessions don’t offer as much 
opportunity as the milieu for the type of learning that is most 
likely to change the brain and build neurocognitive skills. For 
this reason, it is important to engage parents and other care-
givers in outpatient and community-based work. In milieu 
settings, a provider simply needs to be able to do CPS with 
the individuals for whom she cares. In outpatient and 
community-based work, the job of the provider is to teach 
CPS to the caregiver so the caregiver can provide frequent 
dosing of CPS when the provider is not present.

Open Treatment Settings
Increasingly, services and supports for children and families 
are being provided in open settings, rather than in an office or 
an identified treatment facility or clinic. This can include 
parks, teen centers, malls, and schools. Gathering assessment 
information and having Plan B conversations can occur any-
where, and for many youth having such conversations in a 
naturalistic setting may be preferred because it is less likely 
to cause a stress arousal response than might occur in a more 
formal setting.
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The Case of Child Welfare
There are many benefits of having staff in the child welfare 
system trained in CPS.  Skills learned in CPS training are 
transferable to many elements of this system. The CPS 
approach can be utilized in case planning, reunification plans, 
family decision-making meetings, the development and sup-
port of safety or permanency plans, and comprehensive tran-
sition plans for young adults who are transitioning from 
foster care. In addition to child welfare staff, CPS can be 
taught directly to foster parents and other caregivers. While 
child welfare systems often have limited budgets and time to 
deliver training, taking the time to invest in the comprehen-
sive training model will pay dividends to the quality of care 
and support for the children and families they serve. CPS 
provides a trauma-sensitive approach that can be used by all 
caregivers, whether they have professional clinical training or 
not. It has unique value and utility in creating a common 
understanding and language across home, foster home, and 
community settings.

Many public child welfare systems have been moving 
toward differential response, alternative response, or other 
models instead of the more traditional model of taking full 
control of the child and family (oftentimes with the assistance 
of the legal system). Each of these innovative models builds 
upon the evidence-supported belief that if the child welfare 
system can clearly identify the safety issues at hand for the 
child, and the family can bring together a safe plan for that 
child, then a legal intervention or removal of the child from 
the home is not necessary. In many ways these models are 
consonant with the fundamental interactive approach of CPS 
using empathy, sharing concerns reciprocally in a given order, 
and brainstorming solutions. CPS provides an approach 
through which the parents can actively participate in the 
decision-making about their child while also learning CPS 
skills that will be helpful in their parenting of their child and 
contribute to permanency.
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Community Systems
Since the most at-risk youth in the community are frequently 
moving between programs across the continuum of care, for 
instance, from outpatient to inpatient to residential care and 
back to outpatient, it is beneficial to create a collaboration and 
common language among individuals within that community 
to improve continuity of care and minimize confusion and 
frustration for youth, families, and providers. When providers 
across multiple organizations agree to work under a single 
approach and collaborate on care, they are engaged in a com-
munity of practice. CPS can be a valuable addition, where not 
already implemented, to the more formal communities of 
practice under development across the United States and 
Canada. In fact, CPS operationalizes many of the principles of 
the evidence-based systems of care approach (Video 4.1).

When implementing CPS in child welfare and community 
systems, a Collaboration Team can perform the function of the 
single Implementation Team charged with guiding implemen-
tation in a single organization. This team should be comprised 
of key individuals from each setting involved in the local sys-
tem. Some CPS collaborations have taken a “top-down” 
approach by bringing together in the Collaboration Team all 
the decision-makers of a local system: school superintendents; 
directors of the child welfare, mental health, and physical 
health systems; and leaders of local private provider agencies. 
Other CPS community systems of care have taken a “bottom-
up” approach that creates a venue for individuals who are 
working with the children on a daily basis such as foster par-
ents, teachers, and caseworkers to direct the implementation of 
the model. 

Both approaches work, but a third and likely best option is 
to take a vertical rather than a horizontal approach to includ-
ing participating organizations. A vertical approach is 
enacted by gathering leaders and decision-makers, as well as 
direct care staff, caregivers, and staff from other systems 
who will be impacted by implementing the model, such as 
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mental health, physical health, and education professionals. 
This is also the opportunity to ensure the voice of a diverse 
community is involved, including the voice of different racial, 
ethnic, and cultural groups and including grandparents raising 
grandchildren, families of LGBTQ youth, or other familial 
structures represented in the community. Equally important is 
to ensure that youth and families themselves have a voice at 
the table. To fully create a sustainable plan, there must be local 
champions of CPS within the leaders and decision-makers of 
the community and also within direct care staff, parents, foster 
parents and caregivers. Thus, the collaboration will benefit 
from a cross section of committed individuals and systems 
working to embed the CPS approach into the way the com-
munity cares for its children.

This Collaboration Team will get together for shared train-
ing and coaching opportunities and to discuss high-need 
youth who are clients of multiple organizations in the system. 
Besides creating an intentional and thoughtful community, 
this also has the benefit of bringing down the cost of training 
for any one agency. The team can also discuss organizational 
barriers and share best practices for CPS implementation. 
When bringing the Collaboration Team together, it is helpful 
to follow the basic tenets of CPS: gather varying opinions 
from others; identify concerns, needs, and system limitations; 
and then, once all thoughts are on the table, together come to 
a resolution on how to move forward in a way that works for 
all parties. Repetition of the processes over time can trans-
form the community mindset, with the CPS language and 
approach becoming “the way we do business.”

Important in the implementation of CPS in a local child 
welfare system or community is that the entire system comes 
to utilize CPS to meet the needs of the child’s well-being, 
safety, and permanency, not simply parts of it. In taking on 
this challenge, the grounding philosophy of CPS is critical to 
bear in mind, all along the continuum of implementation:

•	 Children do well if they can.
•	 Caseworkers do well if they can.
•	 Clinicians, counselors, and direct care staff do well if 

they can.
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•	 Parents, foster parents, and other caregivers do well if 
they can.

•	 Systems do well if they can, too!

�Summary

CPS is broadly applicable across settings. It may change 
shape somewhat between settings, looking somewhat differ-
ent in an inpatient unit than an outpatient clinic, or a correc-
tional milieu as opposed to a therapeutic foster home, but the 
essential elements of empathy and collaboration persist 
regardless of location or domain. Implementing CPS fully in 
an agency or community does not happen overnight. It 
reflects a significant practice model change that requires rep-
etition, reinforcement, and affirmation. With sufficient atten-
tion to the general and specific implementation factors 
discussed above, successful implementation can be achieved, 
and the benefits of doing so are significant for all involved.
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Educational settings, including public and private schools 
for typical and special education, and therapeutic school 
settings are well-suited to implement Collaborative Problem 
Solving (CPS) because educators are experienced in assess-
ing students’ cognitive skills and intervening to support the 
development of new skills. Moreover, published studies in 
school settings suggest that CPS reduces disruptive behav-
ior as well as teacher stress [28, 29], two areas of great con-
cern in education. Thus, successful implementation in 
schools promises great impact on students and their adult 
caregivers.

While educators are typically adept at assessing and 
addressing lagging cognitive skills related to academics, 
they do not always take the same approach to challenging 

Chapter 5
Implementing CPS 
in Educational Settings
Erica A. Stetson and Amy E. Plog

Electronic Supplementary Material  The online version of this chapter 
(https://doi.org/10.1007/978-3-030-12630-8_5) contains supplementary 
material, which is available to authorized users.

E. A. Stetson (*) 
Cherry Creek School District, Summit Elementary,  
Aurora, CO, USA
e-mail: estetson@cherrycreekschools.org 

A. E. Plog 
Cherry Creek School District, Greenwood Village, CO, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-12630-8_5&domain=pdf
mailto:estetson@cherrycreekschools.org


88

behaviors. Often, schools are ingrained with exclusionary 
discipline practices that reflect outdated responses to stu-
dents who struggle with behavior [10, 25]. It is clear that 
punitive practices, such as suspension and expulsion, do not 
achieve their presumed purpose of preventing further dis-
ciplinary concerns [10, 18, 21, 23]. In fact, for decades 
research has shown that suspensions and other forms of 
exclusionary discipline are associated with increased risk 
for academic failure, school dropout, and involvement with 
the juvenile justice system [3, 10, 21, 23, 27]. In addition, 
Perry and Morris [25] found that the negative impact on 
academic performance extended to all students in a school 
with high rates of suspensions, not just the students who 
were suspended. Further, minority students, in particular 
African-American students, have been found to be more 
likely to be disciplined through suspension or expulsion [14, 
18, 21, 23, 32] regardless of their behavior [10]; the differen-
tial use of exclusionary punishment has been found to be a 
significant contributing factor to racial disparities in 
achievement [21]. Obviously, suspending or expelling stu-
dents, i.e., sending them away from school, does not provide 
opportunities to teach new skills, which would be the best 
way to prevent future disciplinary action [9]. In contrast, 
the use of CPS provides an opportunity for reducing puni-
tive disciplinary practices by intervening in a positive way 
that builds relationships and gives students the chance to 
develop skills needed to comply with behavioral expecta-
tions in school [1].

�Integrating CPS with Multi-Tiered Systems 
of Support (MTSS)

To appreciate the potential benefit of CPS in schools, it is 
important to understand the structure of intervention typi-
cally developed in schools. School-based interventions for 
students are typically designed for three levels that map 
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onto a public health prevention model: primary, secondary, 
and tertiary levels. At the primary level, universal inter-
ventions are provided for all students; at the secondary 
level, interventions are targeted for “at-risk” students; and 
the tertiary level is for students exhibiting the most chal-
lenging and perhaps dangerous behavior. The tertiary level 
includes self-contained programs for children and youth 
identified as having an emotional disability.

Within schools, this three-tiered model has been more 
recently conceptualized as Multi-Tiered Systems of Support 
(MTSS). Schools that use MTSS provide a layered contin-
uum of evidence-based practices involving family, school, 
and community resources [4, 15]. The goal is to provide a 
coherent continuum of support that responds to academic 
and mental health needs. It provides support at each level of 
intervention and emphasizes evidence-based preventive 
services within a collaborative, cross-disciplinary approach. 
MTSS is meant to be a comprehensive framework that 
brings together programs and initiatives into a coherent 
whole. It targets service delivery of academic and emotional 
support for individual students but also focuses on enhanc-
ing school climate. One approach that fits within an MTSS 
framework is Response to Intervention (RTI; [22]). RTI 
promotes a system that integrates general, compensatory, 
gifted, and special education, by providing high-quality 
instruction and intervention that is matched to the student’s 
needs. While it has been most closely associated with aca-
demic intervention, it can also be used for behavioral needs. 
RTI emphasizes the implementation of research-based 
practices and frequent gathering of data and monitoring of 
progress to assess if the current level of intervention is 
appropriate.

The CPS approach fits well with RTI because students 
are provided with intervention at a level of intensity that 
matches their need. In RTI, interventions are monitored 
closely, by frequently assessing the child’s progress, and are 
modified according to the progress the child makes. 
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Similarly in CPS, an individualized approach is taken, and 
plans are modified based on outcome. However, in CPS, 
collaboration has a greater focus, while with RTI, interven-
tions are provided primarily based on adult preference and 
evidence of their efficacy through ongoing progress 
monitoring.

Another approach that fits within the MTSS framework 
is Positive Behavioral Interventions and Supports (PBIS; 
[30]). PBIS assists schools in adopting and implementing 
evidence-based behavioral supports and interventions. It 
emphasizes teaching adaptive behaviors and recognizing 
students when they demonstrate desired behavior. CPS can 
easily be implemented within a PBIS school system. PBIS 
has a greater emphasis on school-wide intervention, and 
CPS is more focused on individual children. The PBIS 
approach sets the stage for a positive school climate, and 
CPS identifies why some students are not responding to that 
environment and provides more intensive intervention to 
build the skills they need.

CPS works well within both the RTI and PBIS frame-
works. CPS and PBIS both emphasize being proactive and 
positive. Additionally, CPS works better to address challeng-
ing behavior once clear and realistic expectations have been 
made, but are not being met, which is a focus of both RTI and 
PBIS. Next we will discuss with great specificity how CPS is 
used as an intervention at each level.

�CPS at the Tertiary (Intensive) Level

CPS is most often used at the tertiary level, with students 
demonstrating high levels of challenging behaviors. Points 
and levels systems have historically been used to manage 
children at this level of intervention. In traditional 
schools, children are often rewarded for positive behav-
iors and receive negative consequences for challenging 
behavior. Desired behaviors earn children points that can 
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lead to rewards or movement to a higher “level,” which 
gives the child more privileges. Challenging behavior 
leads to losing points or dropping a level, which results in 
a loss of privileges and rewards. However, points and lev-
els systems are becoming less valued as concerns about 
their use emerge [20]. Point systems typically treat chil-
dren as if they are all the same, but clearly individual 
children have differing needs. Children with challenging 
behaviors have unique profiles of developmental delays 
and strengths, various background experiences that 
impact their current functioning, and individual ways of 
learning [31]. Point systems focus on managing behaviors 
through external controls without building capacity for 
internal control. Finally, when students are frustrated by 
their point system, it can undermine the student-teacher 
relationship [20]. CPS offers a more compassionate 
approach to students at the tertiary level, and it reflects 
more recent research findings about the underlying 
causes of challenging behavior.

While children with challenging behaviors may demon-
strate similar symptoms, each child is unique in his or her 
strengths and needs, and so it is important to precisely iden-
tify the lagging skills of each child. The Collaborative 
Problem Solving-Assessment and Planning Tool (CPS-
APT) allows educators to be precise in discerning the skills 
that they want to teach, and the Likert scale version pro-
vides an easy method of progress monitoring. Every child at 
the tertiary level should have a CPS-APT form completed, 
preferably by the team as a group, with input and participa-
tion of parents.

While it is usually relatively easy to come up with a list of 
challenging behaviors for students at the tertiary level, it is 
important for the educational team to prioritize what will be 
addressed first and if it will be addressed with Plan A, B, or 
C.  Very little should be addressed with Plan A, but some 
things may best be let go, for now, in an effort to stabilize the 
student (Plan C). Once the list of concerns to be addressed 
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with Plan B is developed, it needs to be prioritized. Two guid-
ing principles here are determining what concern is currently 
the most destabilizing and what concerns would be the easi-
est to address. Next, the team needs to decide when is the best 
time for Plan B to happen and who should be involved. Of 
course, the adults involved need to be part of the process, but 
the team should also consider who has the best relationship 
with the student. Whom does the child trust? To whom will he 
or she be most likely to open up?

Schools are busy places and teachers have a variety of 
demands to meet. It is important to set aside team discussion 
time to make sure Plan B conversations are happening and to 
evaluate how they are going. Think:Kids provides several 
helpful tools to ensure that progress is being made. The Plan 
B Tracking Sheet documents which educator is having the 
Plan B about what concern and what was the outcome of the 
conversation. The School Progress Monitoring Tool creates 
summary scores and graphs to track student progress. This 
tool can replace point tracking sheets utilized in traditional 
point systems.

Typically, students at the tertiary level of intervention 
will have an Individual Education Plan (IEP), and it will 
often include a Behavior Intervention Plan (BIP) or 
behavior plan. Behavior plans can be written from a CPS 
perspective. These will be different from traditional behav-
ior plans, although they can follow a similar format. 
Consider the following two behavior plans (Exhibit A and 
B), written for the same child. The first is written from the 
traditional philosophy of “Children do well if they want 
to,” and the second is written from the CPS philosophy of 
“Children do well if they can.”
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Exhibit A
Behavior Intervention Plan (BIP): Traditional

Name of Student: Manuel R.

SOURCES OF INFORMATION
List sources of information used in FBA, both formal 
and informal, to develop this plan.
Daily notes and data collection on IEP goals
Formal assessment using the BASC-III, teacher rating 
scales
Parent reports

STRENGTH-BASED PROFILE
Identify skills and interests, positive relationships, pro-
social behaviors, family and community supports, and 
other protective factors.
Manuel knows the rules and routines of his class.
His mother maintains good communication with staff.
Manuel enjoys physical activities.
FUNCTIONAL BEHAVIOR ASSESSMENT (FBA) 
SUMMARY STATEMENT
Describe specific problem behavior and summary/
hypothesis statement from FBA.
Manuel sometimes stops talking. He may refuse to 
move. He will look down with a scowl on his face.
Manuel does this to avoid participating in things he is 
unsure about or does not want to try.

BIP STRATEGIES/OUTCOMES WORKSHEET
Based on hypothesis, in the table below, identify the 
strategy, what will be done, and when and where the 
strategy will occur.
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Setting event 
strategies (reduce 
impact of setting 
events)

Manuel will be provided with 
frequent reminders of the rules and 
routines of the classroom. He will be 
reminded that the expectation is that 
he responds to adults when they talk 
to him and that he participates in all 
activities

Antecedent 
strategies (decrease 
likelihood that 
behavior will occur)

When Manuel refuses to respond to 
an adult, he will be reminded that 
he loses free time when he does not 
participate in school activities

Behavior teaching 
strategies 
[alternative 
behaviors] 
(increase the 
likelihood that 
the appropriate 
replacement 
behavior will occur)

Manuel will participate in Second 
Step lessons two times a week. These 
lessons will cover feelings identification, 
empathy development, managing 
emotions, and peer skills. He will also 
participate in weekly groups using the 
Incredible Flexible You curriculum, 
which teaches how to be a positive 
member of a group, how to consider 
what another person may be thinking 
and feeling, and how to listen with one’s 
whole body

Reinforcement 
strategies 
[consequences] 
(when student 
demonstrates the 
desired behavior)

When Manuel refuses to speak, the 
time spent not responding to adults 
will be recorded. He will lose this 
amount of time from his next recess 
and be asked to complete the task at 
that time. When Manuel has a good 
day, participating in all class activities, 
a star will be sent home, so that his 
mother knows he had a good day
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EVALUATION
Indicate how the plan will be measured and by whom. 
Identify the desired performance level for either increas-
ing the occurrence of the identified alternative 
behavior(s) or decreasing the occurrence of the behav-
ior of greatest concern (criterion for success).

Continuous Progress Monitoring Method:
Daily notes home

Person Responsible: Classroom teacher

The desired performance level is:
Increasing the occurrence of the identified alternative 
behaviors: expressing his feelings in words; participating 
in class activities
Decreasing the occurrence of the behavior of greatest 
concern: shutting down

Criterion for Success:
When Manuel has one or less periods of shutting down 
per month; when he participates independently in class 
activities
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Exhibit B
Behavior Intervention Plan (BIP): CPS

Name of Student: Manuel R.

SOURCES OF INFORMATION
List sources of information used in FBA, both formal 
and informal, to develop this plan.
Daily notes and data collection on IEP goals
Formal assessment using the BASC-III, teacher rating 
scales
Parent reports

STRENGTH-BASED PROFILE
Identify skills and interests, positive relationships, pro-
social behaviors, family and community supports, and 
other protective factors.
Manuel knows the rules and routines of class and 
wants to do well.
His mother maintains good communication with school 
staff. She is concerned about Manuel’s progress.
Manuel wants to make positive relationships with oth-
ers, both teachers and peers.
He responds well to 1:1 intervention with an adult.
He is making steady academic gains.
Manuel has good social skills when regulated. He 
engages well in physical activities with peers.

FUNCTIONAL BEHAVIOR ASSESSMENT (FBA) 
SUMMARY STATEMENT
Describe specific problem behavior and summary/
hypothesis statement from FBA.
When Manuel is frustrated, he has difficulty regulating 
his emotions and then has trouble communicating effec-
tively. He sometimes stops talking. He may refuse to 
move. He may look down with a scowl on his face.
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Manuel has language skill deficits, so when he is under 
stress, it is hard for him to express his thoughts and 
feelings.
Further, Manuel may become overwhelmed and have a 
hard time managing emotions. Due to his history of 
early trauma, Manuel does not easily trust adults or 
expect them to be able to meet his needs.

BIP STRATEGIES/OUTCOMES WORKSHEET
Based on hypothesis, in the table below, identify the 
strategy, what will be done, and when and where the 
strategy will occur.

Setting event strategies 
(reduce impact of setting 
events)

Manuel will participate in 
a structured, predictable 
classroom. When changes in 
the regular routine are coming 
up, he will be given a warning, 
both verbally and visually. 
Manuel will have opportunities 
for movement interspersed 
throughout his day, to allow 
him to maintain a comfortable 
arousal level

Antecedent strategies 
(decrease likelihood that 
behavior will occur)

Each day, Manuel will be given 
the opportunity to identify his 
feeling state, with a visual cue. 
When Manuel is becoming 
overstimulated, stimulation will 
be reduced. He will have the 
opportunity to go to a quiet place 
and engage in calming activities. 
Manuel will be provided with 
frequent reminders when changes 
in routines are approaching. He 
will be given frequent reminders 
of behavioral expectations. Close 
home-school communication will 
be maintained
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Behavior teaching 
strategies [alternative 
behaviors] (increase 
the likelihood that the 
appropriate replacement 
behavior will occur)

Manuel will participate in 
Second Step lessons two times 
a week. These lessons will 
cover feelings identification, 
empathy development, managing 
emotions, and peer skills. He will 
also participate in weekly groups 
using the Incredible Flexible 
You curriculum, which teaches 
how to be a positive member of 
a group, how to consider what 
another person may be thinking 
and feeling, and how to listen 
with your whole body. Further, 
Manuel will explore ways to self-
regulate, using somatosensory 
strategies. Through Collaborative 
Problem Solving (CPS) Plan 
B conversations, Manuel will 
learn to anticipate, plan for, and 
handle challenging situations 
in a positive way, with adult 
support

Reinforcement strategies 
[consequences] (when 
student demonstrates the 
desired behavior)

Manuel wants to do well. When 
he can fully participate in all 
class activities, that will be 
rewarding in and of itself

EVALUATION
Indicate how the plan will be measured and by whom. 
Identify the desired performance level for either increas-
ing the occurrence of the identified alternative 
behavior(s) or decreasing the occurrence of the behav-
ior of greatest concern (criterion for success).

Continuous Progress Monitoring Method:
Daily notes home
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Both behavior intervention plans begin with the same sources 
of evidence; they end with the same criterion of success. 
However, the approach they take to intervention is very dif-
ferent. With the CPS-oriented behavior plan, the resulting 
approach will be to collaborate with the child, while with the 
more traditional plan, the resulting approach will be for the 
adults to attempt to manipulate the environment, with the 
goal of increasing Manuel’s motivation to do well. The behav-
ior plan that utilizes the CPS philosophy will provide greater 
opportunities for the student to build a positive relationship 
with the teacher. When the teacher approaches the student 
with an attitude that “students do well if they can,” she/he is 
more likely to be patient with the student and to focus on skill 
development. The behavior plan utilizing CPS also provides 
more individualized opportunities for skill development, 
something that is not implemented with the first plan. So 
what may appear to be subtle differences in the writing of the 
BIP can actually lead to dramatic improvements in the inter-
ventions for students.

Person Responsible: Classroom teacher

The desired performance level is:
Increasing the occurrence of the identified alternative 
behaviors: expressing his feelings in words; participating 
in class activities
Decreasing the occurrence of the behavior of greatest 
concern: shutting down

Criterion for Success:
When Manuel has one or less periods of shutting down 
per month; when he participates independently in class 
activities
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�CPS at the Secondary (Targeted) Level

The secondary level of intervention focuses on students at-
risk for social-emotional concerns. The goal is to reduce cur-
rent symptoms and to prevent concerns from increasing. CPS 
is extremely valuable with this population of students. When 
schools provide strong social-emotional instruction, CPS can 
be used to identify lagging skills present in students needing 
extra support, and Plan B conversations can help to build 
those lagging skills. The Collaborative Problem Solving-
Assessment and Planning Tool (CPS-APT) helps to identify 
lagging skills, and Plan B conversations promote the develop-
ment of these lagging skills. Take, for example, this Plan B 
conversation between a student and his special education 
teacher, about his writing:
Teacher:	� I notice that during our creative writing time, 

you have been drawing pictures.
Student:	 Yea, I am designing a new roller coaster.
Teacher:	 Really? What kind of roller coaster?
Student:	� It is really going to be a roller coaster video 

game. That is what I am going to do when I 
grow up—design video games.

Teacher:	 You really like those video games, huh?
Student:	� Yea, that is my main hobby and it is going to be 

my career.
Teacher:	� Well, I guess I am glad that you have dreams of 

your future career, but I am also interested in 
seeing your ideas in writing.

Student:	� I don’t really like to write. I am very good at 
drawing.

Teacher:	� Yes, I have seen your drawing. There is so much 
detail! I love it. I can tell you have practiced a 
lot.

Student:	� Yes, I spend a lot of time drawing.
Teacher:	� You said you don’t really like to write, what is 

that about?
Student:	 I write too slow.
Teacher:	� You write slowly? How is that a problem?
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Student:	� Well, I have ideas, and I start to write, and it 
takes me so long, that I forget what I am doing.

Teacher:	� That sounds very frustrating!
Student:	� (Finally looks up at teacher) Yes! It really is. So 

I would rather draw.
Teacher:	� OK, let me see if I have this straight, you like to 

draw, and during writing time, you draw a roller 
coaster, because you want to make it into a 
video game. You dislike writing, because you 
write slowly, and then you forget your ideas. Is 
that everything?

Student:	� I also think some of your writing prompts are 
kind of stupid, and I can’t think of anything to 
say about them.

Teacher:	� OK, so it sounds like there are a lot of things 
you dislike about writing time—you write too 
slowly, and forget your ideas, you can’t always 
come up with something related to the prompt, 
right?

Student:	� Yes, that is the whole story, so now you know.
Teacher:	� Yes, thanks for letting me know all these things. 

I wasn’t really aware of all of that; I just knew 
that I wasn’t getting any creative writing sam-
ples from you. So here is my concern—to get 
better at something, you have to practice, and I 
want you to get better at writing, so I want you 
to practice.

Student:	� I know, but I like to draw and I am going to 
design video games when I grow up.

Teacher:	� You are great at drawing and you practice that 
a lot. The thing is, I am pretty sure that you will 
also need to do some writing as a video game 
designer. You will need to use writing to 
communicate.

Student:	� I know, but I kind of hate it, and I get frustrated 
when I forget my ideas!!

Teacher:	� I understand, and it is frustrating to write 
slower than you think, and sometimes the 
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prompts are not interesting to you. And my 
concern is that you’ll need to learn to be a good 
writer to communicate, even as a video game 
designer. Do you have any ideas about what we 
can do so that you’re not frustrated by writing 
more slowly than you think and you don’t have 
to write about things that aren’t interesting, 
and you learn to write better?

Student:	� Well, if I could write about my roller coaster, I 
would be more interested in that!

Teacher:	� OK, I think at this point, I just want to see some 
writing. I am ok with you writing about the 
roller coaster, if you don’t like my prompt. For 
now. Then as you start writing more, I may ask 
you to write about other things.

Student:	 OK.
Teacher:	� But you are also frustrated with forgetting your 

ideas because of writing slowly. And just writ-
ing about roller coasters doesn’t address that 
concern of yours. I have an idea that might help 
with that. Are you interested?

Student:	 Yea.
Teacher:	� OK, do you remember when we worked on an 

outline for your science essay?
Student:	 Yea.
Teacher:	� Well, I can help you write an outline about a 

creative story about your roller coaster. That 
way, the outline will allow you to write your 
ideas down quickly and could refer back to it if 
you forget. OK?

Student:	 OK, I guess I would be willing to try that.
Teacher:	� Great! So here is the plan—you can write 

about your roller coaster if you don’t like my 
prompt. And I will help you create an outline, 
so you won’t forget your great ideas.

Student:	 I like it!
Teacher:	� I am so glad you worked this out with me. I appre-

ciate you giving this a try, and if it doesn’t work, 
we will talk again and come up with a new plan.

Student:	 Ok.
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This teacher could have approached this student by offer-
ing him a reward for writing and a consequence for not writ-
ing. However, in doing that, she would not have gained the 
insight that she did about what he was thinking and feeling. 
Further, the reward-consequence approach would not be 
beneficial to their relationship; in fact, if it frustrated the stu-
dent, it might undermine their relationship and/or lead the 
student to engage in challenging behaviors such as talking 
back, refusal, or plagiarism.

When the student engaged in this Plan B conversation, he 
practiced many important skills. He considered his teacher’s 
concern about practicing writing. This involves social perspec-
tive taking, which is a lagging skill for this student. He had to 
consider his own desire to draw alongside his teacher’s concern 
about writing. So he practiced the important executive function 
of holding two ideas in his mind simultaneously. The teacher 
also invites the student to try to solve the problem. She suggests 
that he writes about his area of interest. While this might not be 
the final goal for the teacher, at this point, it appears that it will 
get the student started, at least trying some writing. The student 
practiced putting his feelings into words, when he expressed his 
frustration over forgetting what he was going to write, and he 
experienced his teacher’s empathy for this feeling and her sin-
cere effort to support him. This will almost certainly facilitate 
the development of a positive teacher-student relationship, so 
critical to student engagement and success [5].

When educators acknowledge the more complex nature 
of challenging behavior, they look deeper, to understand 
the child’s perspective and to help that child build lagging 
skills. Teachers understand that students with learning dis-
abilities will need extra support to make academic gains. 
They understand that these students need a more intensive 
level of intervention with more practice and support. Only 
the most misguided teacher would “blame” a child for his/
her learning disability. CPS explains the challenging behav-
ior as the by-product of a type of learning disability, one 
related to flexibility, problem-solving, and frustration toler-
ance. When explained in this way, most teachers gain 
greater insight into the needs of students with challenging 
behaviors.
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�CPS at the Primary (Universal) Level

At the primary level of intervention, schools focus on creat-
ing school-wide and classroom practices that are available 
to all students and prevent future problems. While two of 
the five goals of CPS explained earlier in this book, solving 
chronic problems and decreasing challenging behaviors, are 
more appropriate goals for those students for whom CPS is 
targeted, the other goals, including building helping rela-
tionships with adults, building neurocognitive skills, and 
solving problems that arise, are appropriate goals for all 
students.

At the universal level, the CPS approach encourages teach-
ers and administrators to shift from a belief that “Children do 
well if they want to” to the philosophy that “Children do well 
if they can.” Such a shift in thinking has many positive benefits 
for all students in the school. First, it increases the likelihood 
that adults will feel more empathy for their students and try 
harder to understand underlying causes of negative behavior. 
If teachers and administrators shift their explanation of stu-
dent misbehavior, from seeing it as intentional to understand-
ing it as a skill deficit, they will feel more empowered to do 
something to support the child and take the behavior less 
personally, thus reducing their level of stress [28]. If the adults 
simply believe that the misbehaving child is not motivated to 
do well, their repertoire of response is limited to motivational 
practices. An expanded repertoire both allows for improved 
relationships and increases the likelihood adults will engage in 
problem-solving conversations and students will be provided 
opportunities to build skills.

It should be noted that in addition to building neurocogni-
tive skills, another important universal focus for many schools 
is teaching social-emotional skills. Five basic social-emotional 
skills have been identified by the Collaborative for Academic, 
Social, and Emotional Learning (CASEL): self-awareness, 
self-management, social awareness, relationship manage-
ment, and responsible decision making (e.g., [12]). This con-
ceptualization overlaps with the skills identified by CPS, 
though each model also contains unique skills. Because both 
models are based on the belief that students can be taught 
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skills that are important for success in school and in life, pro-
grams and practices that teach social-emotional skills can 
work in support of CPS. CASEL has identified many school-
wide curricula that are helpful in teaching social-emotional 
skills and provides a guide to exemplary social-emotional 
learning (SEL) curricula for both preschool/elementary and 
middle/high school [6, 7]. CASEL evaluates programs on evi-
dence of effectiveness, dissemination, contexts, explicit skills 
instruction, and opportunities to practice social-emotional 
skills. Because social-emotional skills prepare students for 
the future by helping them become better group members, 
better employees, and better able to manage their emotions 
and relationships [8, 16, 24], instruction in these skills will 
bolster any universal implementation of CPS.

A final aspect of CPS that can work in support of all stu-
dents and that is also consistent with the MTSS approach is 
parent education and support. Think:Kids has created a cur-
riculum to provide groups for parents who want to learn the 
CPS approach. Parents can participate in group training for 
8 weeks, for an hour and a half, to learn the CPS approach. 
The parent group training teaches parents the CPS philoso-
phy and how to discern lagging cognitive skills. Parents learn 
to engage in Plan B conversations with their child through 
didactic instruction, video instruction, role plays, and practic-
ing at home and returning for coaching. Similar to findings 
with teachers implementing CPS, when parents utilize CPS, 
they also report a reduction in stress and disruptive behavior 
[13]. Schools can offer evening classes on CPS for parents, so 
that students experience a consistent approach to their needs. 
Parenting instruction can be provided as a universal interven-
tion or can be targeted to particular families based on identi-
fied needs or both.

�Implementation Concerns Specific 
to Educational Settings

CPS strategies can be implemented by individual teachers 
within classrooms or by mental health professionals with 
individual students, but for school-wide implementation, 
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many educational systems will need a cultural shift. As noted 
earlier, many systems are entrenched in old-fashioned codes 
of discipline that are intended to make sure students “learn 
responsibility.” While the idea that punishment teaches 
responsibility may be misguided, it is a very common belief. It 
is important to help teachers and administrators understand 
that as students engage in plans to change their behavior, 
they truly are taking responsibility for their behavior in an 
authentic way. Administrators’ understanding is a crucial step 
as systems change in school settings requires administrator 
support [26]. Specifically for CPS, their support will be neces-
sary for both conceptual changes and practical changes in 
school-wide discipline structures and paperwork, as well as 
for providing resources (financial and time) necessary to pro-
vide training for staff.

Educators have many demands on their time and may 
view the implementation of CPS as “one more thing” they 
just do not have time to take on. This is yet another reason it 
is important to have the support of school leaders to set the 
expectation that the CPS philosophy will be followed. In 
addition, flexibility will enhance the use of CPS. For example, 
another staff member, such as a school mental health pro-
vider, may need to step in and run a classroom while a 
teacher has a Plan B conversation with a student.

Cultural shift in schools has been said to take around 
3–5  years [19], so persistence is key in implementation. As 
educators watch the success of CPS take hold, they will be 
more willing to let go of old ways of managing behavior and 
embrace new ways of collaborating with students. Generally, 
ongoing data collection can be an important part of sustain-
ing systemic changes in schools [26]. For CPS, this could 
include tracking existing school data such as office behavior 
referrals or gathering data on factors such as teacher stress 
that have been found to change following implementation of 
CPS [28, 29].

The implementation of CPS involves some complex 
skills; for most educators, the struggle will not be in under-
standing the model, but in implementing it. Coaching is 
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known to be critical to applying new skills in classrooms 
[17]. Therefore, beyond initial training, it is recommended 
that implementation of CPS includes ongoing coaching. It is 
important that this coaching occurs in an accepting and sup-
portive atmosphere, where staff are comfortable challenging 
themselves, and do not feel they have to be perfect, because 
mistakes are inevitable when people begin to learn the 
process [11] (Video 5.1).

One of the beautiful things about CPS is that CPS itself 
can be used to promote its implementation. That is, should 
implementation be met with resistance, a Plan B conversation 
with a staff member can help you understand their point of 
view, show empathy, and find common goals. CPS teaches us 
to listen carefully and to show compassion. When asked what 
a teacher coach should do, Elena Aguilar [2], the author of 
The Art of Coaching: Effective Strategies for School 
Transformation, responded, “Love unconditionally. 
Compassion is our most effective tool, or weapon, to trans-
form schools. We must love our students. We must love teach-
ers—even the cranky, difficult ones—and we must love 
ourselves.”

�Conclusion

Educators are skilled at assessing underlying academic defi-
cits that create learning concerns. CPS provides educators 
with the tools to assess underlying cognitive deficits that 
create challenging behaviors. Through CPS, educators work 
with their students, collaboratively, to solve problems in a 
durable way. It is a much more gratifying way to tackle 
behavioral concerns than simply trying to motivate the 
problem away. CPS gives educators a positive way to 
approach all students and to develop positive relationships 
with students, which we know is central to learning. Through 
CPS, adults and children learn and grow together, solve 
problems collaboratively, and gain skills that will have a life-
long positive impact.
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In 1986, two youth residential campuses in Memphis, 
Tennessee  – Dogwood Village and Memphis Boys Town  – 
merged. This new organization, named Youth Villages, helped 
around 80 kids per year. Since that time, Youth Villages has 
grown to offer a complete continuum of programs and ser-
vices and to become a nationally recognized leader in the 
field of children’s mental health. In 2016, Youth Villages 
served 25,386 children, families, and young adults in 14 states. 
Currently, the organization employs approximately 3000 
individuals at 73 locations in 59 cities across the nation.
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How did Youth Villages grow from 2 to 73 locations in 
30  years? The organization owes its success to evidence-
informed programming. Simply put, we use exhaustive data 
collection and research methods to find what actually works, 
and then we implement what works across programs. In fact, 
it was because of data in one of our small, CPS-trained pro-
grams that we decided that using Collaborative Problem 
Solving is the best way to help the children, families, and 
young adults that we serve.

Youth Villages began implementing Collaborative Problem 
Solving in the Fall of 2014, with the goal of training all pro-
gram staff by the Fall of 2018. It was a huge undertaking, but 
the results have been worth it. Along the way, we have 
learned how to use CPS in different services and with differ-
ent populations; how to achieve consistency across multiple 
settings; and how using the model itself can help support 
strong and sustainable implementation. As of this writing, we 
use CPS in the following programs:

•	 Intercept  – An intensive in-home service for youth and 
their families providing at least 3 hours of contact a week 
and 24/7 crisis response.

•	 YVLifeSet  – An intensive community-based service for 
young adults transitioning out of the foster care system 
providing weekly contact, life skills training and support, 
and 24/7 crisis response.

•	 Residential and group homes  – Psychiatric residential 
treatment for youth in Tennessee and Georgia, with both 
individual and family therapy components.

•	 Foster care  – Supported therapeutic homes for youth in 
Tennessee and Mississippi with weekly therapeutic contact 
for the youth and support for the foster parents.

•	 We also have relationships to charter schools in Memphis 
that include training and coaching their staff in CPS.

In this chapter, we will outline the key strategies that 
Youth Villages used when implementing CPS in 73 locations 
across 14 states. There are some implementation strategies 
that are unique because Youth Villages is a large organiza-
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tion. However, others may be helpful for your implementa-
tion, whether large or small (Video 6.1).

�Key Strategy #1: Build Internal Resources 
and Staffing to Train and Sustain CPS

Implementing Collaborative Problem Solving and providing 
ongoing support and training across this large organization 
required a lot of resources, time, and coordination. We built 
this capacity over time, taking slow and careful steps to get 
what we need in place for sustainability of the model in our 
programs. Initially, there was a core group of clinical leaders 
that had previous experience and training in CPS. With their 
encouragement, Youth Villages’ Chief Clinical Officer 
(CCO) attended multiple CPS overviews to assess whether 
CPS would be a useful foundation for our work at Youth 
Villages. Needless to say, our CCO was sold, and then with 
his support, our CEO got on board to support a strategic 
implementation plan for all of our services. The first priority 
for us was training the rest of our upper management and 
clinical leadership teams in the CPS approach so that our 
implementation was supported at the highest levels across 
the organization. We found that having leadership educated 
and excited about the model was a key component of suc-
cessful implementation. Without top-down support, imple-
mentation efforts would have failed to gain momentum, and 
staff investment and enthusiasm would not have been culti-
vated, resulting in the “flash in the pan” or “flavor of the 
month” phenomenon that we so often see in our field. Our 
Chief Clinical Officer then attended a Tier 1 CPS training, 
along with our Chief Operating Officer, our clinical leader-
ship team, and some key program Directors. This group was 
excited about the model and began talking about how we 
could embrace it in our programs. The energy this generated 
was an important part of moving the implementation for-
ward. Our Chief Clinical Officer also designated one of his 
direct reports, a Clinical Services Program Manager, to 
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champion our adoption of CPS from the beginning by dedi-
cating half of her time to planning and directing the organi-
zation’s implementation of Collaborative Problem Solving 
into all of our services. Having this level and amount of 
resource dedicated to the implementation helped keep 
things on track. She has managed budget, staffing, and 
resources for the implementation and has liaised with 
Directors as they planned the best ways to incorporate the 
CPS philosophy and approach into their programs across 
the country. After our leadership attended CPS Overviews 
and Tier 1 training, they understood the power of the CPS 
approach and what it could bring to our work. They actively 
promoted it to their teams and began using and modeling it 
in the work environment.

We began planning for sustainability right away, knowing 
that it would be critical to have CPS-Certified staff so we 
could eventually train and coach our teams internally. Internal 
training would prove vital for the financial viability of our 
implementation in the long run. Since we had started our 
implementation in Oregon, where there was already much 
state-wide interest and support for the CPS approach, as well 
as community resources to provide initial training and coach-
ing for our staff, we chose two of our Clinical Consultants for 
Oregon to pursue Certification and started them on this path 
as quickly as possible. In the meantime, while they built their 
CPS coaching and training skills, we continued to use 
Think:Kids training and coaching resources to expand our 
implementation efforts during the next year to our programs 
across Massachusetts and in Memphis, Tennessee.

By the middle of our 2nd year of implementation, those 
two staff members were CPS-Certified Trainers and were 
ready to begin handling training and coaching inside the 
organization. They were hired into full-time CPS positions, 
which we called Clinical Training Consultants. Over the next 
2 years, they provided all the CPS overviews (0.5–1-day train-
ings) and coaching to our programs that implemented CPS, 
and most of the 2.5-day Tier 1 trainings, traveling almost 
every other week to our various locations to do these train-
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ings. This consistency in training and messaging about CPS 
across multiple states/programs was important as we rolled 
this out throughout our large organization. Having internal 
trainers and coaches also allowed us to customize the training 
to our Youth Villages services and staff. We added examples 
and activities specifically relevant to our programs and a sec-
tion at the end of Tier 1 where we discussed how to incorpo-
rate the CPS approach and language into our specific 
documentation and treatment protocols.

Meanwhile, we scheduled two Tier 2 CPS trainings per 
year for our staff, to be delivered by Think:Kids trainers. The 
leadership in each state determines who will attend Tier 2, 
with priority for clinical leadership, staff supervisors, and staff 
who are particularly excited about the model. We also began 
to identify additional staff who were in clinical leadership 
and/or who were excited about CPS to enter the Certification 
Program. Between 2015 and 2017, we had 65 of our staff 
become CPS-Certified and then selected a few of these staff 
to continue on to become CPS-Certified Trainers. By summer 
2017 we had 2 more Certified Trainers, 38 Certified 
Practitioners, and 25 more staff actively pursuing Certification. 
We have been able to hire three more staff onto the Clinical 
Training Consultant team and have completed implementa-
tion in most of our states/programs across Youth Villages. We 
can provide all of our Tier 1 training and ongoing coaching to 
our programs with these resources and have a growing num-
ber of people who can provide CPS coaching to staff in their 
own state, rather than relying on a few people to coach many 
locations through video conferencing. Our ultimate goal for 
sustainability is to ensure that each state/program has one or 
two CPS-Certified Trainers, depending on size. Large states 
and programs will have enough coaches and trainers to 
sustain the model independently, and small states and pro-
grams will have additional support from the Clinical Training 
Consultant team to coach and train CPS as needed.

CPS coaches/trainers are either full-time positions or part-
time positions with additional responsibilities that are com-
patible with that role. Coaching/training responsibilities are 
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allocated appropriately and are not simply added onto 
already full-time jobs. This ensures that the coaches have suf-
ficient time and energy to prioritize that task.

�Key Strategy #2: Front Load CPS Training 
in Each New Region

Initial implementation in a new state or program involves 
large-scale CPS overviews (0.5 day), Tier 1 training (2.5 days), 
and coaching. As new states plan to implement CPS, the lead-
ership (both managerial and clinical) attends a CPS overview, 
attends Tier 1, and begins coaching before direct care staff are 
trained. This approach was initiated in direct response to 
feedback after early implementation efforts in which we 
trained leaders alongside direct care staff, and leaders 
reported that they did not feel adequately prepared to sup-
port their staff’s learning. Staged training fosters a sense of 
competency among clinical and managerial leaders as they 
support their staff through implementation. It also facilitates 
quicker independence for states, in terms of the presence of 
state-specific trainers and coaches through the CPS 
Certification process, which ultimately cuts down on costs.

Fortunately, since Youth Villages is such a large system, we 
had the needed training and coaching resources available 
elsewhere within the organization long before implementa-
tion in a particular location. In North Carolina, for example, 
one Clinical Consultant attended Tier 1 CPS training a full 
year before we planned to roll out CPS in her state. During 
that year, she was able to use CPS with clients in her private 
practice, receive coaching from our Clinical Training 
Consultants, attend Tier 2 CPS training, and complete the 
Certification Program with Think:Kids just ahead of the 
North Carolina state-wide implementation. Because of this, 
she could provide significant support in planning an imple-
mentation that would work best for the North Carolina pro-
grams, and she could take on the coaching for her teams after 
their Tier 1 CPS training. Her influence also resulted in an 
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increase in the comfort and enthusiasm with which the North 
Carolina staff have embraced CPS. This staff member is now 
in the Certified Trainer program with Think:Kids and will 
soon be certified to conduct Tier 1 CPS trainings for other 
Youth Villages staff in her state.

The importance of quickly identifying and nurturing 
future CPS-Certified staff, Trainers, and coaches cannot be 
overstated. As our implementation has progressed, we have 
been able to do this more proactively. This “front-loading” of 
CPS training has been instrumental in successful implemen-
tation by creating more expertise and buy-in from leaders in 
each program and region.

When we attain this early buy-in from the leaders, the 
success of CPS implementation is supported in many impor-
tant ways. It is at this level of leadership that the following 
is facilitated:

•	 When new staff members need overview and Tier 1 train-
ings, the path for their workload is adjusted to support 
attendance.

•	 Staff members who excel with CPS are encouraged to 
apply for the Certification Program.

•	 One or two Certified staff are encouraged to become 
trainers for the program.

•	 Staff roles and budgets are adjusted to allow for a suffi-
cient number of coaches and trainers to support CPS in 
the program.

•	 Staff members are encouraged to communicate with exter-
nal customers about the role of CPS in programming.

•	 Leaders and managers are aware of the need for materials 
to support implementation, and those materials are 
requested and/or ordered from the corporate PR 
department.

•	 Meeting agendas and other formal structures are adjusted 
to incorporate CPS language and philosophy.

•	 Managers and supervisors are encouraged and supported 
to shift the way they interact with staff related to their 
professional development (using a Plan B rather than a 
Plan A approach).
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�Key Strategy #3: Address the Challenge 
of Staff Turnover with Ongoing Training

In a large system, new employees are hired continuously. At 
Youth Villages, in a calendar year, there are approximately 
115 new hire orientations scheduled for the 1500 new 
employees hired across the organization. In order to maintain 
the consistency of services delivered, whether those services 
are in a residential cottage, an office, or a home, every new 
employee is expected to receive an overview of Collaborative 
Problem Solving as soon after hire as possible. It is a chal-
lenge to do this and manage training resources effectively. 
One option for providing new hires with an overview of CPS 
is to include it in their weeklong new hire orientation. A dis-
advantage of this, however, is that with all of the topics that 
various states, accrediting entities, and funders require that 
we include in our new hire orientations, the CPS information 
can get a bit lost. New employees tend to experience a satura-
tion of information as the orientation week progresses. For 
many individuals, the shift to the “skill not will” philosophy of 
CPS is monumental, and the emotional energy required to 
attend to and engage in the presentation of such a new con-
cept is best done in the context of a well-rested brain.

Thus, another option is to deliver the CPS overview train-
ing soon after hire, but not during orientation. Another for-
mat we use is to offer the overview via a live webinar. 
Certified Trainers provide a live CPS Overview webinar once 
a month, and staff members from any state can attend. We 
seek to make these live webinars as engaging and interactive 
as possible. In states in which the CPS Overview is not 
offered during the weeklong orientation, staff attend the next 
available overview webinar after they have completed orien-
tation training.

Staff receive Tier 1 training as soon as possible after their 
CPS Overview  – usually within 1–3  months of hire. As the 
pool of CPS-Certified Trainers at Youth Villages grows, we 
are able to offer Tier 1 CPS training more frequently and to 
offer these in more locations so that staff don’t have to travel 
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to another state to attend. This saves our organization money 
and also helps manage our resources better. For instance, staff 
attending a training in their home state do not need to be 
away from their clients as long, necessitating less coverage for 
staff and less disruption for clients. We can also tailor the 
training to a specific state’s needs, since different states have 
different programming, different funding requirements, and 
different client populations. We also find that for staff that 
work in a state that has been using CPS for a long time, train-
ing can move rather quickly, because those staff have had 
exposure to and many doses of CPS in their work environ-
ment prior to attending Tier 1 CPS training. Alternatively, for 
staff that work in states where implementation is newer and/
or leadership are not as well-versed in CPS, the Tier 1 training 
content might be relatively novel, so we can spend more time 
on philosophy and the basics of the approach.

Ideally, we offer separate Tier 1 trainings for different ser-
vices (residential, community-based, school) so we can focus 
more specifically on each group’s needs. We can do this in 
states or regions where there are enough CPS-Certified 
Trainers. This is an important element that allows for trainees 
to better connect with the model and feel it will work for 
them. Trainers need to offer examples and activities that reso-
nate with everyone in a training, and this can get complicated 
when there are diverse services represented. With more train-
ers, more trainings offered, and more focused content, we can 
engage with smaller groups of trainees in a single service. We 
find that this provides a more satisfying learning experience 
for trainees and trainer alike.

�Key Strategy #4: Deliver High-Quality, 
Consistent Coaching

One of the most challenging things in a large organization is 
ensuring that the guidance and support we deliver to our staff 
are of consistent quality, quantity, and content across the 
organization. This is especially important in the vital area of 
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CPS coaching. We have developed a number of methods for 
doing this at Youth Villages. For instance, we now have one of 
our most experienced Certified Trainers providing one-on-
one coaching and support to new Clinical Training Consultants 
and other Certified staff who are coaching in their own states/
programs. This leader can check for, and support, consistency 
across the cadre of Youth Villages coaches. She has developed 
coaching and training protocols, and she reviews processes to 
ensure that coaches across many states and programs are able 
to deliver coaching in a skillful and consistent manner that 
meets both Think:Kids’ and Youth Villages’ standards. For 
example, she reviews coaches’ notes from each session, which 
are uploaded to a shared site, for usefulness and consistency 
across coaches, as well as reviews and provides feedback on 
at least one recorded coaching session per month from each 
coach, using a standard checklist of key CPS components. 
Finally, she leads a group meeting with all the coaches every 
other week to share ideas, troubleshoot difficulties, discuss 
issues, and make sure all coaches are on the same page with 
processes and coaching content. This is also an opportunity 
for coaches in different parts of the country, many of whom 
do most of their work remotely, to connect with others who 
have a similar role.

The typical coaching model for CPS is to provide 12–24 
coaching sessions to a “closed” group of newly trained staff, 
building up their skills and internal resources so they can 
continue to effectively use CPS when coaching is complete. 
However, we have found that in our large organization, hiring 
is a perpetual process, either to replace staff who have left or 
to expand current programs in an area. So practically, it works 
better for us to have an ongoing coaching group for each 
office or region that newly hired staff join and from which 
seasoned staff eventually graduate. Since staff who are very 
experienced in CPS can still benefit from coaching on 
advanced topics, after a state/program has been doing CPS 
for a while, we may have one coaching group for new staff 
and one coaching group for more seasoned staff who have 
not yet completed the graduation process. It is useful, though, 
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to ask staff who have been using CPS longer to share their 
experiences with our new staff. This is helpful for both the 
new and the seasoned staff and promotes a culture of peer 
support and collaboration.

When a Youth Villages program is new to CPS, we usually 
need to assign a Clinical Training Consultant from a different 
state to provide coaching for their teams until we can get one 
of their clinical staff CPS-Certified and in a position to take 
this on. In many cases this means that the CPS coach will not 
be based in the same area or state as the coaching teams. In 
our multistate organization, we have become adept at using 
technology tools for communication, documentation, meet-
ings, and support. All of our community-based direct care 
staff are issued laptops and are able to join meetings remotely, 
since they are usually driving around in the community see-
ing clients in their homes or at school. We use a commercially 
available online platform for our CPS coaching sessions and 
so are able to accommodate coaching teams across wide 
areas of a state and without requiring that everyone drive 
into an office location to participate. Even when we have a 
coach based in the same state or city as their coaching team, 
we sometimes still use the online platform for the coaching 
sessions for these reasons. Though there are definitely advan-
tages to in-person coaching, and we use this whenever possi-
ble, we find that with the tools available on an online 
platform, we can create a sense of connection and community 
in the online coaching sessions. This flexibility has proven to 
be very important for both our coaches and our staff.

We have also tried to make our process for graduating staff 
out of coaching group consistent across programs/states, and 
we review and troubleshoot this process within the coaching 
team. When supervisors feel that a particular staff member is 
ready to apply for graduation from coaching group, they ask 
that staff member to submit an audio recording of a recent 
Plan B conversation to the CPS coach. The coach uses 
Think:Kids’ integrity rating tools to evaluate both the CPS 
documentation for that client and the Plan B recording. In 
this way, we maintain consistent criteria for graduation, while 
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allowing for regional variability in language and tone of the 
Plan B conversation.

�Key Strategy #5: Keep Everyone  
on the Same Page

One crucial part of large system implementation is making 
sure leaders in different programs and locations are imple-
menting with consistency and are getting the support they 
need. There are a few mechanisms we use to help leaders 
share tips that support progress and to help with struggles. 
The first is a monthly national CPS steering committee 
meeting for community programs new to implementation, a 
monthly steering committee meeting for “veteran” pro-
grams that are further into implementation, and a monthly 
meeting for residential leadership. The goals of these meet-
ings are to share implementation experiences and lessons 
learned and also for us to share any updates to the model or 
to our implementation efforts. A meeting that involves lead-
ers from multiple states tends to also foster healthy and 
friendly competition. These meetings are held on a video-
conference system and are recorded for review if a leader 
cannot attend.

Additionally, Youth Villages uses two mechanisms to 
ensure leaders and staff have access to the most up-to-date 
information. The first is a clinical portal that is available on 
the company intranet, which can be accessed by any Youth 
Villages employee. It contains information related to treat-
ment interventions and clinical skills. The website is main-
tained and updated only by clinical leaders, so all content is 
controlled and current. We have created a Collaborative 
Problem Solving folder in this site where we have available 
all Think:Kids CPS forms, all internally created CPS forms, 
and other CPS resources for our staff. The second mechanism 
is a shared document management and storage platform, 
which is also accessible by all Youth Villages employees. 
There we have a section dedicated to Collaborative Problem 
Solving where we can upload Plan B recordings, share ideas 
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and activities, post CPS steering committee notes, and share 
other CPS info with all employees.

�Key Strategy #6: Document and Integrate CPS 
into the Electronic Medical Record (EMR)

Youth Villages strives to provide evidence-informed treatment 
consistently across states. Even before adopting CPS, under 
our standard treatment model, two youth in different parts of 
the country with the same referral issue would have access to 
the same types of interventions and treatment. Besides ensur-
ing that access to best practices is not limited by geography, this 
consistency also allows us to coordinate care as youth move 
through different programs or levels of care within our organi-
zation. Youth, families, and staff members share familiar lan-
guage and experiences no matter what program is serving 
them. The use of CPS in all of our services enhances this con-
sistency and continuity between our programs and states. All of 
our staff now use CPS language and concepts to talk about our 
clients’ treatment needs and interventions.

Supporting the use of consistent treatment approaches 
across programs and states is our utilization of the same elec-
tronic medical record (EMR), which is managed centrally by 
the Performance Improvement department at our national 
headquarters. Though the EMR is individualized as needed 
for states to meet their regulatory requirements, the docu-
ments, functions, and language used throughout the system 
are quite consistent. Because of this, we have found that the 
EMR itself can be used as a tool to encourage consistency 
and facilitate implementation of the Collaborative Problem 
Solving approach, and there are two mechanisms in particular 
that have been helpful in this endeavor.

The first of these is a section that was added to every rel-
evant progress note in the system that allows for brief and 
succinct documentation of CPS use within a session or shift. 
This section notes if CPS was used during the session/shift; 
what plans were used, if any; what problem was addressed; 
and what the outcome was. Staff supervisors, managers, and/
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or CPS coaches can then run reports that pull only the infor-
mation from this CPS section of the notes. These reports can 
be sorted by staff, team, or location to assess how and when 
CPS interventions are being used. In order to avoid duplicat-
ing information with the session summary, this section 
includes only brief Yes/No notation regarding whether a par-
ticular plan was used and a two- to three-sentence summary.

The second addition to the electronic medical record was 
the inclusion of the CPS Assessment and Planning Tool 
(CPS-APT) as a distinct document in each client’s chart. The 
information entered into the electronic CPS-APT then pulls 
into the printed treatment plan used for supervision of staff, 
so the individual providing that supervision sees the CPS-
APT information within the plan for treatment. This facili-
tates more focused discussion about how the CPS-APT is 
driving treatment conceptualization and planning. Staff are 
trained and reminded that the CPS-APT is a “living docu-
ment” and something that can be discussed and updated dur-
ing any or all of their meetings with a client/family. So, the 
CPS-APT in our electronic medical record is just a snapshot 
of what the APT looks like once a month, and staff are 
expected to keep a more dynamic paper copy of the APT 
with them for use when meeting with clients throughout the 
month. The benefit of entering the CPS-APT into the EMR 
once a month is that (1) it can be tracked and completion can 
be monitored and (2) clinical supervisors can access it and 
use it to provide treatment planning feedback and support.

As technology changes and new CPS tools are developed, 
Youth Villages will continue to look for ways to effectively 
coordinate care and track CPS implementation through the 
EMR or other technologies.

�Key Strategy #7: Carefully Choose Where 
and When to Introduce CPS

Prioritizing where and when to implement Collaborative 
Problem Solving in a large organization is not very different 
than prioritizing problems to be solved. When deciding 
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whether or not to attempt Plan B with a problem, one con-
siders the intensity of the problem, the relationship of the 
parties, and the readiness (stress tolerance) of all involved 
to begin the problem-solving process; a harder problem can 
be addressed if there is a good relationship and decent stress 
tolerance, but if the relationship and/or stress tolerance is 
not as strong, you might choose an easier problem to be 
solved or the “lower hanging fruit.” We know that the inten-
sity of introducing and implementing CPS in a program is 
quite high. So first we need to assess relationships in that 
program or state. Is there strong, stable leadership and are 
there relatively stable teams? Are working relationships 
positive and supportive? Would the teams be open to having 
new trainers and coaches enter their system? Then, we need 
to assess readiness for change. Introducing something new 
to a system will inevitably stress the system, so we have to 
ask whether our programs are strong, flexible, and open 
enough to manage this stress in a healthy way. In essence, we 
are considering the thinking skills of the people and culture 
in that system, because those will support successful 
implementation.

The selection of Oregon as the first implementation site 
was strategic because the state has an expansive pool of CPS 
experts. Many organizations in Oregon adopted CPS years 
ago when the state Department of Human Services offered 
technical and financial support to do so, believing early on 
that CPS was best practice for Oregon youth and families. As 
a result, Tier 1 and Tier 2 CPS trainings are held in various 
Oregon locations frequently and at minimal cost per partici-
pant. CPS was already infused into community organizations, 
and most referral sources, funders, and state leaders in 
Oregon not only know about CPS but also fully expect pro-
grams to embrace it. Oregon was, in a sense, the “lowest hang-
ing fruit” for implementation in our organization. The 
community was prepared and supportive, there were suffi-
cient resources for training and coaching, and the leadership 
within the organization was enthusiastic. Readiness was high.

The selection of the next two states for implementation 
was also strategic. Massachusetts was chosen because it is 
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the home state of Think:Kids. While implementation of CPS 
in Massachusetts is not as widespread as in Oregon, there is 
a clear advantage with the location of the Think:Kids pro-
gram in Boston. Memphis community-based programs were 
also selected at this point because the national headquarters 
for Youth Villages are located in Memphis. The selection of 
these two areas, then, was based largely on the relationship 
factor and potential support, as determined by proximity to 
both Think:Kids and Youth Villages’ corporate 
headquarters.

Throughout the expansion of CPS into Youth Villages’ 
programming, it became even more apparent that leadership 
readiness and enthusiasm for CPS was critical to successful 
implementation. There are many reasons that leaders want to 
implement CPS: they believe in the philosophy, they believe 
it is best practice for their clients, they believe it will help 
them retain and support staff, or they want to draw resources 
and support for their program, among many others. These 
leaders will not necessarily become experts in the CPS 
approach, but it is simply critical for the leader of a program 
to want implementation of CPS to be successful, for whatever 
reason. That enthusiasm is what drives implementation for-
ward when the going gets tough.

Additionally, we found that enthusiasm is contagious. As 
programs and states enthusiastically implemented CPS within 
Youth Villages, other state leaders took notice and became 
excited about the opportunity to implement within their 
programs. For example, Rural West Tennessee and Memphis 
programs are all under the leadership of the Program 
Director of West Tennessee. When we implemented in 
Memphis, West Tennessee was able to observe that success. 
With this exposure to both CPS concepts and the enthusiasm 
of their colleagues from Memphis, our Rural West Tennessee 
leadership was eager to begin their own CPS implementation 
as soon as possible. We found that expansion into an area 
under leaders who have already implemented or been 
exposed to CPS elsewhere is significantly easier than begin-
ning with new leadership.
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Initially, we did not elect to implement CPS in our psychi-
atric residential programs in Memphis because we perceived 
that implementation in residential treatment would be a big-
ger challenge than in our community programs. When we 
finally decided to introduce CPS to our residential programs, 
this leadership enthusiasm was also a consideration. Youth 
Villages programs in Memphis, Tennessee include five large 
residential programs. Two of the five residential programs in 
Memphis adopted CPS in 2016. One is a staff-secure campus 
with 8 cottages (88 youth), and the second is a hardware-
secure program for 64 girls. The key factors for selection of 
these programs were both leadership readiness and program 
stability. These two programs were the “low-hanging fruit” of 
our residential services, and their Directors have been clear 
with staff about the expectations around implementation 
while also listening to staff feedback about how it is going 
and adjusting as necessary. They have embraced the approach 
themselves and are using it with their supervisees, modeling a 
“people do well if they can” approach in the workplace. And 
they are both very enthusiastic about and invested in the suc-
cess of both the CPS implementation and their programs, 
believing that our services are truly creating sustainable posi-
tive change for the youth in their care. With this type of lead-
ership, our implementation in these two residential programs 
has gone much more smoothly than we expected, and some 
of the staff from each of these programs are now in the 
Think:Kids CPS Certification Program, with one on the way 
to becoming a CPS-Certified Trainer.

�Key Strategy #8: Build a Hierarchy of Support

A final key to successful implementation in a large system 
relates to accountability with one person who is in the appro-
priate leadership position. At Youth Villages, implementation 
of any evidenced-based practice (EBP) is the responsibility of 
the Clinical Services Department, led by the Chief Clinical 
Officer. Key personnel within the department have the role of 
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overseeing the clinical integrity of any EBP implemented, as 
well as the clinical integrity of each program. There is a 
Clinical Services Program Manager for each of our services 
(in home, residential, foster care, etc.), and each is a licensed 
mental health professional with many years of experience. 
They work extensively with state directors to support program 
implementation while also holding the state leaders account-
able for fidelity to program models and EBPs. Each EBP 
implemented at Youth Villages is under the purview of one of 
these Clinical Services Program Managers. The responsibility 
includes ensuring fidelity by overseeing the quality of training 
and coaching. These clinical leaders report directly to the 
Chief Clinical Officer, who is responsible for clinical integrity, 
rather than to the Chief Operations Officers, who oversee 
program operations. This separation is useful because it allows 
the Clinical Services Program Manager who oversees the CPS 
implementation to focus solely on implementation and fidel-
ity without getting distracted by day-to-day operations and 
the operational crises that sometimes arise.

Having emphasized the importance of top-down support 
for CPS implementation, we also want to stress the importance 
of a bottom-up approach with the implementation process. As 
we have said, the CPS approach was a big shift for staff, espe-
cially for staff who had been working for a long time at Youth 
Villages, where for many years we employed mostly operant 
approaches and didactic skills training. It was important to give 
staff some control, to hear and address their concerns, and to 
engage them in being part of the implementation in their states 
and programs. As our implementation has expanded, we have 
connected staff from areas that have been using CPS for a 
while with those who are just beginning implementation so 
that they can share ideas and tools that have worked for them. 
The newly implementing programs can then take these ideas 
and adapt them to fit their particular environment or popula-
tion, but we find that these connections can be extremely valu-
able in moving an implementation forward.

We have also been careful about the pace and the way in 
which we remove the operant interventions that a program 
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has been using. Again, we want staff to have some control of 
this, in the same way that we want families to have control of 
this in their homes. We are careful that we don’t remove all 
the familiar and trusted tools that staff have been using 
before helping them become proficient with this new way of 
thinking and working with their clients. This has been espe-
cially powerful in our residential programs, which were 
steeped in conventional wisdom and used point and level 
systems to manage the environment. We found that if we said 
we didn’t want them to change what they were doing, but 
simply to add CPS for now, they had much less anxiety about 
the change, and it went more smoothly. We asked them to 
practice CPS and become comfortable with the philosophy, 
assessment, and the Plan B process. In both of the residential 
programs referenced above, after about 8–10  months, the 
staff approached program leadership and said that the point 
and level system did not seem useful to them anymore and 
asked to get rid of it. Of course, the answer was a resounding 
yes! As we become more familiar and comfortable with the 
implementation process, one lesson has been that sometimes 
you must have faith that the implementation will move along 
at its own pace (which is easier once you’ve seen it work in 
other areas).

�Key Strategy #9: Pay Attention to Culture

A point not to be overlooked in a nationwide program is that 
trainers and coaches need to know and speak to their audi-
ence. Youth Villages has programs in many Southern states, as 
well as programs on the East and West Coasts and in the 
eastern Midwest. For our staff and clients, their local and 
regional culture is an important part of who they are. The 
Tennessee culture contrasts in many ways with the culture in 
Oregon, which is in turn different from the culture in 
Massachusetts. It also can feel significantly different in 
Mississippi than it does in North Carolina, and Florida is dif-
ferent from Georgia. In essence, each region of the country 
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and each state has its own culture and identity, and this 
impacts how people from that area hear and understand the 
“skill not will” philosophy of CPS.

Our Lead Trainer is from Oregon, and when she began 
training staff in Memphis, there was feedback that she was 
“too soft” and was not direct enough with staff about the 
expectations we had for their adoption of the CPS approach. 
A training style that worked well for her in Oregon did not 
necessarily fit in Tennessee. She found that she needed to 
speak more loudly and definitively and to adopt a more 
directive style when training in the Memphis programs. One 
could go too far in this other direction, however, as we also 
got feedback about a trainer from Boston that his style was 
too abrupt. Add to this the complicated dynamics of race, 
ethnicity, language, and gender, and the work of connecting 
and finding a style that resonates for your audience, while 
remaining authentic, can be quite a challenge.

Our goal is to have coaches and trainers who are working 
with staff in the communities in which they live. This does not, 
of course, guarantee resonance, but is very helpful. For exam-
ple, when we implemented CPS in our Mississippi programs, 
we had a coach from Eastern Tennessee meeting remotely 
with those teams. Our implementation progress was slow in 
that state, and we went almost 2 years without having many 
staff demonstrate the confidence and fidelity to the model 
necessary to graduate from coaching. Then we were able to 
have one of our lead clinical staff from Mississippi take over 
the coaching when he became CPS-Certified. In the first 
9  months after he started coaching those teams, 20 staff 
graduated from coaching. It seems this did not have to do 
with the relative skill of the two coaches but rather had to do 
with staff feeling more connected to the coach from their own 
area and his ability to present concepts and talk with them in 
ways that felt more understandable and familiar to them.

We do not have a person certified to coach in every state 
or program in our organization, and so our most important 
connection tool is Collaborative Problem Solving itself. Each 
of our trainers and coaches first needs to be self-aware 
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enough to understand how they are being perceived by oth-
ers, and this is a thinking skill that we want to nurture in 
them. Then, they need to be open, ask questions, use empathy, 
and seek to understand the mindset, culture, and needs of 
their audience wherever they are coaching or training. 
Observing, listening to, and really understanding how folks 
are absorbing the CPS philosophy and approach will help us 
appreciate and respond to their concerns in a way that can 
resonate more strongly for them.

�In Closing

We knew we had succeeded in shifting our Youth Villages 
culture to CPS when, at the annual Youth Villages Employee 
Conference, references to CPS were naturally woven into the 
staff skits and presentations from all over the country. It was 
a joy to see so many of the workshops offered at conference 
have some CPS connection or focus. The best indication of 
our successful implementation, however, came in the closing 
session of our conference, during which our CEO interviewed 
a family that had just completed our services. A young man 
and his aunt, who raised him, both spoke eloquently about 
how learning the Collaborative Problem Solving approach 
had changed their relationship with one another and had 
helped each of them shape happier and more satisfying lives. 
The aunt shared that she had been angry and closed off 
toward her nephew and that the experience of having our 
staff take the time to listen, empathize, and support her was 
really the key to her being able to regulate herself enough 
that she could do the same with her nephew. This so clearly 
describes the power of the CPS approach and affirms the 
importance of bringing CPS to all of the clients we serve 
across our large organization.
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How do I know if an individual is doing CPS “right,” and how 
can I support the practice of good CPS in my organization or 
school? Integrity1 to an intervention is the degree to which an 
individual is practicing that intervention the way it was 
intended [1, 2]. Measurement of integrity is an important 
aspect of implementation. In fact, the most reputable reposi-
tories of evidence-based programs and practices require a 
method of integrity measurement in order to obtain the 

1  Throughout the literature on this topic, the terms integrity and fidelity 
often are used interchangeably. For the purpose of continuity, we use 
integrity in this chapter, even if we are reviewing work that has been 
done under other terms.
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highest level of support as an evidence-based practice. In this 
chapter, we will help the reader understand the importance of 
maintaining adequate integrity to the CPS approach and will 
describe the tools available for assessing CPS integrity.

When examining integrity to an intervention, there are 
several dimensions to consider. Adherence refers to ensuring 
that all components of the intervention are being delivered. 
Quality, or competence, refers to how well an intervention is 
delivered, such as if the main program components are deliv-
ered clearly and correctly [3]. Dosage, or exposure, refers to 
the amount of intervention that the client receives, in other 
words, whether the client is receiving the recommended fre-
quency and duration of intervention [4]. Finally, differentia-
tion is the degree to which the intervention is clearly 
distinguishable from comparison, control, or standard-of-care 
interventions [5].

The content and mode of delivery of an intervention is 
decided upon using evidence-based theories that developers 
believe will result in specific outcomes. Thus, delivering the 
content in the way it was intended to be delivered, in theory, 
optimizes the likelihood that a provider will attain the 
intended outcomes [1]. Efforts to bridge the gap between sci-
ence and application have placed increasing focus on dissemi-
nation and implementation of evidence-based practices into 
community settings. Thus, at every stage of evaluating an 
experimental intervention, it is critical to assess integrity to 
the approach as it was developed. At the first stage, when the 
intervention is being tested on what is likely a small number 
of individuals in a very controlled setting, it is critical to assess 
integrity because when you assess that an experimental prac-
tice is delivered as intended, you are then able to make valid 
inferences from these studies about the effectiveness (or lack 
thereof) of that experimental practice. Then, once an inter-
vention is found to be effective in a controlled setting, and 
later tests of the intervention are done in community settings, 
it is important to assess integrity to be sure that practitioners 
are replicating the original (proven) practice correctly. Then 
if it is found that the intervention worked in a controlled set-
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ting but not in the community, you can be sure that the 
difference was due to a factor in the setting or the population, 
rather than with the delivery of the intervention itself.

From an evaluation perspective, then, it is necessary to 
develop an adequate way to assess integrity even before pre-
paring to evaluate outcomes related to the approach; you 
must show you are actually practicing the approach as 
intended before you can know whether your effects are due 
to the approach! In an extreme example, let’s imagine that 
the (fictional) Sunrise Program trained its entire staff in CPS 
and provided weekly coaching, while the (equally fictional) 
Sunset Program continued care as usual. Six months later, 
administrators noticed that at the Sunrise Program, rates of 
staff turnover had decreased dramatically and staff reported 
lower rates of stress and burnout, while turnover, staff stress, 
and burnout rates at the Sunset Program showed no change. 
What is the likelihood that this improvement in outcomes 
occurred as a result of staff learning and using CPS? What if 
I told you that we measured integrity and found that staff at 
Sunrise Program understood and were using CPS frequently 
with youth in their care and that the quality of their delivery 
matched the training almost perfectly? Hopefully, you would 
report with confidence that the differences between these 
two programs were due to CPS.  How would your answer 
change if I told you that we measured integrity and found 
that the staff, despite training, were doing little to no CPS 
with the youth in their care? Hopefully, your confidence is 
now wavering! Perhaps the changes in turnover, stress, and 
burnout were due to another factor (like a change in leader-
ship, or a different training), or perhaps it was the “breathing” 
time that the CPS coaching sessions allowed (or the donuts 
that the director brought to coaching sessions), but not CPS 
itself. Now let’s imagine that I told you that we actually didn’t 
measure integrity at the Sunrise Program; we just assumed 
the staff were doing the intervention with adequate integrity 
by the time we measured the outcomes. How, then, would you 
know whether the changes in turnover, stress, and burnout 
could be confidently attributed to the intervention? You 
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couldn’t. As this example illustrates, without assessing 
integrity to the intervention, an evaluator may misinterpret 
outcome data. For instance, a false-negative finding might 
occur if program was not implemented with integrity, the 
evaluator assumed it was, and outcomes were poor. In this 
case, the evaluator, and thus the clinical team, may prema-
turely dismiss an intervention as “not working,” when it was 
them who were not working! Conversely, a false-positive 
finding might occur if the intervention is not implemented 
correctly, the evaluator assumed it was, and outcomes were 
good. In this case, the intervention would be celebrated, or 
even published, as an effective practice, and other similar 
programs may waste resources implementing it without suc-
cess. Perhaps it was an extraneous variable that caused the 
effect, like in the case of the Sunrise Program, or it may have 
been that the “incorrect” variation of the program is what 
caused the effect. In either of these cases, measuring integrity 
data would have resulted in more accurate conclusions and 
saved resources.

In addition to supporting claims that a new practice or 
approach affected outcomes, measuring integrity has other 
practical advantages. Stakeholders (purchasers, providers, 
consumers) can use integrity data to discern whether the 
program purchased was delivered and received as intended 
[6]. Clinical supervisors can use integrity data to inform 
areas in need of support in their supervisees [7]. In this way, 
monitoring integrity during supervision creates a feedback 
loop that can be used to ultimately improve integrity. Finally, 
program administrators can use individual-level integrity 
data to allocate training resources to those staff who need 
extra support, or to particular areas of training that don’t 
seem to be sticking, in order to stretch and maximize every 
training dollar.

Despite the above arguments for the importance of 
integrity measurement, there are few interventions that 
have reliable and validated measures [2, 8]. At Think:Kids, 
we have been developing strategies and tools that can be 
used to assess whether an individual, or even a whole orga-
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nization, is “doing CPS well.” We teach these strategies and 
tools to individuals and organizations looking to imple-
ment CPS well and will begin using themselves every time 
we study outcomes of CPS in a new setting. In the rest of 
this chapter, we will talk more about these recent efforts 
and tell you what tools are currently available for this 
purpose.

�Assessing Integrity to CPS

As discussed previously, measuring integrity should include 
attention to adherence (are all components of CPS being 
delivered?), quality/competence (how well are the CPS com-
ponents being delivered?), dosage/exposure (are clients2 
receiving the recommended frequency and duration of CPS 
components?), and differentiation (are practitioners avoiding 
use of other approaches that are theoretically opposed?). At 
Think:Kids, we have developed formal and informal ways of 
assessing integrity of CPS by examining practice at the level 
of the individual practitioner and at the level of the 
organization.

Whether you are focusing on the individual and/or the 
organization, CPS integrity should be assessed by an indi-
vidual who is, him or herself, an expert in the approach. 
Ideally, this would be a CPS Certified Trainer who has some 
experience coaching individuals and systems on implementa-
tion, but that is not always practical or possible. The minimum 
requirement for an integrity evaluator should be completion 
of Tier 2 training. However, this alone shouldn’t be the sole 
prerequisite. Keep in mind that your integrity assessment can 
only be as good as the assessor’s knowledge of CPS and abil-
ity to communicate constructively and poor or misguided 

2  Throughout this chapter, we will refer to the individual that is the tar-
get of CPS as a “client,” with the understanding that in your setting, the 
client may be better described by “patient,” “student,” “resident,” or 
something else.
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assessment can be frustrating and confusing for CPS 
practitioners.

So where can you find the material that you will use as 
your “data,” in order to assess integrity? Data for this pur-
pose comes from a variety of sources, including direct obser-
vation of practitioners; audio or video recordings of 
practitioner-client interactions (with consent!); standard cli-
ent records and documentation of client interactions; and 
CPS-specific documentation including the CPS Assessment 
and Planning Tool or the Plan B Tracking Sheet.3 In deciding 
on your data source, you will want to consider a number of 
factors, including the reasons that you are assessing integrity, 
the rigor with which you want or need to do so, the staffing 
and time that are available for integrity assessment, the tech-
nology available (e.g., recording equipment or electronic 
record keeping systems), and any specific features of your 
setting that may make particular types of data easier or 
harder to capture. For instance, in some settings, such as in 
residential treatment units, CPS becomes part of every inter-
action, and thus trying to collect video recordings of Plan B 
conversations may be less practical compared to educational 
or outpatient settings where Plan B conversations tend to be 
more bounded. In settings that have electronic health records, 
it may be practical to pull random samples of standard docu-
mentation on a regular schedule and monitor integrity in this 
way. For settings in which it’s impossible to do observation of 
clients or review of documentation, none of these may be 
practical or even possible. For these settings, we have created 
written vignettes to which practitioners can respond. 
Evaluators then assess to what extent each practitioner 
responds to the fictional vignette in a CPS-consistent way. (A 
study of the correlation between integrity ratings on this type 
of vignette measure and direct observation is being con-
ducted as this chapter goes to press. While integrity ratings on 
this measure may not be perfectly correlated with integrity to 

3  Many tools like these are available, for free, from www.thinkkids.org.
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CPS with a real client, we expect that is correlated to some 
degree and is still better than nothing!) Once you know what 
type(s) of data you will be using to evaluate CPS integrity, 
you can pick the integrity tool(s) that are right for you. We 
continue to develop and evaluate a variety of integrity tools, 
and information on the latest tools can be found on our web-
site or by contacting our Research and Evaluation team at 
Think:Kids. A sample of assessment methods and tools are 
described below, which can be used alone or in combination. 
The most current version of each tool is available by contact-
ing Think:Kids. Table  7.1 compares these different methods 
and tools on a number of important factors (Video 7.1).

�Expert Coding

If you have a CPS expert who has extra time on his or her 
hands, the gold standard method for assessing integrity to a 
practice is to have an expert in that practice observe practi-
tioners with the patients, students, or clients in their care. In 
addition to needing an available expert, you will need a quan-
titative method for that expert to rate his or her observations. 
For this purpose, we have developed a coding system called 
the CPS Manualized Treatment Integrity Coding System 
(CPS MEtRICS), consisting of the CPS Treatment Integrity 
Manual (CPS-TIM) and corresponding CPS Treatment 
Integrity Rating Form (TIRF). This coding system requires 
that the CPS expert observe an interaction between practitio-
ner and client and rate which CPS components (and which 
contraindicated components) occur (adherence and differen-
tiation) and to what degree of quality they occur (competence), 
during the interaction, in 5-min increments. By observing 
random interactions over time, the rater can also combine 
ratings to understand the frequency or quantity of CPS that 
is being delivered (dosing). These observations could be live, 
but the method works better with video or audio recording, 
so the rater can stop or rewind the interaction when neces-
sary. Because this method is costly due to staff time needed, 
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and because expert coders must be trained to a level of high 
inter-rater reliability, it is frequently reserved for times when 
extremely precise integrity ratings are needed, such as in 
clinical trials and other research evaluations, or when a staff 
member is pursuing CPS Certification, in which case these 
expert ratings can be completed by Think:Kids staff and 
relayed back to the practitioner for the purpose of increasing 
the practitioner’s integrity to reach an integrity benchmark.

�Supervisor or Practitioner Report

Many organizations either don’t have the in-house CPS 
expertise or available staff time to use the gold standard 
method of expert coding. In this case, another option is to 
have supervisors or even the practitioner himself or herself 
complete self-report ratings. For this purpose, we have devel-
oped the CPS Treatment Integrity Rating Form – Short ver-
sion (CPS TIRFS). This rating form assesses adherence to, 
and competence in delivering, the same CPS components that 
are covered in the full CPS-TIM and CPS TIRF and monitors 
differentiation from contraindicated practices. Over time, data 
from multiple CPS TIRFSs can also be used to calculate dos-
age. Rather than rating in 5-min increments, the rater pro-
vides a single global rating for each component, summing up 
impressions from an entire interaction. Supervisors are asked 
to complete the CPS TIRFS after providing supervision to a 
practitioner in which a CPS case is reviewed, or after review-
ing a recorded CPS interaction. A practitioner is asked to 
complete the CPS TIRFS immediately after a session or 
interaction in which he or she used CPS.  The major 
disadvantage in this method is that the ratings will only be as 
good as the rater. Thus, the supervisor-rated TIRFS should 
only be used when supervisors are very knowledgeable about 
CPS, and the practitioner-rated TIRFS should only be used if 
the practitioner is very knowledgeable about at CPS and the 
organization wants to gather information on frequency of dif-
ferent components used or on dosage across programs. While 
in most organizations this method may not give precise 
enough integrity information for use in research and 
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evaluation, it can provide an excellent tool for increasing 
integrity during supervision. For instance, a practitioner and 
supervisor could both complete a CPS TIRFS about the prac-
titioner’s recorded session and then discuss places where one 
or both saw areas for improvement in integrity.

�Document Review

The two methods discussed above work best in settings where 
CPS interactions occur in bounded sessions: outpatient or in-
home therapy, educational settings, or meetings with proba-
tion officers. In milieu settings, in which clients and staff live 
in a therapeutic community, CPS interactions are likely to 
occur in a series of very small interactions that continue over 
long periods of time. In those settings, it tends to be harder to 
find, and rate, distinct CPS interactions. For instance, the 
assessment phase of CPS, which in outpatient or in-home set-
tings often occurs during a therapy session with a caregiver, 
may happen only in documentation or in a staff team meet-
ing. Even proactive Plan B conversations are more likely be 
spread over time rather than bounded, with the collection of 
information about the client’s concern occurring in a series of 
quiet moment during a meal or during teeth brushing. In 
these settings, rating-bounded CPS interactions may not be 
practical. Supervisor-rated CPS TIRFS may work if the 
supervisor has very close observation of the staff member or 
gets detailed reports of interactions over time. However, what 
we have found works better in these settings is to use 
documentation reviews to assess and monitor integrity. This 
typically needs to be customized to the organization, because 
every organization’s documentation practices are different 
(not to mention state regulations!). The first step is to review 
and revise current documentation practices, including treat-
ment plans, shift reports, daily progress notes, behavior plans, 
etc., to make sure that the documentation permits, and even 
encourages, documentation of lagging skills, unmet expecta-
tions and triggers, Plans to be used, and tracking of Plan B 
conversations and enacted solutions. Once CPS-consistent 
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documentation is in place, supervisors that have advanced 
CPS skills can plan how they will pull and review documenta-
tion and provide feedback to staff on lapses in integrity that 
can be observed in documentation. For instance, review of a 
treatment plan may find that a particular staff member is list-
ing challenging behaviors in the section reserved for triggers 
and unmet expectations. A discussion about this may help 
identify that this staff member needs refresher training on the 
basics of CPS assessment. Review of a behavior plan and 
daily progress note may find that although a solution for a 
particular trigger was discussed and put in practice on 
Tuesday, milieu staff used Plan A the following day for that 
trigger, which led to a youth’s aggressive behavior and a 
physical restraint. A discussion about this may lead to a new 
way to communicate enacted solutions to staff on different 
shifts. Document review works best for the purpose of inter-
nal quality control; however, ratings of particular staff teams’ 
documentation over time could also be matched with out-
comes for that team. Though typically used in a more qualita-
tive fashion for the purpose of supervision, 
organization-specific rating forms can be designed to collect 
more quantitative data on integrity. Either way, document 
review provides information on adherence, competence, dos-
age, and differentiation.

�Fictional Vignette

Although it does not provide a view into how a practitioner 
responds in a real-world interaction with a client, sometimes 
you may simply want to evaluate whether a practitioner has 
learned the content of the CPS approach and understands the 
basics of how to deliver that content in an interaction. One 
very low-cost option for doing so is to ask the practitioner to 
respond to fictional vignettes in which typical clients appear 
in typical situations. The practitioners’ responses can then be 
rated based on a rubric that addresses adherence, quality, and 
differentiation. We have developed one such set of vignettes 
for use with youth, called the CPS Knowledge Assessment 
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Part A (Part B is a multiple-choice content assessment that 
can be given at the same time). Plans to create standardized 
video vignettes are underway. An organization interested in 
this method may decide to develop their own vignettes that 
represent situations more customized to their own setting.

�Organizational Integrity Assessment

CPS is not only a way of intervening with challenging indi-
viduals but is also a philosophy about the reason for challeng-
ing behavior. Thus, when an entire therapeutic or educational 
program implements CPS, it is not only individual practitio-
ners’ interactions with their clients or students that change. 
An organization may notice other aspects of their work 
changing, including the way all staff talk about and interact 
with clients (and each other), documentation practices, stan-
dard operating procedures for “misbehavior,” and profes-
sional development schedules and practices. Once CPS 
becomes fully embedded in the program, staff may see 
observable signs of the CPS philosophy in every aspect of the 
organization; in one case, we saw an organization’s mission 
statement change in response to adopting CPS! Thus, focus-
ing integrity assessment only on individual practitioners may 
result in missing important aspects of “doing CPS well.” In 
order to assess, monitor, and improve these organization-
wide factors that, when done with high integrity, can support 
practitioner-level integrity, we have developed a checklist of 
these factors. For example, items on this checklist include “Is 
there an organization-wide stance on critical incidents that is 
consistent with CPS?” and “Is there a lack of motivational 
point and level systems?” Staff or leadership teams can use 
this checklist informally to see how well their organization 
has been setting their practitioners up for success with CPS 
and can identify areas for improvement at the system level. 
Additionally, sites can request extensive consultation around 
organization-wide CPS integrity that includes a detailed 
review of documentation, interviews with staff, a review of 
audio and video recordings, and a site visit by a CPS expert 
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that is external to their organization. Outcomes of this assess-
ment include detailed feedback and opportunities for addi-
tional consultation to improve organization-wide integrity, 
and sites that reach an integrity benchmark can be designated 
a “CPS Associate Site” or “CPS Certified Site.”

�Monitoring and Improving Integrity  
in Your Organization

If you are implementing CPS, we encourage you to use the 
techniques and tools described here to measure, and track, 
and improve the implementation of CPS in your practice and/
or in your organization. Doing so will allow you to know 
whether the outcomes you see (whether good or disappoint-
ing) are likely to be related to the use of CPS and will also 
allow you to target additional training and coaching where 
needed. In this way, you can maximize integrity by monitor-
ing integrity.

Although some have found that integrity is an important 
factor in assuring positive clinical outcomes when practices 
are delivered in community contexts (e.g., [9]), others have 
found that flexibility is beneficial, especially in complex set-
tings [10–12]. So how can we get the benefits of integrity, as 
argued above, yet be flexible enough to accommodate the 
many different settings and populations in which we are find-
ing CPS to be useful? We would actually argue that flexibility 
is built into the CPS approach and that part of doing CPS 
with integrity is responding flexibly to the needs, the stated 
concerns, and the skill limitations of the client and/or 
caregiver.

With this in mind, as you use the integrity assessment tools 
reviewed in this chapter, or you design your own, note that 
rigid adherence to particular components is sometimes not 
possible or optimal because services need to be adapted/tai-
lored to specific settings or to client populations. For example, 
some clients may be of a particular developmental level or 
culture that calls for some components to be used more than 
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others. Or in short-term placements, clients may be assessed, 
and then only selected elements of intervention can be imple-
mented in the time available, so it wouldn’t make sense to 
assess adherence to every component of CPS or to strict dos-
age requirements.

It may be hard for an individual or organization that is new 
to CPS to know which components of CPS should be rigidly 
adhered to and which can be more flexible. In fact, this can be 
a challenge even for CPS experts. In these cases, remember 
that this is still a relatively new approach and we continue to 
learn how to adapt the approach across settings, populations, 
and individuals. Research will continue to guide us, and 
administrators and clinical staff should come together with 
CPS trainers and coaches to make informed decisions about 
how best to assess integrity in a way that is structured and yet 
flexible to each setting.
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One year ago, you began training your staff in Collaborative 
Problem Solving (CPS). During the past year, you have spent 
training dollars and allocated professional development time to 
CPS.  Your staff have spent hours in weekly CPS coaching 
groups. Your leadership staff have met many times to discuss 
how operating procedures and documentation needed to change 
to support CPS and monitor integrity in practice, and work-
groups spent time making those changes. As with other similar 
program changes, the direct and indirect costs of adopting CPS 
in your organization were significant.

As the first year ends, you call the staff together and ask the 
group, “So, has CPS worked?” Some of the staff respond with 
a resounding, “Yes!” They describe clients or students that they 
don’t believe would have benefitted from the old practice. A 
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few, however, say that they believe they would have done just 
as well with the previous practice, and all the extra effort wasn’t 
worth it. Many staff are unsure; they recognize that it was a lot 
of work to learn this new approach and like the changes in 
culture that they sense, but they don’t quite know whether it 
“worked.” They recognize that each of them only knew their 
own caseload or classroom; they don’t have a good understand-
ing of how the group did overall.1 So you take their comments 
to the relevant stakeholders (perhaps a board of directors, or 
your funders, or maybe a parent organization), and they ask 
you the following questions: Was CPS worth the cost? Are 
there particular staff who are using the new program well and 
others who could use more training? Are there particular cli-
ents or students who benefited and others who didn’t benefit 
as much? How will you answer their questions?

When we introduce CPS to a new organization or school, 
we usually take a moment to ask members of leadership how 
they plan to measure whether CPS has the intended effects. 
Quite often, in response to this question, we get a quizzical 
look or a furrowed brow. Even when administrators of edu-
cational, correctional, and mental health programs have been 
trained on the importance of outcome evaluation, they may 
not know where to start to evaluate their own outcomes. The 
purpose of this chapter is to demystify the process of out-
come evaluation for those who are looking to implement CPS 
(or any new program or practice) and who want to monitor 
outcomes to know if it is “working.” First we will briefly 
review the outcomes that have already been measured and 
related findings. Then we will outline the six steps you will 
need to follow to conduct basic outcome evaluation in your 
school or organization in order to answer your questions 
about whether, and how, CPS is working for you. Finally, for 
those who have more traditional research resources available, 
as well as the desire to advance our understanding of the 

1  Additionally, research tells us we grossly overestimate our own abilities 
and the improvement of our clients (see [19]). It is apparently very dif-
ficult to be accurate judges of our own work, regardless of which 
approach we use!

A. R. Pollastri and L. Wang



151

approach more generally, we outline those areas that are in 
need of further research exploration and understanding.

�What Do We Already Know About Outcomes 
Related to CPS?

Because of programs that have carefully evaluated outcomes 
before and after implementing CPS, we already have an 
understanding of some of the outcomes that can be affected if 
we implement CPS well and ways others have evaluated these 
outcomes. This past work can inform your efforts to evaluate 
outcomes by helping you think of the particular outcomes you 
may want to evaluate and the methods and measures you 
should use. In some cases, you may want to choose outcomes 
that have already been explored, and in other cases, you may 
want to choose to examine new outcomes, either because 
those are the outcomes in which you are interested or because 
you want to further our understanding of the approach. 
Following is a summary of research on the effectiveness of the 
CPS approach, organized by setting (for a review, see [14]). 
Although CPS is increasingly being used in young adult and 
adult settings, the vast majority of the completed studies have 
been completed in youth settings.

Outpatient and In-Home Treatment

Evaluations of CPS in outpatient and in-home settings have 
found that CPS is effective for reducing symptoms of 
ADHD, oppositional behaviors, and parenting stress and for 
improving relationships between parents and their children 
[4, 7, 11]. CPS has been found effective with individual fami-
lies (outpatient and in-home) and in outpatient parent 
groups. Preliminary research suggests that the key mecha-
nism behind treatment effects may be children’s improved 
executive functioning skills [9]. A randomized controlled 
trial suggested that CPS is at least as effective as a standard 
behavioral parent-training model for improving youth 
behavioral symptoms [7].
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Inpatient and Residential Settings

Evidence in inpatient settings suggests that CPS is effective to 
reduce the use of physical and mechanical restraints and 
seclusions [8, 13]. Such reductions in restrictive practices can 
contribute to significant cost savings [12, 15]. In addition to 
externalizing symptoms, the use of CPS has been associated 
with improved social skills, increased community engagement, 
and fewer internalizing symptoms (for a review, see [15]).

Educational Settings

Using CPS in educational settings has been consistently asso-
ciated with reductions in disciplinary outcomes such as physi-
cal restraints, seclusion, suspensions, and alternative 
placements. Teachers who learn CPS have reported less stress 
and improved confidence and relationships with students 
[17]. CPS has also been associated with improved student 
attendance and family participation. More recent research 
suggests that students who received CPS in school exhibited 
improved skills in the areas of behavior regulation and emo-
tional control [18].

Correctional Settings

Preliminary results suggest that the use of CPS in youth cor-
rections can decrease violent outbursts, restrictive interven-
tions such as seclusion, and staff injury and the use of CPS has 
also been associated with decreased recidivism rates [14].

�Six Simple Steps for Evaluating Your 
Outcomes

While research studies, including randomized controlled tri-
als, are intended to contribute to an understanding of whether 
the practice or approach being studied is better than another 
in general, outcome evaluations are intended to measure the 
process or delivery of care for a particular organization. Some 
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reasons to conduct an outcome evaluation include (1) to 
determine whether you are seeing benefits of the program 
(and, if not, to know you need to make a change); (2) to iden-
tify subsets of staff or patients that are not getting the maxi-
mum benefit, in order to inform decisions about further 
training or supplemental interventions needed; and (3) to 
justify costs to stakeholders on whom you are dependent for 
approvals and funding.

Designing and conducting an evaluation with reasonable 
scope are not as difficult as they may seem, and there are 
many relatively simple but scientifically sound projects that 
you can conduct with basic knowledge of research methods 
and simple statistics. Good information can be gleaned from 
relatively simple evaluation by following best practices and 
by being aware of the limitations of the type of evaluation 
design that you choose. Below we outline the steps of such 
an evaluation, and we use a fictional case example to dem-
onstrate how you can plan and conduct a successful out-
come evaluation, so that when someone asks you, “Did it 
work?” you will be confident in your answer. If you are 
fortunate to be in a district or agency that has a research or 
evaluation department, and you are already monitoring out-
comes, you may find that your program is already following 
many of the recommendations here, though you still may 
find some helpful tips.

�Step One: Decide What to Measure

Why did your organization turn to CPS? What are you hop-
ing will be different in a year, or two, or five? Perhaps you are 
trying to decrease the use of restraint or seclusion. Maybe 
you are frustrated by low staff morale and high turnover. Or 
you could be trying to build clients’ executive functioning 
skills to decrease repeat admissions or recidivism. Once you 
have clarified what you are hoping will be different as a result 
of CPS, you know what you will need to measure. This is 
called your variable of interest. It is best to pick a few rather 
than just one if possible, so as to not depend too much on one 
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outcome. However, if you pick too many, you improve your 
chance of a false positive; odds tell us that the more factors 
you measure, the more likely at least one factor will show 
improvement just by chance alone. So we recommend picking 
three to five variables of interest.

There are a few things to consider as you determine your 
variable of interest, which are outlined below and also sum-
marized in Table 8.1. First, consider the time that you have for 
this project, and try to pick a factor that will change quite a 
bit over that time. For instance, if you only have 3 months to 
see change, you may want to measure something that is likely 
to change earlier in implementation (such as staff attitudes) 
rather than something that takes longer to change (such as 
clients’ skill development).

Second, to increase the power of detecting changes, you 
can pick a variable that will change a lot, increase the number 
of participants you are surveying, and/or increase the number 
of timepoints to measure. For example, if you will survey only 
20 clients, you will need an outcome variable that will change 
a lot in proportion to its natural variability across individuals, 
or you should take frequent measurement; if you will survey 
hundreds of clients and/or you will measure progress monthly 
for 6 months, you will be able to use an outcome variable in 
which the change is smaller.

Third, at least some of your variables of interest should be 
proximal to your implementation. A proximal outcome is one 
that is more directly impacted by your intervention, rather 
than one that is a distal, or downstream, effect of the inter-
vention. For instance, while you might hope that standardized 
test scores will be affected by implementing CPS at your 
school, a more proximal outcome is the number of times stu-
dents are sent out of class to the office, because frequency of 
office referrals is more directly impacted by the intervention. 
You could also examine test scores as a secondary variable, to 
explore whether there are downstream effects of time in class 
to test scores; but you must keep in mind that test scores are 
impacted by other factors unrelated to the use of CPS (e.g., 
curriculum or staff changes), so it will not only be more dif-
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ficult to detect change due to the intervention, but without a 
comparison group, you may be less confident that change is 
due to CPS.

Finally, in addition to proximal and distal outcomes, you 
will want to be sure to measure the targets of your interven-
tion. These are the specific indicators that your intervention 
is being delivered successfully. For instance, the targets of 
CPS include the skill with which the practitioners or educa-
tors are having Plan B conversations, or the degree to which 
the staff believe in the “skill-not-will” philosophy of CPS. If 
you don’t observe positive change in your outcome variables, 
it will be important to know whether the intervention was 
delivered but didn’t have the intended impact, or the inter-
vention was not adequately delivered. By measuring these 
direct targets, you protect yourself against discarding an 
intervention that, if delivered better, could have accom-
plished the expected outcomes.

�Step Two: Pick a Measurement Tool

For each variable of interest you identify, your next task will 
be to decide the best way to measure it. Some variables are 
best measured via independent observation (e.g., how many 
times in 1 h does a staff member use threats of consequences 
for misbehavior?). Other variables are best measured via 
questionnaires, also known as surveys (e.g., what is the quality 
of the relationship between parent and child in each family 
receiving treatment?). Still other variables can be captured 
through record reviews (e.g., how many suspensions were 
given in each month of the school year?).

In selecting a measurement tool, consider whether your 
variable of interest is subjective (based on the opinion or 
feelings of the reporter) or objective (an unbiased report or 
count). If the variable is objective, try to directly measure that 
factor whenever possible. For example, if you seek to track 
reductions in challenging behavior over time, you could ask 
staff to rate the severity of a client’s challenging behavior, but 
this would be a subjective measure of an objective factor. You 
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are likely to get better objective information by directly mea-
suring the frequency of the client’s challenging behavior. You 
may choose to measure reductions in behavioral problems 
both ways; the concordance of the two types of measures (or 
lack thereof) would be interesting as well. For any subjective 
measure, consider who the best person is to do the reporting. 
Should the client complete a self-report? Should the parent 
be the reporter? A staff member? An independent observer? 
Your answer will be different depending on your variable of 
interest. You may even decide that multiple reporters on the 
same variable would be useful information to have. For 
example, if a parent reports improved parent-child relation-
ship after introduction of CPS but the child reports no 
change, this may impact the delivery of the program moving 
forward.

If you determine that the best measurement tool to cap-
ture data about your variable of interest is a questionnaire, 
then you will need to find a valid and reliable questionnaire 
to use. It is not advisable to design your own questionnaire, 
because making sure it is valid and reliable can be a long 
and complicated process. There are many ways to find exist-
ing questionnaires, and many can be used at no cost (others 
need to be purchased from the developer or publisher, so be 
sure to check). One of the best ways to identify question-
naires is to look for academic articles that have been pub-
lished about that variable in a similar population to yours 
and see whether the questionnaire used would work for you 
(Google Scholar at scholar.google.com is a good free way to 
search academic articles and read abstracts or sometimes 
even full articles). Online searches on your variable of inter-
est and the words “survey,” “questionnaire,” or “measure” 
may also work.

Some variables of interest are specific to CPS or would 
require a combination of existing measures to obtain a 
comprehensive assessment. In these cases, Think:Kids has 
developed some questionnaires that are freely available on 
the Think:Kids website or by request. Brief descriptions 
and psychometric properties of those questionnaires are in 
Box 8.1.
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�Step Three: Plan Data Collection

There are yet more decisions as you plan data collection. 
First, you need to decide who your participants will be and 
how many you will need. Whom you choose as your partici-
pants will be guided by the question you are trying to 
answer – whose responses you want to assess and to whom 
you want to apply the findings. If you only have the time or 
financial resources to collect data from half of the staff mem-
bers, selecting those who are most motivated would be 
biased, and conclusions drawn from your project would be 
overly optimistic. Similarly, selecting all boys while the orga-
nization serves both boys and girls may also be biased, in that 
results from your project may only be applicable to boys, and 
this would compromise the generalizability of your findings. 
Thus, to avoid selection bias, collect a random sample of all 
possible participants, such as all staff members or all of your 
clients. As a general rule, the more participants you have, the 
more confident you can be that your results are true. If this is 
a “pilot” project, completed simply to see whether you can 
detect any change at all, you may only need a sample with a 
small number of participants, perhaps between 10 and 30. But 
if this is your one chance to document outcomes in your orga-
nization, collect information on as many participants as you 
can with the resources you have.

Second, how and when will data be collected? If you are 
using a questionnaire, perhaps you will ask parents to com-
plete it at intake and discharge. If you are collecting observa-
tions, consider who will be completing them. Note that if you 
are looking at change in individuals over time, then you will 
need to collect data from each individual at least twice, while 
if you are looking at change in your organization over time, 
then you need to collect data once prior to the introduction 
of CPS and at least once after CPS implementation is in full 
swing. Since evaluation of outcomes usually includes some 
measure of change, it is ideal to also measure the same vari-
ables of interest in a comparison group that is not exposed to 
CPS; this could be a comparable agency or another school in 
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your district. While not always possible to identify and mea-
sure outcomes in a comparison group, doing so will help you 
rule out the possibility that the change that occurred was due 
to some other factor besides the change in approach, includ-
ing changes in staff or typical development in target 
participants.

Third, determine who will do the actual work. If you have 
a Quality Improvement (QI) or Research and Evaluation 
department, you have likely been working with them to 
design this project, and they will be doing the data collection 
and maintaining your database. If not, ensure that you or 
your staff have the bandwidth to conduct the project. We 
have also found it very useful to contact local graduate and 
undergraduate programs in psychology, education, and statis-
tics, to involve volunteer interns willing to do the legwork on 
a project in order to get experience and mentorship in a real-
world setting.

Finally, does your organization have any policies related to 
data collection and outcome evaluation? Is there an internal 
ethics board that reviews projects like these? Make sure you 
have necessary permissions from your organization and 
guardians (if relevant), particularly if collecting or using pro-
tected health information or audio/video recordings as part 
of your evaluation.

�Step Four: Collect Data

The good news is that if you have done Step Three well, Step 
Four will likely be the easiest. The bad news is that it will 
likely take the longest. Additionally, you may want to con-
sider the following question: Would you prefer to take twice 
as much time as planned or collect data on half as many par-
ticipants as planned? Often one or the other will end up 
being the case! This is even more likely if you need to obtain 
consent from guardians or if you are conducting observations: 
two tasks that always take longer than planned. Tenacity is 
key however, because without this important step, you have 
no project.
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If possible, avoid human error by using technology during 
data collection and data entry. One way to avoid human error 
is by conducting surveys with online tools like SurveyMonkey, 
Google Forms, or Research Electronic Data Capture 
(REDCap). Just be sure to think through the security require-
ments if you will be collecting protected health or educa-
tional information.

�Step Five: Analyze Data

Once your data are collected, entered into a database, and 
checked for errors, it is time to analyze your data to see if the 
outcomes you measured indicate that your variable of 
interest changed in response to the introduction of CPS. There 
are two types of statistics: descriptive statistics, in which you 
report sums, averages, and ranges for the data you collected, 
and inferential statistics, which allow you to discuss whether 
your results were significant or reliable enough such that the 
results were unlikely to occur by chance alone. Depending on 
the size and purpose of your project, descriptive statistics 
may be all you need. For example, in one published evalua-
tion of CPS, the number of physical restraints in an inpatient 
psychiatric unit decreased from 281 restraints in the 9 months 
prior to CPS to 1 restraint in the 15 months following CPS 
training [8]. If those were the descriptive statistics you were 
bringing to your stakeholders, it is unlikely that they will ask 
whether these results were statistically significant. In this 
case, descriptive statistics speak for themselves!

In other cases, you may want to conduct basic inferential 
statistical tests (such as t-tests, chi-squares, or analyses of vari-
ance) to see whether the changes you observed are stable 
enough to claim they may be due to the introduction of 
CPS. If you don’t know how to do these types of tests, have 
no fear; there are options! First, there are many online 
resources for learning basic statistical analyses, including 
Khan Academy and Coursera. Second (and often more desir-
able), you can enlist help from someone else in your organi-
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zation who knows how to do this type of work or a graduate 
student in your area (check local colleges for education, psy-
chology, and statistics programs) who is willing to help in 
exchange for putting this consultation work on their resume.

There are a few common mistakes to watch out for, 
whether you are looking at descriptive or inferential results. 
First, beware of false positives, or the mistaken impression 
that CPS caused change in your variable of interest. As men-
tioned earlier, having a comparison group that is similar to 
your intervention site except that it did not receive CPS will 
help avoid false positives that are due to change occurring in 
response to other variables. Additionally, if you have mea-
sured how well individual staff implemented CPS (i.e., CPS 
integrity), then you should see that outcomes for staff with 
low integrity were not as strong as those with high integrity. 
This is another way to increase confidence in a positive result. 
And of course, unless you conducted a true experiment, you 
should always remember the cardinal rule of outcome evalu-
ation: correlation does not equal causation. That is, you can 
rarely be positively sure that it was the intervention that 
caused a correlated outcome, only that the intervention and 
change in the outcome occurred at the same time. So be sure 
to think through any other explanation for why the change 
could have occurred.

Second, beware of false negatives, or the mistaken impres-
sion that your intervention was not associated with change in 
your variable of interest. This might occur if your measure 
wasn’t sensitive enough or you didn’t survey a large enough 
sample. Additionally, false negatives occur when there is 
another variable that dilutes the effect of your intervention. 
For instance, if for some reason CPS only resulted in positive 
outcomes for boys in your agency, but you measured and 
reported outcomes for a combined-sex sample, it is possible 
that the results for the girls would dilute the boys’ results 
enough that their outcomes would look unchanged. How do 
you combat this problem? Be sure to measure all the vari-
ables (including sex, age, and other demographics) that you 
think may impact response to CPS, and look at change across 
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all subgroups before determining that your intervention did 
not significantly change a variable of interest.

�Step Six: Present Your Results to the Right People

Even if your results are very interesting, they may not have 
the impact you are hoping for if you don’t present the results 
to people that have the power to act in response to them. As 
you consider to whom you should present your results, pon-
der the following questions: What was the purpose of your 
evaluation? Who are your key stakeholders? Who can enact 
change if that is what is needed? Can results be used to 
encourage others? Could these results be published in order 
to inform a larger community of the results? (Video 8.1)

Be sure to target the level of your presentation correctly to 
the audience, providing information in a way that is neither 
too complicated nor too simple. Use graphs and other visuals 
liberally, because a picture really does paint a thousand 
words. But importantly, don’t use visual tools to misrepresent 
or exaggerate the outcomes, and be honest about limitations 
that may exist in your methods or results.

What if your results are “negative?” That is, what if your 
results indicate that CPS did not have the effects you were 
hoping for? If you believe it is a true negative, and not a 
false-negative result due to an error in the evaluation or 
analyses (see Step Five for more information on this), it is 
just as important to present these results to the right people! 
However, before you do so, consider some possible reasons 
why change did not occur, and be ready to present those as 
well. Were staff using CPS with high integrity? Could there 
be something particular to your population or organization 
that made standard CPS not as impactful as expected? Are 
there other variables that seem to have changed instead of 
your identified variables of interest and that are worthy of 
their own evaluation? These explanations will help the lead-
ers in your organization, as well as your CPS trainers and 
coaches, decide how to move forward to improve CPS imple-
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mentation and to maximize the chance of observing your 
intended outcomes.

�Evaluation Case Example

Now let’s turn to an example of a program like yours that has 
decided to evaluate outcomes related to CPS. We will assume 
that the fictional Sunrise Program has an implementation 
team overseeing the adoption of CPS, supervisors monitoring 
and coaching staffs’ use of CPS in practice, and staff that will 
be learning to use CPS with children. Also, we will assume 
that Sunrise Program will be using a system of self-report, 
documentation review, and coaching to assess and monitor 
integrity of CPS (see Chap. 7 for details), so that they can 
confidently determine whether any outcomes can be attrib-
uted to CPS.

The first step is to decide what to measure. The CPS imple-
mentation team considers both the goals of implementing 
CPS and the logistics (such as practical timeline and how 
many staff/clients can be recruited). Together they decide to 
measure outcomes over the first 6  months of implementing 
CPS. In particular, they want to make sure staff’s adherence to 
the CPS philosophy of “skill not will” is increasing and that 
there are reductions in youths’ challenging behaviors. They are 
also concerned about the high number of restraints in the last 
2 years and would like to see this improve. The implementa-
tion team identifies three variables of interest: staff’s philoso-
phy, youths’ challenging behavior, and number of restraints. 
This list includes a mix of target and outcome variables.

Next, they will pick their measurement tools. They decide 
to use the CPS-AIM, available from Think:Kids, to measure 
staffs’ adherence to CPS philosophy. They will track the fre-
quency of youths’ challenging behavior with a checklist of 
frequently observed challenging behaviors (e.g., physical 
aggression, verbal aggression, non-compliance with spoken 
request) that staff can complete at the end of every shift. Since 
they are interested in seeing whether the frequency of chal-
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lenging behaviors decreases across all youth in their care, they 
don’t need to collect this information for every youth, but 
rather they can use a single behavior checklist to capture any 
challenging behaviors observed by any child during the shift. 
The staff are pleased with this solution, because the last thing 
they want is a lot more paperwork! Finally, all restraints are 
logged in the electronic health record system as critical inci-
dents, so the Sunrise staff don’t need to do anything different 
to make sure this information is collected. So far so good!

Decisions related to the third step, planning data collection, 
are directly shaped by the first two steps. Sunrise Program 
wants to measure their staff’s mind-set shift and the youths’ 
behavioral changes, so their participants will include both staff 
members and clients. With the questions above in mind, the 
implementation team at Sunrise Program decides to select a 
random sample of half of their staff that are about to receive 
CPS training and measure “skill-not-will” mind-set prior to 
and immediately after CPS training and then 6 months later 
to check whether the philosophy is sustained. Each of the staff 
selected will also complete the checklist of challenging behav-
iors daily for 2 weeks before CPS training and then for the 
6 months afterward. They talk to the administrator of a local 
graduate program in psychology and enlist the help of a 
graduate student who is looking for real-world research expe-
rience. This student will make sure the data collection tools 
are being completed and will also pull the records for critical 
incidents from the electronic health records and add this 
information to the data spreadsheet. The members of the CPS 
implementation team are hopeful that their staff would be 
more adherent to “skill-not-will” mind-set after training and, 
even more so 6 months later, after continuous supervision and 
coaching. They also expect to see fewer incidents of challeng-
ing behavior over time and, consequently, a decreasing rate of 
restraints over the 6-month period.

Step Four is about the data collection itself, to ensure that 
data collection goes as planned. Since the Sunrise Program 
has a policy that all subjects of research must provide 
informed consent whether or not identifiable information is 
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being collected from them, the implementation team asks for 
consent from both staff and the guardians of the youth who 
will be observed before any data collection begins. Then, to 
reduce human error and because identifiable health informa-
tion would not be collected, all responses are collected using 
a freely available online survey tool. The team creates an 
online version of the CPS-AIM on this survey tool, sends the 
links to all participating staff via email, and asks them to com-
plete the survey prior to and immediately after the CPS train-
ing. They also create separate survey pages for each staff to 
enter frequency of challenging behaviors that they observe 
every day for 6 months. Finally, 6 months post-CPS training, 
they email the participating staff links to the CPS-AIM 
online survey again, for another assessment of staff’s mind-
set. In practice, it is common that staff may forget to enter 
certain data at expected time. Therefore, the graduate student 
intern reminds the staff of data entry and keeps track of each 
staff’s data completion status every week.

With all the efforts above, 6  months into the project, 
Sunrise Program has the data ready for Step Five  – data 
analysis. Since a few members of the CPS implementation 
team at the Sunrise Program are competent and confident in 
conducting descriptive analyses (such as calculating mean 
values for all variables and graphing the outcome variables 
against factors that may impact the outcomes), they conduct 
these basic analyses before asking their graduate intern to 
complete any inferential analyses. Descriptive statistics pro-
vide a quick and intuitive picture of results and help the team 
to generate ideas of what to test with inferential statistics. 
First, they provide tables containing information about the 
sample (staff and clients) in terms of their age, gender, race, 
and years of employment (for staff) or length of treatment 
(for clients). They calculate the mean values and range for 
each of the demographics and find that this sample of staff is 
representative of all staff in their program in terms of their 
demographics. Then they plot the scores of staff’s adherence 
to CPS philosophy on the three timepoints (prior to, immedi-
ately after, and 6  months after CPS training) and notice a 
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steady upward slope that may suggest reliable changes of 
staff’s mind-set. They also graph the frequency of clients’ 
behavioral problems from week to week over the 6-month 
period and notice a clear and steady trend of reduction in 
youths’ challenging behaviors across time. Finally, they gener-
ate a similar graph for the number of restraints in the pro-
gram over the 6  months and find a similar reduction over 
time. The team is optimistic; however, they turn the data over 
to their graduate intern to complete inferential statistics in 
order to check (1) whether the changes they graphed are 
statistically reliable/significant; (2) whether these changes are 
related to CPS or some other factors, by evaluating outcomes 
in relation to staffs’ CPS integrity (as detailed in Chap. 7); and 
(3) whether the observed changes differ by staff’s or clients’ 
demographics, such as gender and race. And we are fortunate 
that this example is a fictional one: nearly all of the results are 
significant, correlated with CPS integrity, and relevant for all 
demographic groups!

For the sixth step, the CPS implementation team at Sunrise 
Program wants to share the findings with senior leadership, 
who can enact any suggested changes, as well as the staff and 
coaches who are providing the service. In order to avoid over-
whelming the audience, they present their graphs and supple-
ment the observable trends with information on statistical 
significance. They also focus on implications of the results, in 
terms of changes for staff (such as documenting their CPS 
integrity as a regular weekly routine), changes for coaches, 
and changes for the whole program moving forward, so lead-
ership can make informed and actionable decisions.

�Advancing Our Understanding of CPS

While most individuals reading this chapter are invested in 
conducting outcome evaluations solely for their own quality 
assurance purposes, some may also be interested in advancing 
the understanding of the CPS approach more generally; to 
contribute to the science of the approach itself. Systematic 
research on CPS is important, because it is through this 
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research on the approach that we can inform continued 
model development and knowledge about targeting CPS 
appropriately in the pursuit of reduced rates of externalizing 
disorders and improved functioning in those who exhibit lag-
ging neurocognitive skills: outcomes that promise great ben-
efits for individuals, their caregivers, and society at large. For 
those readers, we present information on three areas that are 
ripe for research on CPS.

Research with Comparison Groups

As mentioned earlier, evaluations that examine change from 
before to after CPS implementation are limited in their abil-
ity to rule out other factors that may have contributed to the 
change. These other factors are called confounding variables. 
If you are measuring change over time in your organization 
before and after the introduction of CPS, some possible con-
founding variables could be changes in staff or changes in the 
local or national economy that impact the severity of chal-
lenging behaviors exhibited by the individuals in your agency 
or educational setting. Alternatively, if you are measuring 
change over time in individuals before and after they are 
exposed to CPS, one important confounding variable is the 
normal growth and development that occurs over time. In 
outcome evaluation projects that are designed for the pur-
pose of quality assurance in a single setting, it is often not 
possible to rule out these factors, and so we recognize that 
limitation when we discuss our results. However, in research 
studies that purport to contribute to an improved and gener-
alizable understanding of the approach itself, it is even more 
important to rule out confounding variables. Thus, those con-
ducting research on CPS should prioritize the identification 
of comparison groups within or outside the target 
organization.

There are very good arguments against using randomized 
controlled trials that pit practices against one another in 
order to study the effectiveness of interventions like CPS 
(e.g., see [20]); however, the use of waitlist control groups can 
be particularly helpful to ensure that improvements in skill 
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development and symptoms in a CPS group are beyond what 
would be expected with the passing of time and normal 
human development. Additionally, within-organization com-
parison groups (e.g., one teaching “team” versus another or 
one clinical “unit” versus another) can protect against false 
positives due to organizational changes. Since randomization 
in inpatient, residential, and educational settings can be par-
ticularly difficult, quasi-experimental designs (comparison of 
groups in which members are not randomized) are often all 
that is possible.

Long-Term Follow-Up

While studies of within-subjects change due to CPS typically 
have included measurement before and after exposure to the 
approach, very few have included additional measurement 
after the treatment ends (for exceptions, see [7, 11]). Although 
we would expect long-lasting change since two of the hypoth-
esized mechanisms of CPS include neurocognitive skill 
growth and changes in caregiver perspective, there is little 
empirical data regarding how long the positive effects of CPS 
last after an individual has been discharged from treatment. 
Additionally, evidence of sustained change has become one 
of the common criteria for being designated an evidence-
based practice. Thus, a priority for research in the coming 
years will be long-term follow-up of individuals exposed to 
CPS, including measurement of symptoms and attitudes of 
caregivers.

Moderators and Mediators

Most existing research on CPS has focused on measurement 
of outcomes that can be affected through the use of the 
approach. However, these studies of mean change across 
scores of children and caregivers are limited in their ability to 
ensure that any one individual is likely to be helped by 
CPS.  As we progress through the second decade of CPS 
research, it will be necessary to better balance the study of 
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behavioral/disciplinary outcomes with study of factors that 
also help us better understand for whom CPS works (mod-
erators) and how (mediators). These studies can happen 
either in conjunction with, or separate from, more traditional 
studies on outcomes.

Future investigations might explore whether there are 
moderators, such as age, diagnosis, socioeconomic status, cul-
tural background, or parenting style, that predict the success 
of CPS in reducing challenging behavior. Some of the ques-
tions that we may want to answer with these studies include: 
What caregiver factors make CPS more or less impactful? Is 
CPS more or less effective when used with individuals with 
particular skills profiles? Are outcomes different for individ-
uals for whom cognitive skill deficits arise from chronic 
trauma versus genetic temperament? Can we improve out-
comes even more through supplementing intervention with 
adjunct services? With results from these investigations, CPS 
interventions can be modified to better target treatment to 
individuals that it will benefit the most and will allow us to 
allocate resources to identify other approaches that work bet-
ter for others.

To date, we have a number of hypotheses regarding how 
and why CPS works, none of which have received adequate 
research attention. We presume that reductions in disciplin-
ary action such as suspensions, restraints, and seclusions fol-
low decreased oppositional behaviors. However, it is possible 
that staff trained in CPS are less likely to enact restrictive 
interventions in response to challenging behavior once they 
are trained to view such behavior as a product of lagging 
skills as opposed to oppositionality. Similarly, we presume 
that reductions in oppositional behavior result from improve-
ments in neurocognitive skills targeted by CPS: emotion reg-
ulation, attention and working memory, cognitive flexibility, 
language/communication, and social skills. But it is also pos-
sible that individuals exposed to CPS feel more understood 
and are more likely to meet the expectations of their newly 
empathic caregivers. All these should be the focus of future 
research.
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�Conclusion

In sum, every organization or system that is newly imple-
menting CPS (or implementing any new program or prac-
tice!) should determine the outcomes they seek to affect and 
make a plan to evaluate change in those outcomes. There are 
simple ways to evaluate outcomes even with scarce resources, 
and knowing whether CPS is working, how well it is working, 
and for whom it is working will provide your organization 
with information needed to maximize your investment in 
CPS training and coaching.

Much is already known about the outcomes we can expect 
to change by implementing CPS, and your evaluation projects 
can benefit from that existing knowledge. However, our 
understanding of the CPS approach can continue to grow 
with more research using comparison groups, long-term fol-
low-up, and exploration of mediators and moderators. Those 
who have the ability to conduct projects that address these 
gaps in the evidence base can help us increase our confidence 
in, and understanding of, the CPS approach.

Box 8.1 Recommended Think:Kids Measures

Thinking Skills Inventory (TSI)

Could this individual’s trouble with problem solving 
be due to trouble expressing their feelings and concerns 
using language? Are your clients getting better at regu-
lating their emotions when frustrated? Thinking skills, 
including cognitive flexibility, attention and working 
memory, language and communication, social thinking, 
and emotion regulation, are important for adaptive 
behavior, and these skills are trained and practiced via 
the Plan B conversations in CPS.  The Thinking Skills 
Inventory (TSI) assesses these thinking skills. The TSI is 
a 26-item, caregiver-report questionnaire that can be 
completed in 5 min. All items have a 5-point response 
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format, ranging from 1 = consistent strength, 2 = some-
times a strength, 3 = depends, and 4 = sometimes diffi-
cult to 5 = consistently difficult. Items are arranged in 
five scales that reflect strength or difficulty in five 
domains of thinking skills, including attention and 
working memory (seven items), language and commu-
nication (four items), emotion regulation (four items), 
cognitive flexibility (four items), and social thinking 
(seven items), with higher scores indicating more diffi-
culty with the corresponding skills. The reliability and 
validity of the TSI have been examined using a clinical 
sample of 384 children ages 5–18. The internal consis-
tency of each subscale ranged from α  =  0.84 to 0.91. 
Validity of the TSI was examined by correlating scores 
of the TSI to an array of commonly used measures of 
the corresponding traits. Scales of the TSI were moder-
ately to strongly correlated with the existing caregiver-
report measures of the same skills, with correlations 
ranging from 0.54 to 0.74 [21].

Collaborative Problem Solving Adherence and Impact 
Measures (CPS-AIM) 

When parents, educators, or clinical staff learn CPS, you 
might expect certain changes in their attitudes and 
behaviors over time. For instance, you may expect that 
they will increasingly adhere to the “skill-not-will” phi-
losophy in CPS and they may perceive themselves as 
more competent at handling challenging behavior, feel 
less burnout, and perceive an improved relationship 
with the individuals in their care. These variables of 
interest are targeted in the CPS-AIM. There are three 
CPS-AIM versions: for parents, educators, and staff in 
clinical systems. All items on the CPS-AIM are rated on 
a 7-point scale, from strongly disagree to strongly agree. 
The three versions differ in the number of items and 
content and are outlined below.
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•	 CPS-AIM-Parent (CPS-AIM-P) includes 20 items. It 
covers three core scales and three practice-related 
scales. The three core scales are hypothesized to 
improve when using CPS: (1) philosophy, caregivers’ 
adherence to the “skill-not-will” mind-set that chil-
dren’s behavior arises from skill deficits rather than 
poor motivation (four items), with higher scores 
indicating more adherence; (2) prediction, caregiv-
ers’ ability to better predict behavioral problems as 
occurring when situational demands exceed the 
child’s skills (three items), with higher scores repre-
senting better skills at predicting challenging behav-
ior; and (3) parental stress, the degree of perceived 
parenting stress (four items), with higher scores 
indicating less stress. Psychometric properties of the 
three core scales of CPS-AIM-P were estimated 
based on a sample of 202 parents attending an 8-ses-
sion parent group training to learn the CPS approach. 
These groups were offered at Think:Kids for families 
with 3- to 18-year-old children exhibiting significant 
behavioral symptoms. The internal consistency was 
α = 0.87, 0.82, and 0.89, for philosophy, prediction, and 
parental stress, respectively. The three optional prac-
tice-related scales of the CPS-AIM-P include three 
items in each scale to track caregivers’ use of CPS 
practices in managing their child’s unmet expecta-
tions at home. The three practice-related scales focus 
on the three CPS “plans,” or ways a parent may react 
to their child’s unmet expectations and misbehavior, 
including Plan A, Plan B, and Plan C. The practice-
related scales reflect how often caregivers practice 
Plan A, Plan B, and Plan C at home.

•	 CPS-AIM-Educators (CPS-AIM-E) includes 25 
items, grouped into 4 scales, including (1) philosophy, 
assessing educators’ adherence to the “skill-not-will” 
mind-set of CPS that students’ behavior arise from 
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skill deficits rather than poor motivation (7 items), 
with higher scores indicating more adherence; (2) 
perceived positive impact, examining the degree to 
which educators believe they are positively impact-
ing their students’ lives (9 items), with higher scores 
suggesting more positive feelings; (3) perceived 
burnout, measuring the degree of perceived stress 
and burnout (4 items), with higher scores indicating 
more burnout; and (4) perceived CPS competence, 
evaluating educators’ perceived competence of CPS 
skills (5 items). This scale is only used if educators 
have been using CPS for some time, and higher 
scores on this scale mean higher confidence in their 
CPS skills as perceived by the educators. Psychometric 
properties of CPS-AIM-E (excluding the perceived 
CPS competence scale due to lack of CPS practice) 
were estimated based on a sample of 301 educators. 
The internal consistency of the scales was 0.81, 0.86, 
and 0.78, for philosophy, perceived positive impact, 
and perceived burnout scale, respectively.

•	 CPS-AIM-Systems (CPS-AIM-S) is appropriate for 
staff in clinical systems such as inpatient units and 
residential treatment centers. This survey has 24 
items, grouped into 4 scales that are very similar to 
CPS-AIM-E, including (1) philosophy, staff’s adher-
ence to the “skill-not-will” mind-set (7 items), with 
higher scores indicating more adherence; (2) per-
ceived positive impact, staff’s self-report on how 
much they believe they are positively impacting their 
clients’ life (7 items), with higher scores representing 
more positive feelings; (3) burnout, the degree of 
perceived burnout and stress (5 items), with higher 
ratings indicating more burnout feelings; and (4) per-
ceived CPS competence (5 items), with higher scores 
representing more perceived efficacy in using CPS. 
CPS-AIM-S was evaluated using a sample of 666 
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direct care staff in various clinical systems, with and 
without exposure to CPS.  The internal consistency 
was 0.73, 0.86, 0.75, and 0.72, for philosophy, per-
ceived positive impact, perceived burnout, and per-
ceived CPS competence scale, respectively.
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After facilitating the implementation of Collaborative 
Problem Solving (CPS) in multiple organizations for a num-
ber of years, it soon became apparent that the approach was 
also applicable in the context of managing day-to-day opera-
tions in a workplace environment. In each setting, we had 
been asking direct care staff to reconsider and shift their view 
on why children have difficulty managing their behavior and 
following through with expectations. The natural next step 
was to apply the approach to these same staff, shifting our 
thinking about why employees might be having difficulty 
meeting expectations.

Managing staff performance in the workplace can have 
significant costs – in terms of both financial cost and morale. 
Financial costs may be incurred when consulting with a 
human resource expert, obtaining legal advice, and, in more 
serious cases, costs of court or arbitration if the disciplined 
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employee challenges the employer’s decision. In a unionized 
environment, disciplinary actions are often subject to griev-
ance procedures that result in financial and human resource 
costs to the employer. Then if an employee is terminated, 
there are often onboarding costs associated with bringing in 
replacement employees, including training costs and dedi-
cated time for the new employee to acquaint them to the 
organization. Costs to morale can be equally important. 
Employers may not be able to justify a disciplinary decision 
to other staff, and in turn the disciplined employee can be in 
a position of messenger with their colleagues. Similarly, when 
an employer takes frequent disciplinary action, this can result 
in other employees beginning to wonder if they will be next, 
invariably impacting their sense of competence and security. 
When disciplinary issues are not handled well, the fallout may 
include high staff turnover, internal conflict, low productivity, 
and negative corporate image [1]. Taking into consideration 
these costs, it leads one to question the effectiveness of tradi-
tional workplace discipline in terms of improving perfor-
mance, as well as whether there is a less costly option that 
enables employees to do better.

In this chapter, I describe the ways in which the 
Collaborative Problem Solving approach provides a more 
effective option to performance management and how CPS 
can significantly reduce financial and morale costs. First, I will 
discuss how the CPS philosophy applies to the workplace, 
and then I will discuss the process of setting clear and realistic 
expectations at work. Next, I will discuss the applicability of 
the CPS Assessment and Planning Tool (CPS-APT) on the 
job, and finally I will discuss how to use Plans A, B, and C in 
managing staff performance and what the Plans achieve 
when implemented with fidelity.

�The CPS Philosophy at Work

As discussed in Chap. 1, inherent in CPS is the philosophy 
that “people do well if they can,” which stands in harsh con-
trast to the conventional wisdom that people do well if they 
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want to badly enough. The CPS philosophy challenges the 
notion that misbehavior, or lack of compliance, is purposeful 
and goal oriented. Instead, the philosophy suggests that non-
compliant individuals are struggling with lagging cognitive 
skills that get in the way of being able to meet the particular 
expectations in front of them. These cognitive skills, which 
include language and communication, attention and working 
memory, emotion and self-regulation, cognitive flexibility, 
and social thinking skills, are crucial to effective functioning 
in all types of settings. These skills are relevant to misbehav-
ing children or individuals in clinical distress but are equally 
relevant for adults in relationships and in the workplace.

A key shift in thinking is required in order to use CPS as a 
framework for understanding staff behavior and unmet 
expectations in the workplace. This shift in thinking is similar 
to the shift in thinking required when using CPS as an 
approach to understand and work with non-compliant chil-
dren and clinical populations. In particular, the required shift 
includes viewing unmet expectations in the workplace as 
driven not by purposeful or escape/avoidant behavior but 
rather as a result of a skill deficit. Employers who have made 
this shift in thinking view their employees as doing well if 
they can rather than if they want to. What follows is a shift 
away from using traditional disciplinary approaches to 
increase compliance in the workplace, akin to the shift away 
from using traditional disciplinary approaches to increase 
compliance in children that are exhibiting challenging 
behaviors.

�Setting Expectations at Work

One key factor for the success of CPS, whether working with 
children, clinical populations, or adults in the workplace, is 
ensuring that expectations are clear and realistic. In the work-
place, this means making sure that the expectations of the 
employee are outlined concretely and are realistic in the 
context of the skill set that the employee has. Outlining an 
expectation clearly means making sure the individual 
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employee is aware of the “who, what, when, why, and how” 
related to the expectation. When expectations are placed on 
an employee, the employer needs to provide clarity related to 
who is responsible for the particular expectation, what needs 
to be done, by when it must be done, why it is necessary, and 
how it is to be done (if determining how is not the job of the 
employee). Being clear about these components of an expec-
tation will increase the likelihood that the expectation will be 
met the way the employer intended. For example, a typical 
expectation in a mental health setting is that a treatment plan 
is developed for each child receiving service. In order to 
facilitate this expectation being met to the employer’s satis-
faction, an employee would do best to understand the follow-
ing components of the expectation:

	1.	 What needs to be done? A treatment plan that summarizes 
the goals that will be worked on during the course of 
treatment.

	2.	 Who will contribute? The staff member who completed 
the intake and any staff who have worked directly with the 
family may have input; the lead clinician is responsible for 
compiling information into the formal plan.

	3.	 When should it be complete? First treatment plan is to be 
completed within 30  days of admission to a particular 
service.

	4.	 Why it is necessary? Treatment plans provide a guide for 
the family during and following service delivery so as to 
guide and measure the gains of treatment during and after 
services.

	5.	 How it is to be done? A treatment plan is to be developed 
in partnership with the parent, child, and any other rele-
vant actors in the child’s life. Goals should be measurable 
and achievable with a timeline specific to each goal. Each 
goal should build on the strengths of the child and family 
and should resonate with the child and parent.

The more detail that can be provided for how the expecta-
tion should be met, the greater likelihood of an employee’s 
success. For instance, instructions for how the employee can 
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develop a measurable goal, and more guidance related to 
what an achievable goal looks like when completed, would 
lead to a better chance that treatment plans would be submit-
ted with satisfactory goals. Providing this level of detail for 
each expectation may take additional time for a supervisor 
but may take significantly less time than having to manage an 
employee who is consistently failing to meet expectations.

The second requirement of an expectation is that it is real-
istic in the context of the employee’s skill set. For example, 
expecting a mental health clinician to repair a computer will 
likely not be successful unless that clinician has been trained 
on computer repair or has learned how to repair computers 
on his or her own. Thus, setting computer repair as an expec-
tation would not be realistic and thus likely not feasible on 
the part of that employee. Similarly, some types of adminis-
trative work, supervisory tasks, and facility management may 
be outside the skill sets of certain staff, despite how often you 
may call on your staff to cover these types of activities. By 
knowing your staffs’ skills and limitations, then only setting 
realistic expectations, you are setting yourself, and your 
employees, up for success.

Taken together, an employer’s first step if expectations 
aren’t being met is to ensure that the expectations are clear 
and realistic and, if not, make them so. This eliminates a good 
number of instances of “non-compliance” that in fact aren’t 
non-compliance at all.

�Assessment of Lagging Skills

If you have set clear and realistic expectations, but your 
employee is still not meeting those expectations, then what can 
you do? The CPS Assessment and Planning Tool (CPS-APT, 
available at www.thinkkids.org) can be used to better under-
stand potential contributors to unmet expectations. This tool is 
grounded in the neurosciences and includes a checklist of skill 
deficits that can contribute to common challenges that chil-
dren – and adults – have in day-to-day functioning. As noted 
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earlier these skills fall into five categories: language and com-
munication, attention and working memory, emotion and self-
regulation, cognitive flexibility, and social thinking skills. All of 
these skills are critical in a work environment in order to suc-
cessfully meet expectations, no matter what role the individual 
has within that organization.

Language and communication skills are integral to being 
able to function in the workplace. These skills include under-
standing and processing spoken words with adequate speed; 
understanding and following conversations well enough to 
respond; expressing concerns, needs, or thoughts in words; 
and being able to tell someone what is bothering you. 
Without these skills, a number of errors related to workplace 
expectations could easily occur. An employee who struggles 
with these skills could potentially have difficulty understand-
ing what is expected of him/her, may not be able to follow 
conversations about expectations adequately, and also might 
not know how best to ask for help when he/she becomes con-
fused with what is expected.

Attention and working memory skills are also instrumen-
tal to workplace success. Sticking with tasks that require sus-
tained attention; doing things in a logical sequence or order; 
keeping track of time; assessing how long a task will take; 
being able to reflect on multiple thoughts and ideas at the 
same time; maintaining focus and concentration; ignoring 
irrelevant noises, people, or other stimuli; tuning things out 
when necessary; and considering a range of solutions to a 
problem are all critical to being able to meet job requirements. 
For instance, being able to carry a caseload of multiple clients 
in a mental health setting with a variety of deadlines for 
paperwork related to each client requires the capacity to 
focus attention on various tasks, accurately predicting how 
long a particular task(s) will take and being able to reflect on 
multiple thoughts and ideas at the same time. Without skills 
in this area, the employee will invariably fail to meet some of 
their expectations.

Emotion and self-regulation skills include being able to 
manage emotional response to frustration so as to think 
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rationally, managing irritability well enough to respond 
appropriately to others, managing anxiety well enough to 
respond adaptively, being able to think before responding, 
considering the likely outcomes or consequences of actions, 
and adjusting his/her arousal level to meet the demands of a 
situation. Again, these are crucial skills needed in most work 
environments. For example, in a position in which an employee 
has contact with clients or consumers, that employee needs to 
be able to manage irritability and frustration, especially when 
the consumer is agitated. If these skills are lagging, an 
employee will likely not be able to think before responding 
or may not adjust his or her arousal level to meet the demand 
of the particular situation, thus failing to meet the expecta-
tions of the job.

Cognitive flexibility skills entail handling transitions; shift-
ing easily from one task to another; seeing “shades of gray” 
rather than thinking only in “black-and-white”; thinking 
hypothetically; envisioning different possibilities; handling 
deviations from rules, routines, and original plans; handling 
unpredictability, ambiguity, uncertainty, and novelty; shifting 
away from an original idea, solution, or plan; taking into 
account situational factors that may mean a change in plans; 
interpreting information accurately; and avoiding overgener-
alizing or personalizing. In most children’s mental health, 
educational, and correctional settings, deviating from the 
routines and original plan is commonplace and an expected 
part of the job. An employee who struggles with flexibility 
will have a very challenging time managing expectations of 
that work environment. In particular, the unpredictability 
would result in a number of challenges for the employee, 
potentially resulting in a lack of capacity to move forward in 
an adaptive way.

Social thinking skills are also very important in a work-
place. These skills include paying attention to verbal and 
nonverbal social cues; accurately interpreting nonverbal 
social cues; knowing how to start conversations, enter groups, 
and connect with others appropriately; seeking attention in 
appropriate ways; understanding how his or her behavior 
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affects other people; understanding how he or she is coming 
across or being perceived by others; and being able to empa-
thize with others and appreciate others’ perspectives or 
points of view. An employee who struggles with these skills 
invariably will struggle in the workplace. Take, for example, 
an employee, who is unable to understand nonverbal social 
cues, has difficulty connecting with others, and is not able to 
see how she is coming across or is perceived by others. This 
individual will have difficulty connecting both with clients/
consumers and with other staff, may feel like an outcast in the 
workplace, and would likely find all interactions (including 
those with the employer) to be confusing and challenging.

Understanding these skills and the interplay they have 
with functioning in a work environment provides employers 
with a more compassionate view of employees who are strug-
gling to meet their job expectations. If your employee is con-
sistently having a hard time meeting expectations, review the 
CPS-APT, and see if you can’t take some educated guesses 
about what skills struggles may be getting in the way for that 
employee. Then, when you truly believe that employees do 
well if they can and you have some hypotheses about what is 
getting in the way, you’ll find yourself wondering what 
employers can do to help employees who have lagging skills 
meet expectations and thus ensure the success of the organi-
zation. The next section describes how a CPS-consistent 
option can do exactly that and perhaps provide some other 
benefits along the way.

�Traditional Workplace Discipline

In most settings, the traditional approach to addressing 
employees who have not met the expectations of an employ-
ment contract includes progressive discipline as a means to 
facilitate having those expectations met. This typically 
involves clarifying the expectations (often in writing) and 
then systematically addressing failure to meet expectations 
by applying incrementally heavier doses of punishment. 
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This could include verbal warnings, written warnings, sus-
pensions with and without pay, and ultimately termination 
of the employment contract. While, in the best case, this 
process could garner success by serving to clarify expecta-
tions that were not previously clear, in the worst case, pro-
gressive discipline is a punitive and frustrating process for 
an employee who is lacking critical neurocognitive skills 
that may be needed to adequately get the job done. In fact, 
traditional progressive discipline has been referred to as 
“America’s criminal justice system brought into the work-
place,” by a leading employment consultant, who then goes 
on to say, “The basic premise of this traditional discipline 
system is that crime must be followed by punishment. With 
its constant quest to ‘make the punishment fit the crime,’ it 
attempts to provide an awkward mix of retribution and 
rehabilitation” [4].

Traditional progressive discipline in the workplace is akin 
to applying traditional operant strategies with children in 
order to achieve compliance; heavier doses of discipline are 
applied in an effort to curb undesirable behaviors or motivate 
the individual to behave differently. The assumption inherent 
in both these situations is that the failure to meet expecta-
tions is purposeful and goal oriented on the part of the child 
or employee. If an employee lacks motivation to behave bet-
ter, then the employer should apply consequences to moti-
vate the employee to do better. But in our experience, it is 
very rare to find an employee that doesn’t wish to do better 
and to meet their employer’s expectations. When employees 
aren’t doing well, it’s usually skill, not will, that is to blame. 
Motivational approaches such as progressive discipline, then, 
are misaligned with the source of the problem. And consider-
ing the significant effects on finances and morale mentioned 
previously, using any punitive approach with underperform-
ing employees represents a missed opportunity on the part of 
the employer to save costs by investing time in building the 
lagging skills in that particular individual (or accommodating 
in a matter that enables the expectation to be met) while 
keeping the employee in the position and the morale in the 
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workplace positive. Using CPS to manage performance in the 
workplace does exactly this; it goes beyond traditional pro-
gressive discipline to help an employer understand all the 
options available when responding to unmet expectations – 
just like when we are working with challenging youth, these 
options are still Plan A, Plan B, and Plan C. Before I outline 
what each of these Plans looks like in the workplace, let’s 
review what goals we should have when we respond to unmet 
expectations at work.

�The Goals of Successful Workplace Discipline

What does successful workplace discipline accomplish? First 
and foremost, we hope that our disciplinary approach works 
to get our expectations, or job requirements, met. There are 
likely to be demands from funders, from regulators, and/or 
from the consumers of the services offered by the organiza-
tion, and in order to meet the needs of these stakeholders, 
getting expectations met is instrumental in an organization’s 
continued viability. Importantly, successfully getting those 
expectations met does not just mean doing so with a short-
term fix. Success occurs only when we ensure that problems 
are solved durably, with solutions that enable the employee 
to meet requirements on an ongoing basis.

Second, a good disciplinary approach will create, or 
restore, a helping relationship between employer and 
employee. Often, the relationship between an underperform-
ing employee and a supervisor can be strained, and for the 
sake of improving morale and sustaining a generally pleasant 
workplace, part of addressing unmet expectations should be 
making sure the relationship between employer and employee 
is a positive and helpful one.

Our third goal should be to build any lagging skills that 
may be getting in the way of the employee’s ability to meet 
the expectations. These may be specific job-related skills, such 
as how to use particular therapeutic approaches or job-
related software, or they may be more general cognitive skills, 
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such as organizing tasks related to a large caseload or main-
taining emotional control when working with collateral 
providers.

Fourth, when we are addressing unmet expectations in the 
workplace, we must also eliminate any undesirable behaviors 
that the employee is engaging in. Undesirable behavior in the 
workplace comes in many forms, for example, work avoid-
ance, taking unauthorized overtime to get the job done, pass-
ing work to a less qualified staff member, exploding at 
managers or colleagues, or, in extreme cases, lying, falsifying, 
or taking credit for others’ work. These behaviors often rep-
resent an employee’s best attempts (albeit not adaptive ones) 
to cope when they cannot meet the expectations that have 
been set and when they are faced with, or fear, a negative 
response on the part of the employer. These undesirable 
behaviors can be damaging to everyone associated with the 
organization, and thus any good disciplinary response to 
unmet expectations should also put a stop to these undesir-
able behaviors.

Finally, our fifth goal is to support the intrinsic motivation 
of our employees. The greatest asset to an organization is an 
employee one who is intrinsically motivated, or internally 
driven, for success. These employees often work harder, are 
more collegial, and are happier at work.

We will keep these five goals in mind as we review the dif-
ferent options for responding when faced with an underper-
forming employee. For each of these options (Plans A, B, and 
C), I will describe what the plan looks like in the workplace, 
so we can better understand the impact and implications.

�Plan A

Plan A is one of the three plans in the Collaborative Problem 
Solving approach. When working with children or clinical 
populations, this plan is primarily about getting the caregiv-
er’s expectations met through imposition of will and can 
include telling someone “you must” or “if you do, you will get 
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[insert reward].” In the workplace, this means getting the 
employer’s expectation met through insistence, rewards, or 
threats of punishment. Progressive discipline in the work-
place, as described earlier, is a common Plan A approach, as 
is any zero-tolerance policy.

As can be seen in Fig. 9.1, Plan A does attempt to get job 
requirements met and can sometimes be successful at getting 
them met. However, because after Plan A, an employee 
understands the reason for their performance as due to exter-
nal, rather than internal, reasons, even when the employee 
performs successfully, he or she can actually become de-
motivated, bored, alienated, and reactive rather than proac-
tive in the future [3]. Additionally, remember that success 
occurs only when problems are solved durably, with solutions 
that enable the employee to meet requirements on an ongo-
ing basis. Solving a problem with a short-term fix or incentive 
that doesn’t work in the long term is not cost-effective and 
often creates more frustration for supervisors, the underper-
forming employee, and his or her coworkers, who may be left 
picking up the slack. Additionally, if the employee does not 
have the skills necessary (specific or general) to meet the job 
requirements, the use of imposition of will, incentives, or 
threats of punishment will not only be ineffective in getting 
the expectations met, but it will cause the employee to 
become increasingly frustrated, at the risk of meeting the 
other four goals.

The Five Goals of Successful Workplace Discipline
Plan Plan Plan

A B C
Attempt to get job requirements met (durably)

Create or restore a helping relationship between 
employer and employee
Build lagging skills

Eliminate undesirable behaviors

Support intrinsic motivation for success

× ×

×

×

× ×

×

Figure 9.1  The five goals of successful workplace discipline

M. J. G. Hone



191

Considering these costs, a Plan A approach to managing 
underperforming employees should be used sparingly. There 
may be occasions at work where Plan A is inevitable and 
perhaps even necessary, for example, in circumstances where 
fraudulent or unethical behavior has occurred, and thus the 
risk of reoccurrence is too great. However, workplaces run by 
authoritarian leaders have poorer commitment and produc-
tivity and greater worker burnout [2], all of which can lead to 
generally unpleasant, unmotivated employees and high turn-
over. Thus, it is not only more humane but also cost-effective 
for managers to be seen as helpful and collaborative. Thus, 
whenever possible (and when termination has not occurred), 
the use of Plan A in the short term should be followed soon 
after with the use of Plan B. This will allow the employer and 
the employee to explore solutions that will help ensure that 
the circumstances do not occur again.

In sum, while Plan A may meet the goal of attempting to 
get the job requirement met durably, it doesn’t guarantee it, 
may backfire, and does not address any of the other goals we 
outlined as important for successful workplace discipline (see 
Fig. 9.1). Plan A is clearly not conducive to good morale and 
a positive work environment and should be used sparingly.

�Plan C

Plan C is another option for responding to unmet expecta-
tions. This plan entails dropping an expectation in the short-
term. For example, when working with an employee who is 
having difficulty with a number of expectations, a decision 
may be made to allow for one or two of those expectations to 
be dropped while others are addressed. If the employee is 
engaging in undesirable behaviors in response to not being 
able to meet expectations (e.g., lying, taking unauthorized 
overtime to get the work done, exploding at managers or 
peers), letting the employee know that the employer is drop-
ping the expectation will reduce those behaviors and give 
employer and employee time to work together on a plan for 
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success. As illustrated in Fig. 9.1, however, reducing undesir-
able behavior is the only one of our stated goals that is met 
by Plan C. An expectation that is dropped is unlikely to be 
met, dropping the requirement doesn’t build any of the skills 
the employee needs to meet it, and while it doesn’t hurt the 
employee’s relationship with the employer or their intrinsic 
motivation, Plan C alone does nothing to support either. 
Thus, Plan C is a useful short-term solution, but expectations 
that have been addressed with Plan C can and should be 
addressed with Plan B eventually.

�Plan B

The third option for responding to unmet expectations is Plan 
B or solving the problem collaboratively with the underper-
forming employee. Plan B provides the employer with an 
opportunity to understand the employee’s perspective about 
what is getting in the way of a particular expectation being 
met. This is followed by the employer sharing their concern 
or perspective and then by both employer and employee 
working together to find a mutually satisfactory solution to 
address both sets of concerns or perspectives.

By using Plan B with underperforming employees, we are 
first and foremost attempting to get the job requirements 
met. Rather than doing so through imposition of will, insis-
tence, or incentives, however, this is done collaboratively and 
flexibly, sometimes accommodating particular needs of the 
employee (e.g., for time, training, or additional support), 
which increases the chance that the solution will be durable 
over the long term and eliminates any undesirable behaviors 
that were being used in response. In inquiring about, and then 
addressing, the employee’s needs, the employer has the 
opportunity to be seen as an empathic helper, someone inter-
ested in supporting the success of his or her employees. This 
is especially useful when the relationship between the super-
visor and the employee has been strained as a result of having 
used one of the traditional mechanisms of progressive disci-
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pline for previously unmet expectations. Also important in 
the Plan B process is the chance to build lagging skills. Not 
only can Collaborative Problem Solving reveal the need for 
additional training to build specific job skills, but as described 
in detail in Chap. 2, many repetitions of Plan B function to 
increase capacity in general cognitive skills like attention and 
working memory, cognitive flexibility, emotion and self-
regulation, language and communication, and social thinking 
skills. Moreover, science tells us now that the adult brain is 
much more plastic than originally thought and that contrary 
to our prior understanding, the adult brain can and does 
develop, adapt, and change [5, p. 29] (Video 9.1).

Thus, as outlined above, Plan B addresses the first four of 
the goals of successful workplace discipline (see Fig. 9.1), by 
attempting to get the job requirements met durably, creating 
or restoring a helping relationship, building lagging skills, and 
eliminating undesirable behaviors. Does it also build intrinsic 
motivation to succeed? The work of Deci and Ryan [3] and 
Daniel Pink [6] has contributed to our understanding of fac-
tors that are proven to increase employees’ intrinsic motiva-
tion. Three of those factors are the employees’ feelings of 
competence, autonomy, and mastery. When using Plan B, an 
employer helps an employee to meet the job requirements in 
question and also helps the employee to build cognitive skills 
that he or she will use to solve future problems, thus improv-
ing the employee’s sense of competence and mastery. 
Additionally, when the employer empowers staff to help 
solve their own problems, this shifts the locus of control from 
external (“I do this because my employer said to”) to internal 
(“I do this because I decided it is what will work best”), 
enabling employees to have control and influence on the 
solutions they will use to meet expectations. By collaborating 
with the employer on solutions that will work to get every-
one’s needs met, the employee takes ownership of the process 
of planning for success, increasing the employee’s sense of 
autonomy in managing their own job expectations. 
Furthermore, while Plan B increases intrinsic motivation for 
success through increasing feelings of mastery, competence, 
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and autonomy, this also sets in motion a self-perpetuating 
cycle with other downstream effects that benefit an employ-
ee’s intrinsic motivation and success. The job success then in 
turn contributes to two more factors that improve an employ-
ee’s intrinsic motivation: Success at work supports the 
employees’ connection to other individuals and to the com-
munity and provides them with a feeling that they are part of 
something larger. These senses of relatedness [3] and purpose 
[6] further contribute to increasing intrinsic motivation for 
employees in the workplace. This is illustrated in Fig. 9.2.

�Case Study

The following is an illustrative example of the application of 
the Plan B process during individual supervision in a clinical 
setting. Jamie1 had always been a very committed and dedi-
cated employee of the organization and had received very 

1  This is a true story, but the name of the employee and some details 
have been changed to protect the individual’s privacy.

Address
Unmet

Expectations
with Plan B

Job
Requirements

Get Met

Employee
Skills
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Builds:
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Increase in
Intrinsic

Motivation
Job

Success

Job
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Figure 9.2  How addressing unmet expectations with Plan B leads 
to job success (1) directly through improved performance and (2) 
indirectly through increased intrinsic motivation for success
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positive feedback from clients, colleagues, and supervisors. 
This included meeting client needs without hesitation, impact-
ing substantially on the family system and improving the out-
comes for children that she had served. However, Jamie had 
many challenges getting the administrative pieces of her job 
completed, including documentation related to all the clinical 
work she was doing. Jamie’s managers had made many 
attempts to impose their will, including insistence, coercion, 
and incentives. An increasingly progressive list of disciplinary 
and arbitrary solutions proposed by managers had limited 
impact on increasing Jamie’s compliance with administrative 
expectations, and eventually she even began avoiding her 
supervisors and occasionally canceling clinical supervision.

While this was occurring, the organization had moved into 
the final stages of implementing Collaborative Problem 
Solving across all of its programs. A decision was made to 
pause the progressive discipline process with Jamie, as she 
was quickly moving toward termination of her employment, 
which would have been a significant loss to her and also to 
the organization given the competencies she had working 
directly with her clients. After some discussion, the employer 
made a decision to approach the expectations that Jamie was 
not meeting in the same way she expected staff to address 
unmet expectations with the children and families they work 
with. Jamie and her supervisor engaged in several Plan B 
conversations about getting treatment plans completed and 
handed in by their due dates, one of several specific unmet 
expectations related to paperwork requirements. During 
these discussions, Jamie noted that she had completed the 
paperwork, however was not able to hand it in. With further 
probing and discussion, the supervisor learned that Jamie had 
a difficult time handing in work that she believed was not 
“just perfect.” Her perspective was clearly getting in the way 
of her meeting the expectations around handing in her work. 
Through the Plan B process, Jamie was able to articulate what 
was getting in her way, was able to hear from her supervisor 
why it was important for her to meet the expectations, and 
later was able to come up with a solution that met both 
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concerns/perspectives. Specifically, an agreement was reached 
that Jamie could submit her treatment plans in draft format 
to meet the particular deadline and then was allowed a longer 
period of time to finalize her draft if she so wished. Over time, 
Jamie began to meet the expected deadlines and was able to 
shift her thinking from needing to submit “the perfect” docu-
ment to being able to submit a very complete and compre-
hensive document (that quite frankly her supervisor believed 
to be perfect).

This process of Plan B with Jamie mirrors that of Plan B 
with children and clinical populations. The only difference is 
who the Plan B participants are. The first step in a Plan B with 
employees is to empathize and to clarify the employee’s con-
cern or perspective. The key ingredient in the first step is to 
begin the conversation with a neutral statement that summa-
rizes the problem to be solved. It is highly advisable to let the 
employee know that this conversation is not going to result in 
unilateral disciplinary action; rather it is a conversation to 
understand what might be getting in the way of the expecta-
tion getting met. In Jamie’s case, the supervisor began indi-
vidual supervision with “Hi, Jamie, I was hoping to spend 
some time chatting with you today about getting paperwork 
in on time. I also want you to know that you are not in trou-
ble, and I am guessing there is a really good reason that your 
paperwork is not getting in on time. Can you tell me what’s 
up?” This reassurance puts the employee at ease and keeps 
them regulated.

Once the supervisor understands the employee’s concern, 
the next step is to share the employer’s concern. When doing 
so, it is advisable that the concern be clearly articulated and 
not simply a restatement of the expectation. In Jamie’s case, 
the supervisor’s concern was not simply “The paperwork 
must be done on time” but, rather, “These deadlines are in 
place because we need to meet accreditation standards and 
funder expectations related to paperwork.” This is followed 
with an invitation to brainstorm solutions that can address 
both sets of concerns/perspectives in a mutually agreeable 
way. Here, it was important to ensure that the solution 
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addressed both sets of concerns or perspectives; otherwise 
that solution would not have been durable, and ultimately the 
expectations would continue to be unmet. The invitation to 
brainstorm solutions sounded like “What can we do so you 
don’t feel forced to hand in an imperfect product, and so we 
meet the requirements of our accreditors and funders?”

Remember that, like with Jamie, it may take multiple 
problem-solving conversations to get to a solution that works. 
This process is, however, worth it. In the end, the job require-
ment was being met durably, the relationship between Jamie 
and her supervisor was repaired, Jamie had practiced and 
built skills like flexibility and frustration tolerance, she 
stopped engaging in undesirable behaviors like avoiding her 
supervisor, and Jamie had a greater sense of competence, job 
mastery, and autonomy, leading to greater intrinsic motiva-
tion for success. A situation that had almost led to termina-
tion of an otherwise excellent clinician was reversed, and 
Jamie remains one of our most committed employees.

�Conclusion

Progressive discipline in the workplace has been a long-
standing mechanism to manage employees in an effort to 
increase compliance with rules and expectations. Sadly, this 
strategy fails to take into consideration key components as 
articulated throughout this chapter. Specifically, that 
employees typically want to do well rather than the conven-
tional thinking that lack of compliance is a result of the 
employee wanting to avoid a task or expectation. Moreover, 
meeting expectations requires a substantial set of skills and 
understanding of the expectation at hand. As employers, is it 
not incumbent upon us to work with our employees to enable 
getting the best product from them? We do know that the 
typical progressive discipline rarely achieves its intended out-
come of improving performance. Instead it often has financial 
costs and significant costs to morale in the work environment. 
Building skills through Plan B conversations to increase 
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capacity to meet expectations from my perspective certainly 
lends itself better to morale in the workplace and protects 
investment already made in the employee by equipping to do 
better rather than disciplining and hoping that results in 
increased skills!
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�Epilogue

It has been nearly 20  years since we began attempting to 
implement Collaborative Problem Solving in various types of 
systems, ranging from inpatient psychiatry to general educa-
tion settings. During that time, we have been a part of some 
notably successful partnerships, have suffered some failed 
implementation attempts, and have experienced everything 
in between.

In recent years, we noticed that we had amassed enough 
experience to be able to identify patterns that characterized 
the more successful and less successful projects. More and 
more, we began following those patterns that had led to suc-
cess and laying to rest any of our implementation practices 
that didn’t work for CPS. Not surprisingly, our lived experi-
ence in these past decades closely mirrors the recommenda-
tions for best practices flowing from Implementation Science, 
a field that was in its infancy when we began. As Dr. Duda 
and her colleagues remind us in Chap. 3, having an effective 
intervention like Collaborative Problem Solving does not 
ensure successful outcomes. Success rests equally on employ-
ing effective implementation methods.

This book attempts to map these experiences, and those of 
our partners, onto best practices in implementation in a way 
that can be shared and replicated in other organizations. We 
hope that by having this information, you will avoid some of 
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our previous pitfalls and maximize the chances of successful 
outcomes for youth and families.

Much has been written about how to practice the 
Collaborative Problem Solving approach in different settings. 
We are now pleased to have provided a resource on how to 
implement those practices effectively.

- J. Stuart Ablon

Epilogue
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