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ORGANIZATIONAL CHANGE is com-
plicated. Within even the most nimble and 
adaptable organizations, changes in practice 
or policy face significant barriers, including 
structural inertia, goal and role conflicts, and 
resistant organizational cultures and climates. 
This holds true within many correctional 
agencies, where change is a daunting endeavor 
fraught with obstacles that affect both change 
processes and outcomes. Sluggishness regard-
ing change within correctional organizations 
(Battalino, Beutler, & Shani, 1996; Cullen 
& Gendreau, 2000; Latessa, 2004; Taxman 
& Belenko, 2011) may evolve from a num-
ber of comingled factors. First, correctional 
organizations possess a nearly immoveable 
mechanistic organizational structure (Burns 
& Stalker, 1961) rife with key components that 
make change tough (Duffee, 1986; Latessa, 
2004; Toch & Klofas, 1982). These include 
centralized decision-making, stagnated mana-
gerial and staff hierarchies, and tall, complex 
bureaucratic designs. By and large, these struc-
tures are stable and feasible. The general 
framework underlying today’s correctional 
organizations has required very little change 
over hundreds of years. 

Second—and also largely unchanged 
throughout U.S. history—correctional agen-
cies face a paradoxical goal and role conflict 
problem (Cullen & Gendreau, 2000; Garland, 
2001; Rudes, Lerch, & Taxman, 2012) coupled 
with internal and external political, social, 
and moral pressures (Caplan, 2006; Ellsworth, 
1990; Garland, 2001; Hepburn & Albonetti, 

1980; Taxman, 2002; Thomas & Poole, 1975) 
that periodically privilege punitiveness over 
rehabilitation or vice versa. As the so-called 
metaphoric pendulum swings between bifur-
cated goals and ideologies, correctional 
organizations must align and realign current 
practices and policies with the punishment 
thinking of the day. 

Third, this torpid structure contributes to 
an organizational culture/climate that mostly 
views organizational change with apathy and/
or resistance (Agocs, 1997; Battalino et al., 
1996; Ferguson, 2002; Lin, 2000; Rudes, 2012). 
Correctional workers and managers come to 
see the status quo as the most likely mecha-
nism to ensure community safety (Battalino 
et al., 1996) and allow actuarial processes to 
overtake more human-focused ones (Simon, 
1993). As a result, history reveals a prevalence 
of slow or non-existent change in U.S. correc-
tional agencies.

However, in the last 10 years, the cor-
rectional landscape has seen some external 
changes that may be creating an opening for 
internal organizational change to occur. These 
include tight budgets that demand stretching 
scarce dollars wisely and pressure to change 
gut-level policies and practices into evidence-
based ones (Rhine, Mawhorr, & Parks, 2006). 
Yet, armed with history, many correctional 
agencies do not desire or understand how to 
overhaul their current ways of doing business 
by replacing them with policy and practices 
backed by science.

Outside corrections, other mechanistic 
organizations, such as automobile manufac-
turing companies, have at times faced a strong 
external push to change. In the 1970s and 
1980s, for example, Japanese car compa-
nies, trying to keep up with or overtake 
American automobile production, relied heav-
ily on alternative organizational managerial 
structures to increase productivity and hap-
piness within their workforce while lowering 
employee turnover and health-related issues 
(Ahire, Golhar, & Waller, 1996; Cusumano, 
1994; Powell, Rushmer, & Davies, 2008). The 
Total Quality Management (TQM) quality 
improvement (QI) models used by these 
Japanese car companies are just one such 
process design geared to help historically rigid 
and dormant organizations mount successful 
change. However, bringing a QI model—an 
organizational change process designed to 
add structure, consistency, voice, and flow to 
change efforts—to correctional agencies is 
just another modification these organizations 
must contend with in a field now immersed 
with possible change options. This makes 
change an even more complicated enterprise.

In this article, we present a review of the 
literature on quality improvement models 
designed to enhance organizational change. 
Next, we highlight evidence of one quality 
improvement model’s use—PDSA—within 
probation. Finally, we offer some theoretical 
and practical implications of using QI models 
within modern correctional organizations. 
Throughout this piece, we note the limited 
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scholarly evidence showing effective and/
or efficient process improvements from QI 
model use.

Review of Relevant Literature
Process improvement is an approach for 
helping organizations identify and resolve 
inefficient and ineffective processes through 
problem solving and pilot-testing change 
strategies (Evans, Rieckmann, Fitzgerald, & 
Gustafson, 2007). There are several QI pro-
cesses for organizations that cover a wide 
range of activities. As organizations have 
unique structures, histories, and challenges 
that influence the change process, they need to 
consider these intra- and inter-organizational 
factors when making decisions regarding what 
kind of quality improvement process will work 
best (Powell et al., 2008). To date, the most 
commonly used QI processes include TQM, 
The Change Book, PDSA, and NIATx.

Total Quality Management (TQM)/
Continuous Quality Improvement (CQI)

Developed in the 1950s in Japan, Total Quality 
Management (TQM)/Continuous Quality 
Improvement (CQI) (Ahire, Golhar, & Waller, 
1996; Powell et al., 2008) was adopted by some 
large manufacturers in the United States dur-
ing the 1980s as a model focusing on products 
as the result of production processes (Powell, 
1995). There are few comprehensive defini-
tions of TQM/CQI; however, Powell (1995) 
previously defined TQM as an integrated man-
agement philosophy and a set of practices that 
emphasize continuous improvement, meeting 
customer requirements, and creating the abil-
ity for organizations to do things right on the 
first attempt. Quality TQM processes ensure 
measurability of desired outcomes; thus, the 
quality of the process (Taxman & Belenko, 
2011), not just how the organization completes 
the process, exemplifies the TQM model.

Through a narrative review of quality 
improvement models, Powell and colleagues 
(2008) identified four key tenets necessary for 
TQM/CQI to work:
1.	 Emphasizing leadership involvement on 

project teams, 
2.	 Viewing QI as a continuous and normal 

process within organizations, 
3.	 Focusing on organizational systems 

(Taxman & Belenko, 2011) and avoiding 
mistakes, and 

4.	 Evaluating and measuring for continuous 
improvement. 
These four principles are crucial to the 

successful implementation of a TQM process 

(Westphal, Gulati, & Shortell, 1997). Further, 
some researchers believe that TQM/CQI works 
best in process-oriented organizations that are 
customer focused and where management 
employs additional methods for improvement 
(Kennerfalk & Kelfsjo, 1995). For example, 
using quality function deployment (QFD), 
a tool used to manage and control prod-
uct development processes (Kennerfalk & 
Kelfsjo, 1995) is helpful when implementing 
TQM processes. Other helpful tools include 
policy deployment, process management, and 
benchmarking as a form of performance 
evaluations (Kennerfalk & Kelfsjo, 1995), as 
well as working with internal and external 
customers to meet their needs, improving sat-
isfaction, and emphasizing teamwork allowing 
organizations to identify and solve QI prob-
lems on their own (Powell et al., 2008).

To provide context to the TQM process, 
several studies identify key factors useful 
as a framework for organizations (Yusof & 
Aspinwall, 1999; Porter & Parker, 1993; Black & 
Porter, 1995). One set of such factors includes:

VV management behavior,
VV TQM strategies,
VV TQM organization,
VV TQM communication,
VV TQM training,
VV employee involvement,
VV process management and systems, and
VV quality technologies (Porter & Parker, 

1993). 

Similarly, Black and Porter (1995) developed a 
list that includes:

VV people and customer management, 
VV supplier partnerships, 
VV communication of improvement information, 
VV customer satisfaction orientation, 
VV external interface management, 
VV strategic quality management, 
VV teamwork structures for process improvement, 
VV operational quality planning, 
VV improvement measurement systems, and 
VV corporate quality culture. 

Through a research questionnaire, Black and 
Porter (1995) ranked the key factors, identi-
fying strategic quality management as most 
important to the TQM process. Both studies 
(Porter & Parker, 1993; Black & Porter, 1995) 
found through organizational surveys that 
these factors are instrumental to the imple-
mentation of TQM, although some may be 
more important than others.

To date, there is limited evidence of the 
efficacy of TQM/CQI. Perhaps this is due 
to difficulty defining the vast number of 

processes that fall under the TQM heading 
(Yusof & Aspinwall, 1999; Powell et al., 2008) 
and measuring or assessing key factors such 
as strategic quality management (Black & 
Porter, 1995). Available evidence shows vari-
ability in outcomes, indicating that TQM 
is helpful but may not address all the needs 
of an organization (Powell, 1995). Overall, 
TQM emphasizes meeting customer needs 
(Kennerfalk & Kelfsjo, 1995) through a holis-
tic approach to improve quality by “identifying 
the underlying causes of poor performance” 
(Powell et al., 2008, p. 10). By producing a 
foundation that allows organizations to create 
processes to meet benchmarks (Taxman & 
Belenko, 2011), TQM uses scientific meth-
odologies to improve outcomes and meet 
customer needs (Powell et al., 2008). Initially 
used in the manufacturing industry (Ahire, 
Golhar, & Waller, 1996), public enterprises 
such as health care organizations (Madsen, 
1995; Powell et al., 2008) and service organi-
zations in the private sector (Madsen, 1995; 
Powell, 1995) commonly employ TQM strate-
gies to generate change. TQM is foundational 
in the field of QI, influencing many differ-
ent initiatives to help organizations improve 
their end products and address organizational 
change (Taxman & Belenko, 2011), including 
The Change Book, PDSA, and NIAtx.

The Change Book

Similar to TQM’s management philosophy, 
the Addiction Technology Transfer Center 
(ATTC) developed a strategy that translates 
Rogers’ (2003) diffusion of innovation model 
into a technology transfer model, setting out 
the result in a comprehensive guide called The 
Change Book.

Rogers’ (2003) diffusion of innovations 
model refers to the way members commu-
nicate an innovation through organizational 
channels. This diffusion of innovation model 
contains four components: 1) the type of 
innovation, 2) communication, 3) timing, and 
4) social structures (e.g., the hierarchal nature 
of a bureaucracy) (Rogers, 2003; Taxman & 
Belenko, 2011). For ATTC and The Change 
Book, technology refers to any knowledge, 
skills, or attitudes equivalent to Rogers’ type 
of innovation, relevant to the field in question. 
The Change Book includes principles, steps, 
strategies, and activities for organizations to 
implement change from within. There is also 
a supplemental workbook that organizations 
can use to walk through the transfer process 
described in The Change Book.
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The Change Book identifies seven prin-
ciples needed for the successful transfer of 
technology (ATTC, 2004). 
1.	 A change initiative needs to be relevant, 

meaning the organization needs to rec-
ognize that the change in question has a 
practical application. 

2.	 The initiative must be timely, meaning 
recipients should know that the need for 
change is now or in the near future. 

3.	 There must be clear articulation of the 
language and process used to transfer the 
technology into an easily understood format. 

4.	 Any change initiative must be credible, 
with the audience having confidence in the 
source of the technology. 

5.	 It must be a multifaceted change initiative 
with a host of activities individualized for 
organizations. 

6.	 The change needs continuous reinforcement 
of new behavior at all levels. 

7.	 Communication throughout the change 
process must be bi-directional, with 
individuals given opportunities to com-
municate directly with those implementing 
the change (ATTC, 2004).

In addition to these guiding principles, The 
Change Book offers steps to help organizations 
design, develop, implement, evaluate, and 
revise plans for change (ATTC, 2004, p. 15). 
The steps are as follows:
1.	 Identify the problem.
2.	 Organize a team for addressing the 

problem.
3.	 Identify the desired outcome. 
4.	 Assess the organization or agency.
5.	 Assess the specific audience to be targeted.
6.	 Identify the approach most likely to achieve 

the desired outcome.
7.	 Design action and maintenance plans for 

your change initiative.
8.	 Implement action and maintenance plans 

for your change initiative.
9.	 Evaluate the progress of your initiative.
10.	Revise your action and maintenance plans 

based on evaluation results (go back to step 8).
Through The Change Book, ATTC (2004) 

also provides strategies and activities orga-
nizations can use to help implement change. 
Which of these is appropriate depends on the 
level where change is attempted (i.e., orga-
nizational level versus client/patient level). 
Strategies for effecting change at the orga-
nizational level include responding to staff 
concerns and providing non-threatening feed-
back, while strategies at the client/patient level 

include education regarding the evidence and 
effectiveness of the innovation (ATTC, 2004). 

Various articles credit The Change Book 
process when implementing organizational 
change (Courtney, Joe, Rowan-Szal, & 
Simpson, 2007; McCarty, Rieckmann, Green, 
Gallon, & Knudsen, 2004), reference The 
Change Book as a guide for change implemen-
tation (Gotham, 2006; Slayers et al., 2007), or 
simply reference its existence (Brown & Flynn, 
2002; Luongo, 2007). However, none of the 
studies cited evaluate The Change Book pro-
cess. Despite the lack of empirical evaluation 
(Taxman & Belenko, 2011), The Change Book 
provides organizations with a map to imple-
menting change. McCarty, Rieckmann, Green, 
Gallon, and Knudsen (2004) provide an exam-
ple of how organizations can use The Change 
Book to facilitate change. Using the 10-step 
blueprint as a guide for system development 
and technology transfer activities, rural coun-
ties in Oregon began implementation of The 
Opioid Medication Initiative for Rural Oregon 
Residents (OMIROR). Consistent with The 
Change Book recommendations, each county 
formed a team and met before the official 
training sessions. These meetings fostered 
relationships, involved stakeholders, identified 
needs, and enhanced communication among 
members. After successful training sessions 
on OMIROR in seven counties in Oregon, 
McCarty and colleagues (2004) report that 
using The Change Book “helped teams prog-
ress through tasks and become more confident 
in their plan and committed to implementa-
tion” (p. 207).

Plan-Do-Study-Act (PDSA)

The Plan-Do-Study-Act (PDSA) model is an 
iterative quality improvement process derived 
from TQM/CQI (Cox, Wilcock, & Young, 
1999; Langley, Nolan, Nolan, Norman, & 
Provost, 1996). The PDSA process originates 
out of the work of Deming (1986), known 
for his work in QI (Best & Neuhauser, 2005; 
Cleary, 1995). Statistician Walter Shewhart, 
who introduced a cyclical process for learning 
and improvement in organizations, calling it 
the Plan-Do-Check-Act (PDCA), influenced 
Deming’s work. In the 1950s, Deming intro-
duced an adapted PDSA cycle, which replaced 
the “check” stage with “study” (Cleary, 1995; 
Deming, 1986).

The PDSA process is similar to a “trial and 
learn” approach in which one makes a hypoth-
esis or suggested solution for improvement 
and runs small-scale tests before applying 

the change throughout an entire organiza-
tion (Varkey, Reller, & Resar, 2007). This QI 
process typically involves staff from all orga-
nizational levels, incorporating them into 
designing reform processes that can improve 
their understanding and buy-in (Langley et 
al., 2006). This gives staff the opportunity to 
understand organizational processes, assess 
organizational functionality, design change, 
and ask questions.

The PDSA process allows organiza-
tions and staff to identify goals they want to 
accomplish and determine how they want 
to integrate those goals into organizational 
activities. Specifically, this process involves 
four steps: 
1.	 Plan: identify what is not working well and 

identify a goal to work towards,
2.	 Do: implement specific steps to work 

towards the identified goal,
3.	 Study: reflect on the outcomes and results 

of the process, and 
4.	 Act: adopt, abandon, or adapt new 

practices. 
This ongoing process allows organizations 

to constantly look for ways to improve fit 
and goal alignment (Langley et al., 2006) and 
improve the confidence of staff about chang-
ing workplace arrangements (Cox, Wilcock, 
& Young, 1999). Langley and colleagues 
(2006) propose three fundamental questions 
as a framework for improvement processes: 1) 
What are we trying to accomplish? 2) How will 
we know a change is an improvement? and 3) 
What changes can we make that will result 
in improvement? The PDSA process helps 
answer these questions as it involves build-
ing knowledge about current practice and 
choosing benchmarks to measure whether the 
planned changes result in improvement. In 
addition, the model incorporates staff in the 
continuous process, ensuring that individu-
als learn as they go and use what they have 
learned to inform future efforts (Langley et al., 
2006). PDSA is also known as a rapid-cycle 
process because it focuses on quick decision 
making regarding how the process should 
be altered, benchmarks to define progress, 
and the desire to change practice (Taxman 
& Belenko, 2011). The PDSA process is the 
most commonly used approach for rapid-
cycle improvement in health-care settings 
(Varkey, Reller, & Resar, 2007), but is also used 
in management and business settings (Hwang, 
Wen & Chen, 2010; Shewhart & Deming, 
1939), and recently in criminal justice settings 
(Rudes et al., 2012).
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NIATx

A nationwide effort by the Robert Wood 
Johnson Foundation and the Center for 
Substance Abuse Treatment formed The 
Network for the Improvement of Addiction 
Treatment (NIATx) with a goal of identifying 
and addressing barriers to access and reten-
tion in addiction treatment (Ford et al., 2007). 
NIATx created a nationwide learning col-
laborative to work towards the improvement 
of addiction treatment services (Capoccia 
et al., 2007). The NIATx model, founded on 
the concepts of TQM and the PDSA model, 
provides learning opportunities and technical 
support to agencies so they can initiate and 
sustain process improvement approaches such 
as increasing retention and access to treat-
ment (Capoccia et al., 2007; Ford et al., 2007). 
The overarching premise of the NIATx model 
is that addictions treatment agencies need 
to become more client-focused. More spe-
cifically, NIATx employs the PDSA concept 
of rapid-cycle testing to determine what pro-
cesses need alteration to remove inefficiencies 
that result in delayed admissions and attrition 
(McCarty et al., 2007).

NIATx sets out to generate improvements 
in key benchmark areas, including reducing 
days to admission, enhancing retention in care, 
strengthening the quality of treatment, and 
increasing admissions (McCarty et al., 2007). 
The NIATx model has five core principles: 
1.	 Understanding and including the customer 

in the process,
2.	 Identifying and fixing key problems and 

processes,
3.	 Identifying powerful and respected change 

agents,
4.	 Incorporating the ideas from individuals 

internal and external to the organization, 
and

5.	 Using rapid-cycle testing (Capoccia et al., 
2007). 
One of the first processes an organiza-

tion goes through when working with the 
NIATx model is to engage in a learning 
collaborative meeting with an identified 
change team to learn techniques to analyze 
their system and work together (Taxman & 
Belenko, 2011). Organizations also conduct 
walk-through exercises in which staff walk 
through the experience of the customer to 
identify problematic practices and processes 
as a means to address the needs of custom-
ers and improve service delivery (Gustafson, 
2004). Through this process, agencies identify 
a range of problems, such as poor staff engage-
ment with clients, procedures and processes 

that are burdensome, challenges associated 
with addressing the needs of clients, treat-
ment admission problems, and other related 
infrastructure problems (Ford et al., 2007). 
Making minor improvements in these areas 
can improve clients’ experiences in meaning-
ful ways. Organizations involved in the NIATx 
process find positive changes in improving 
access to and retention in treatment (Ford et 
al., 2007; McCarty et al., 2007).

Almost 3000 behavioral health organi-
zations around the country, most of them 
health-care providers, use the NIATx model 
(NIATx.net). More recently, two criminal jus-
tice settings—a drug court and an offender 
reentry program—used the NIATx model. 
NIATx provided technical assistance for an 
adult treatment drug court to improve access 
to and engagement in drug-court services 
to increase recovery and reduce recidivism 
(Wexler, Zehner, & Melnick, 2012). In this 
study, 10 drug courts participated, each con-
ducting a walk-through, identifying a single 
aim (reducing wait time, increasing admis-
sions, or reducing no-shows), forming change 
teams, and identifying an executive sponsor 
and change agents. Through modified sched-
uling practices, paperwork reduction, and 
institution of more thorough communication 
practices, drug courts saw a 57 percent reduc-
tion in client wait time over the course of 12 
months. Additionally, admissions improved 
three to four times after a coordinator was 

placed on-site to meet with clients on the day of 
court and after improvements in outreach and 
education about the drug court. Last, no-show 
rates declined and participation increased after 
introducing reminder phone calls, escorting 
participants to programs, and directly report-
ing to the drug court attendance at programs 
(Wexler, Zehner, & Melnick, 2012). The use 
of the NIATx model in an offender reentry 
program is still relatively new and has not 
undergone evaluation yet (NIATx.net).

Table 1 illustrates the similarities and differ-
ences in the four QI models discussed above. 
As mentioned, TQM provides the foundation 
for The Change Book, PDSA and NIATx; thus 
each of the latter three models includes key 
characteristics of TQM. However, the models 
also diverge from one another. For example, 
The Change Book is a manual providing a 
systematic guide to implementing change. The 
PDSA model is more process-oriented, pro-
viding a thorough progression that guides 
staff through various stages of change. Finally, 
NIATx incorporates the full PDSA process, 
but targets behavioral health organizations and 
adds a walk-through component.

There are many forms of QI processes. 
Organizations must consider the structure, 
environment, and goal(s) of each when decid-
ing which process will work best for them. As 
the previous literature highlights, we know little 
about how QI processes play out in criminal 
justice settings and which forms of QI are most 

Table 1.
Key Factors in Quality Improvement Models

Key Factor
TQM/
CQI

The 
Change 
Book PDSA NIATx

Leadership Involvement X X X X

Continuous Processes X X X X

Focus on Organizational Systems X X X X

Evaluation & Measurement X X X X

Communication X X X X

Teamwork Structures X X X X

Guidebook to Change Process   X    

Focus on One Goal/Change   X X X

Focus on Multiple Goals/Changes   X    

Broad Application   X X X

Process Oriented     X X

Benchmarks     X X

Designed Specifically for Behavioral Health Care       X

Includes Walkthrough       X

Includes Rapid Cycle Process     X X
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useful in these settings. Criminal justice orga-
nizations are unique in that they must balance 
goals of punishment and rehabilitation that 
are often in direct conflict with one another 
(Cullen & Gendreau, 2000; Garland, 2001). 
This competing goal structure and the current 
movement towards the use of evidence-based 
practices (EBPs) can result in implementation 
and change processes that are often slow and 
unsuccessful (Cullen & Gendreau, 2000). Thus, 
examining how criminal justice organizations 
can use QI processes will improve understand-
ing of how to initiate and implement change in 
these settings. The following section provides 
evidence from one of the few documented 
attempts to implement a QI model (PDSA) 
within a criminal justice setting.

QI Process in Criminal Justice Setting

Conducted by Faye Taxman and colleagues, 
the Justice Steps (JSTEPS) project exem-
plifies a QI process in a criminal justice 
setting. JSTEPS was a multi-site research 
project that guided several problem-solving 
courts and probation agencies through the 
implementation of an individualized contin-
gency management (CM) protocol. CM is a 
behavior modification program involving the 
use of gradual reinforcements and sanctions 
(Stitzer & Petry, 2006). Based on the premise 
of operant conditioning (Skinner, 1948), the 
underlying principles of CM suggest that using 
positive reinforcements for certain behaviors 
(i.e., drug abstinence) will encourage individ-
uals to continue those behaviors. In an attempt 
to restructure behavior, positive reinforcers 
help shape individuals’ thinking patterns as 
individuals learn to replace punishable behav-
ior with reward-earning behaviors (Griffith, 
Rowan-Szal, Roark, & Simpson, 2000; Lussier, 
Heil, Mongeon, Badger, & Higgins, 2006; 
Petry & Martin, 2002; Rudes et al., 2012).

Typically used in substance abuse treatment 
settings, CM can help reinforce abstinence and 
treatment attendance (Stitzer & Petry, 2006). 
Meta-analyses confirm that CM is generally 
effective at promoting abstinence among drug 
users (Griffith et al., 2000; Lussier et al., 2006; 
Prendergast et al., 2006). While CM is common 
in the substance abuse treatment literature, 
there are only a few studies examining the use of 
CM with criminal justice-involved populations 
(Polakow & Doctor, 1974; Marlowe, Festinger, 
Dugosh, Arabia, & Kirby, 2008; Marlowe & 
Wong; 2008; Friedmann, Green, Rhodes, 
Harrington, & Taxman, 2010). Because criminal 
justice organizations are typically punitive and 
control-oriented environments, introducing a 

program that involves rewards/incentives and 
a focus on offender change (rehabilitation) 
presents many challenges. Specifically, imple-
menting evidence-based policies (EBPs) in 
probation/parole settings requires organizations 
to alter policies, practices, and ways in which 
organizational actors view their jobs (Rudes, 
Viglione, & Taxman, forthcoming). In this 
study, researchers used the PDSA process for 
several purposes. These included: 1) allowing 
each site to tailor the CM protocol to fit their 
unique needs and circumstances, 2) assisting 
staff in determining if CM provides advantages 
over current practice (Rudes et al., 2012), and 
3) moving existing ideologies to support new 
ideologies (Rudes, Viglione, & Taxman, forth-
coming). The following information outlines 
the learning process that the PDSA process 
facilitated as part of the JSTEPS study:

Plan: Each site learned about the features 
of CM, including key principles such as 
providing positive incentives with a point 
system.

Do: Each site designed their own protocol 
to fit within the organizational context. 
At this stage, sites created their own point 
system and mechanisms by which partici-
pants could earn positive incentives.

Study: Each site received feedback from 
researchers on how well their individual 
protocols aligned with the principles of 
CM. Common areas of difficulty were 
when to reward participants and what 
behaviors to reward them for.

Act: Each site refined their protocols based 
on a reexamination of the scientific prin-
ciples of CM. Using information gained 
in the study phase, sites redesigned their 
protocols to align with CM. For many sites, 
this meant reducing the number of behav-
iors they focused on and improving point 
systems to ensure that reward distribution 
occurred early and frequently.

JSTEPS incorporated the PDSA process as 
a means to educate staff about CM, help staff 
design protocols that fit the needs of their 
organization, and refine protocols based on 
feedback and alignment with the core prin-
ciples of CM (Rudes, Viglione, & Taxman, 
forthcoming). This process differs greatly 
from what often happens—telling staff they 
are going to be doing things a new way and 
assuming they will accept and implement an 
innovation. Throughout the process, it was 
evident that staff struggled to understand 
the purpose of using rewards, a key tenet 

of CM, with criminal justice populations. 
In particular, staff were hesitant to reward 
behavior that they expected of probation-
ers, such as providing clean urine samples. 
Thoughts about rewards began to change 
as staff worked through the PDSA process 
and understood how rewards could fit in 
their existing organizational context. As staff 
worked through perceived challenges, they 
began to see the potential for incorporating 
CM into their current organizational systems 
and routines. Ultimately, staff found CM 
both acceptable and feasible, displaying more 
positive attitudes and beliefs after the PDSA 
process was complete (Rudes et al., 2012). 
The JSTEPS PDSA process helped provide a 
collaborative environment that allowed staff 
members to facilitate organizational learning, 
build consensus on key operating principles, 
and assist teams throughout the implementa-
tion process. 

Discussion
The PDSA model afforded the JSTEPS-
involved probation organizations a systematic 
approach to implementing evidence-based 
change. Using the four-stage Plan-Do-Study-
Act model, probation agencies teamed up with 
academic researchers, with each side learning 
from the other throughout the change process. 
The importance of this collaborative approach 
cannot be overstated. In essence, the JSTEPS 
PDSA model involved all levels of the proba-
tion organization in the change process, while 
simultaneously creating a bridge between 
scholars and street-level correctional staff. 
This generated a win-win for both schol-
ars and correctional staff. By teaming up 
with the producers of evidence-based practice 
(scholars), the consumers (probation staff) add 
legitimacy to their change process. That is, 
when a correctional organization implements 
evidence-based practices, the organization’s 
status increases within the broader corrections 
field that values their use of money-saving and 
effective best practices. At times, this leads 
some correctional agencies to become a model 
for others. It also theoretically improves the 
likelihood of receiving external affirmation, 
recognition, and funding for organizations 
that are early adopters of research initiatives, 
as they help define what becomes evidence-
based (Rogers, 1995).

However, while QI models offer a struc-
tural design capable of introducing and 
implementing change within organizations 
with the potential of creating effective, long-
lasting policy or practice improvements, QI 
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models have some salient shortcomings. For 
the most part, these limitations relate to the 
scant scholarship on the QI model effective-
ness. Hence, if QI models are to offer a way 
out of traditional change stagnancy within 
correctional agencies and researchers present 
these processes with evidence-based practices, 
then we must be able to show that QI models 
are evidence-based, too. Otherwise, correc-
tional workers will return to doing what feels 
right, rather than what the science suggests 
will produce desired results.

To date, the literature yields little help 
in this regard. Hordes of studies of change 
processes using QI models within medi-
cine (Courtney et al., 2007; Madsen, 1995; 
McCarty et al., 2004; Powell et al., 2008) and 
industry (Ahire et al., 1996; Cleary, 1995; 
Deming, 1986; Powell, 1995; Powell et al., 
2008) provide data on the outcome of change 
implementation, but yield nothing suggesting 
that QI processes have any effect on change 
success or failure. This couples with the 
distinct infrequency with which QI models 
are used within correctional reform and the 
long-standing overemphasis on correctional 
outcomes, with negligible attention to process 
(Wilson & Davis, 2006). That said, NIATx 
does offer some evidence suggesting positive 
outcomes, but they do not specifically test the 
QI model. Therefore, we cannot definitively 
determine if the improved outcomes relate to 
the QI model or some other practice, process, 
or framework.

One possible solution is to use the criminal 
justice-favored randomized controlled trial 
(RCT) experimental design to examine both 
organizational change outcomes and processes. 
In this way, statistically matched organizations 
trying to make the same change would divide 
into control and treatment groups based not 
only on the change, but also on the process 
design. Control organizations would continue 
with the status quo without a QI model, with 
additional study arms representing treatment 
organizations undergoing change within a QI 
model design and those undergoing change 
without the QI model design. In this way 
we would be in a better position to conclude 
that QI models offer a substantial effective 
improvement over current change models. 
Many might contend that QI models could 
not make correctional change any slower 
or less effective than it already is; however, 
researchers and correctional agencies must set 
the bar high for measuring QI model effec-
tiveness and efficiency if they are to facilitate 
evidence-based practice usage to improve 

clients, organizations, and communities as 
they desire.
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