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Participant will be able to ____ 
Ádescribe desired characteristics for judging the 

quality of intervention experiments. 
Áexplain overlap and differences in characteristics 

for group and single-case experiments.  
Ádistinguish ÁÍÏÎÇ ÄÉÆÆÅÒÅÎÔ ÓÔÁËÅÈÏÌÄÅÒÓȭ 

perspectives on Evidence-Based Practices. 
Áargue convincingly that substantial evidence 

exists for the efficacy of social skills interventions 
for preschoolers with autism. 
 

ÁHow have information clearinghouses 
influenced the dialog on EBPs? 

ÁHow have single-case experiments fared? 

ÁWho are the stakeholders in the identification 
of EBPs? 

ÁWhose perspective has been most influential? 

Á0ÁÓÔÅÕÒȭÓ 1ÕÁÄÒÁÎÔɂan improvement over 
the basic vs. applied research perspective 
ÁWhat are the primary types of social skills 

interventions for preschoolers? 
 

ÁEvolution in clinical decision making 
ÁReaction to decisions based on unsystematic, 

clinical observation and expertise 
ÁEschewing pronouncements and theories of 

authorities in the field 
ÁBase clinical decisions on best available 

evidence from systematic clinical research 
ÁProfessionals are asked to rely on systematic, 

unbiased, and reproducible observations 

ÁTo the extent possible, scientific evidence 
should guide the selection of assessment and 
intervention practices. 

Á(Ï× ÄÏ ×Å ÊÕÄÇÅ ȰÅÖÉÄÅÎÃÅȩȱ 

ÁEmpirical support is needed for interventions 
applied in a vast array of professions 

ÁHow to proceed when evidence is lacking? 

ÁWill the EBP Movement spur an applied research 
agenda in education and related services? 
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ȰÔÈÅ ÃÏÎÓÃÉÅÎÔÉÏÕÓȟ ÅØÐÌÉÃÉÔȟ ÁÎÄ ÊÕÄÉÃÉÏÕÓ ÕÓÅ 
of current best evidence in making decisions 
about the care of individual clients. EBP means 
integrating individual clinical expertise with the 
best available external clinical evidence from 
ÓÙÓÔÅÍÁÔÉÃ ÒÅÓÅÁÒÃÈȱ ɉ,Á×ȟ ΨΦΦΦɊ 

ÁPart 1: Be careful and thoughtful 
 
ÁPart 2: Integrate clinical expertise  

 
ÁPart 3: Use best research available 

 

ÁHas the EBP movement been as judicious and 
even-handed as it should be? 
ÁHave we been conscientious in carefully 

analyzing the breadth and quality of 
evidence? 

 
 

ÁGovernment Agencies (e.g., U.S. Department of 
%ÄÕÃÁÔÉÏÎȭÓ 7ÈÁÔ 7ÏÒËÓ #ÌÅÁÒÉÎÇÈÏÕÓÅɊ  
 

ÁProfessional Organizations (e.g., Academy of 
Neurologic Communication Disorders & Sciences, 
School Psychology Division of the American 
Psychological Association, Research Division of 
CEC)  
 

Á Information Clearinghouses (e.g., Cochrane Group, 
The National Academies, Scottish Intercollegiate 
Guidelines Network, SIGN)  

  Level Description

Ia Well-designed meta-analysis of >1 randomized controlled trial

Ib Well-designed randomized controlled study

IIa Well-designed controlled study without randomization

IIb Well-designed quasi-experimental study

III

Well-designed nonexperimental studies, i.e., correlational and case 

studies

IV

Expert committee report, consensus conference, clinical experience 

of respected authorities

ÁSingle judgments based on experimental 
design 
ÁQuestion sets for different types of studies 
ÁSummarize evidence based on RCTs 
ÁSummarize literature via meta-analyses 
ÁJudgments based on effect sizes and 

confidence intervals 
 



3 

ÁRCTs are considered the gold standard, but they 
are rare in research with low incidence 
populations 
ÁResults of IES funded RCTs  are sobering 
ÁSingle-subject experiments are hardly 

acknowledged (typically considered case studies 
or quasi-experimental studies); yet they 
constitute the vast majority of the evidence in 
many areas in the behavioral sciences 

ÁPlaces burden of EBP determination on 
clinicians 
ÁIs that fair? Appropriate? 

ÁPractitioners 
ÁConsumers  
ÁPolicy makers 
ÁScientists 

ÁWhat treatment has been shown to improve 
functioning (e.g., social communication) in 
clients like my own? 

ÁWhat outcomes matter? 

ÁAre there alternatives that vary in costs and 
benefits? 

ÁDo I have sufficient time? Knowledge? Other 
resources? 

Á7ÉÌÌ ȰÔÈÅÒÁÐÙȱ ÍÁËÅ ÔÈÅÍ ÏÒ ÔÈÅÉÒ ÌÏÖÅÄ ÏÎÅ 
better? 
ÁIf there are alternative therapies, which are 

better? Different costs (money, time, effort) 
factor into estimates of relative costs and 
potential benefits. 
ÁWhat percentage of individuals receiving the 

tx improve?  
ÁThe consumer is most concerned about 

benefit to an individual rather than to a 
group--Will they or their loved one improve? 
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ÁFrustrated by conflicting information 
ÁCan be victimized by therapies lacking any 

scientific evidence  
ÁRemedyɂresearch to practice needs to be 

undergirded by science; we must ensure that 
efficacy experiments are conducted 

ÁWhat treatments will improve communication, 
social skills, or other behaviors of the 
population eligible for services? 
ÁIs implementation viable? 
ÁHow do the costs of alternative treatments 

relate to the benefits for the population? 
ÁEmphasis on gathering actuarial data 

ÁGenerate knowledge about behavior and behavior 
change 

Á0ÁÓÔÅÕÒȭÓ ÑÕÁÄÒÁÎÔ ɉ3ÔÏËÅÓȟ ΧίίέɊɂdevelop a 
fundamental understanding while addressing 
practical problems 

ÁRecognize the need to develop & refine treatments 
through the iterative process that is characteristic of 
progress in science 

ÁScientific tradition of following the data 

ÁGenerate knowledge about behavior and behavior 
change 

Á0ÁÓÔÅÕÒȭÓ ÑÕÁÄÒÁÎÔ ɉ3ÔÏËÅÓȟ ΧίίέɊɂdevelop a 
fundamental understanding while addressing 
practical problems 

ÁRecognize the need to develop & refine treatments 
through the iterative process that is characteristic of 
progress in science 

ÁScientific tradition of following the data 
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ÁEasier said than done 

ÁIdentifying research literature 

ÁEvaluating quality of evidence individually and 
collectively 

ÁAre we worshipping at the temple of effect 
sizes? 
ÁNeed to integrate information on quality of 

studies and the number of replications. 
 
 

ÁDesign Characteristics & Internal Validity 
ÁMeasurement & Reliability Features 
ÁEvaluation of Treatment Effects 
ÁDimensions of External Validity 

Rating Symbol 

Exemplary (4) Red circle 

Acceptable (3) Partial red 

Minimal (2) Partial black 

Unacceptable (1) Black circle 

Á Exemplary Č randomized 
design with sufficiently large 
sample, selected from clearly 
specified population; and 
counterbalancing of change 
agents 

Á Acceptable Črandomized 
design with sufficient sample 
size, selected from clearly 
specified population 

Á Minimal Č lack of randomized 
design (but large N and good 
case for equivalent groups) or 
randomized design with 
insufficient sample size 

Á Unacceptable Č lack of 
randomized design  

Design set up to allow for: 
Á Exemplary Č 3 or more 

replications demonstrated 
within and replicated across at 
least 3 subjects 

Á Acceptable ČAt least 3 
replications across subjects 

ÁMinimal Č Less than 3 
replications across subjects 

Á Unacceptable Č Pre-
experimental design (e.g. AB 
design or ABAC design without 
counterbalance)  

 

ÁGroup Design 

ÁMeasurement 

ÁReliability 

ÁImplementation 
Fidelity 

ÁSingle-subject Design 

ÁMeasurement 

ÁReliability 

ÁImplementation 
Fidelity 

../../../../FSU Documents/Powerpoint/EBP Table-OAR-HO.pdf
../../../../FSU Documents/Powerpoint/EBP Table-OAR-HO.pdf
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ÁExemplary Č Multi-method and multi-source method, blind 
coders, and good validity demonstrated. 

ÁAcceptable Č Valid measure with clear, replicable, and 
precise operational definitions and either multi-method, 
multi-source, or blind coding. 

ÁMinimal Č Clear, replicable, & precise operational defs. 
ÁUnacceptable Č poor measurement scheme or definitions; 

reliance solely on verbal report rather than objective, 
replicable measures  
ÁMulti-method msmt refers to at least 2 assessment approaches (e.g., 

observational data, self-reports, teacher ratings) to evaluate primary 
outcomes. If  primary outcome is frequency of behavior, then sample in at 
least 2 contexts (tasks, settings, people, activities)  

ÁMulti-source refers to the sampling of primary outcomes from at least 2 
sources (e.g., teachers, parents, self).  

ÁSocial validity of perceived outcomes could qualify as multi-method and/or 
multi-source 

ÁExemplary Č Good operational definitions of tx, 
procedural reliability checks reported, and a manual or 
formal training (to a mastery criterion level) are included 

ÁAcceptable Č Evidence of implementation fidelity (e.g., 
procedural checklist or supervisory coaching) is provided 
as well as good operational definitions of tx.  

ÁMinimal Č Includes good operational definitions of the 
tx  

ÁUnacceptable Č Replication would not be possible 
based on the description of the tx. 

ÁGroup Design 

ÁRationale 

ÁRobust Tx effects 

 

 

ÁStatistics 

ÁMaintenance & 
generalization 

ÁSingle-subject Design 

ÁRationale 

ÁRobust Tx effects 

ÁQuality of baseline 

ÁVisual analysis 

ÁStatistics 

ÁMaintenance & 
generalization 

ÁExemplary Č strong tx effects are presented with 
sufficient detail for both primary and secondary 
outcomes to be evident 
ÁAcceptable Č strong tx effects are apparent for 

key outcomes  
ÁMinimal Č weak effects for key outcomes 
ÁUnacceptable Č tx effects seem to be lacking or 

are questionable  

ÁLength of Baseline 
ÁStability of Baseline 
ÁLevel of Baseline 

warrants tx 
ÁTrends in data not in 

desired direction of tx  

When multiple plots, most 
show: 

ÁExemplary Č High quality 
baseline for all 4 criteria 

ÁAcceptable Č High quality 
baseline for 3 of 4 criteria 

ÁMinimal Č High quality 
baseline for 2 of 4 criteria 

ÁUnacceptable Č Fewer than 
3 data points, or one or none 
of criteria met 

ÁExemplary Č Measures support primary outcomes as 
reflected by the following: (a) large change in level of 
behavior; (b) minimal overlap with baseline or clear 
trend in desired directions; (c) adequate length and 
stable data within and across conditions, replicated 
across all participants. 

ÁAcceptable Č Same as above, for most of the 
replications (e.g., 3 of 4) 

ÁMinimal Č Same, for at least half of the replications 
ÁUnacceptable Č No reliable change in behavior 

demonstrated  
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ÁGroup Design 

ÁImplementation site 

 

ÁParticipant selection 

 

ÁConsumer satisfaction 

 

ÁSocial validity 

ÁSingle-subject design 

ÁImplementation site 

                        

ÁParticipant selection 

 

ÁConsumer satisfaction 

 

ÁSocial validity 

ÁExemplary Č (a) Objective, blind assessment by 
multiple judges of perceived outcomes and (b) 
normative data presented 

ÁAcceptable Č Either (a) or (b) above 
ÁMinimal Č Some subjective assessment is presented 

that bears on clinical significance or educational 
relevance 

ÁUnacceptable Č No mention of clinical significance or 
educational relevance of outcomes or reason to believe 
that social validity was poor  

Kimberly C. Crawford 
Western Carolina University 
Naomi Schneider 
The Ohio State University 

ÁLearning to interact with other children is an 
essential component of the preschool 
experience. 

 
 
 
 
 

ÁDevelopment of social skills is automatic for 
most children, but not those with Autism 
Spectrum Disorder (ASD). 

ÁTo identify evidence-based practices in social 
skills intervention research with preschool 
children with ASD 

ÁIllustrate application of EBP evaluation 
criteria to body of literature consisting 
primarily of single-subject designs 

Á3-5 years of age, at least 1 child with ASD 
ÁReferences taken from McConnell (2002) 
ÁERIC and PsychInfo search: 
ÁPreschool student* or nursery school student* 
ÁAutis* or pervasive development disorder 
ÁSocial* or friend* 
And 1 of the following: 
ÁTherapy, treatment, intervention, training, 

rehabilitation, prevention 

ÁAuthor search 
Á66 total articles through Spring of 2011 
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ÁPeer-mediated intervention: providing social skills training to 
peers developing typically; to peers & target children in 
small group; group games 

ÁAdult-mediated intervention: providing social skills training 
to target children without peers 

ÁCombined approaches: training of social skills to target 
children and previously or subsequently training peers 

ÁSelf-monitoring intervention: video self-modeling, self-
monitoring during social interactions 

ÁComprehensive program: intervention that targeted 
numerous developmental domains, including social 

ÁOther approaches 

 
 
 

Categories SS Group 

Intervention involving peers 21 1 (mixed) 

Adult-mediated intervention 13 1 

Combined approach 9 1 

Self-monitoring/self-modeling 6 0 

Comprehensive programs 1 5 

Other interventions 7 1 

Á57 single-subject & 8 group design studies 
Á1 study with mixed design 

 

D  Interventions to support social 
communication should be considered for 
children and young people with ASD, with the 
most appropriate intervention being assessed 
on an individual basis. 

  Adapting the communicative, social and 
physical environments of  children with ASD 
may be of benefit. 
Áhttp://www.sign.ac.uk/pdf/sign98.pdf 
 

Single Subject Results Table 
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http://www.sign.ac.uk/pdf/sign98.pdf
FINAL SS Results Table in Word.docx
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Group Results Table 

ÁConsumer Report framework revealed fairly strong support 
for several social skills protocols for children with autism 
based on treatment effects & measurement of outcomes ɀ 
most ratings are in the acceptable range. 

ÁGroup studies received lower ratings.  However, there were 
few investigations. 

Á Lower ratings in some areas of single subject design 
studies are not due to treatment protocol, but 
methodological issues: 

Á No data on consumer satisfaction & social validity 

Á No calculation of effect sizes 

ÁMany lacked data on generalization & maintenance 

 

ÁPeer responses 
ÁPeer initiations 
ÁPeer prompting 
ÁPeer tutoring 
ÁPeer reinforcement 
ÁScript training with peers 
ÁPeer networks 
ÁCooperative learning groups 
ÁCircles of friends 


