Journal of Clinical Child Psychology
1998, Vol. 27, No. 2, 217-226

Copyright © 1998 by
Lawrence Erlbaum Associates, Inc.

Current Progress and Future Plans for Developing Effective
Treatments: Comments and Perspectives

Alan E. Kazdin
Department of Psychology, Yale University

Philip C. Kendall
Department of Psychology, Temple University

Examined the conclusions and implications of articles in this special issue. Treat-
ments can be differentiated on their empirical basis and, for the problems reviewed,
one can identify treatments of choice. To build on the documented advances, we pro-
vide a blueprint for progress in treatment research. The blueprint focuses on a series
of steps that involve conceptuglization of clinical dysfunction and treatment, suppor-
tive research on these conceptual views, careful specification of treatment, evaluation
of treatment outcome, and tests of mediators and moderators of treatment. To improve
research, we recommend expanding assessment, addressing a broad range of ques-
tions about treatment, attending to measures of clinical significance, replicating key
findings, and investigating the transportability of the findings to service-oriented

clinical settings.

Methods of reviewing the literature on the effects of
psychological treatments have evolved along with the
empirical studies they encompass. First, the dominant
review method had been the narrative or qualitative re-
view in which efforts are made to sift through individ-
ual studies and to summarize what can and cannot be
supported. This method relies on the author’s evalua-
tion of the strength and merit of the studies and, of
course, was the first to be used for reviewing the evi-
dence for therapies for children and adolescents alone
(e.g., Levitt, 1957, 1963) and in combination with treat-
ments for adults (e.g., Eysenck, 1952). Second, more
recently quantitative reviews have dominated. Meta-
analyses (Smith & Glass, 1977) and, to a lesser extent,
box-score methods (Luborsky, Singer, & Luborsky,
1975) were applied to systematically codify and com-
bine studies. By coding characteristics of the studies
(e.g., type of treatment, problem, quality of the method-
ology), summary conclusions were drawn and novel
hypotheses were tested. Early meta-analyses focused
on adult and child treatments. (Smith & Glass, 1977;
Smith, Glass, & Miller, 1980) and child treatments by
themselves (Casey & Berman, 1985; Weisz, Weiss,
Alicke, & Klotz, 1987). Third, the focus on validated or
empirically supported treatment (EST) can be consid—%
ered as another way to review the literature. In this type
of review, the evidence is examined from the perspec-
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tive of a common set of criteria to select individual
studies. The criteria are intended to classify treatments
based on the extent to which they are empirically sup-
ported (i.e., as having shown treatment produces sys-
tematic- change in controlled trials). The review asks
the general question, What is known to be effective
(i.e., empirically supported) for a particular clinical
problem based on the extent to which studies are avail-
able that meet specific criteria? How the studies are re-
viewed (i.e., by qualitative or quantitative methods;
Chambless et al., 1996; Nathan & Gorman, 1998; Roth
& Fonagy, 1996; Task Force on Promotion and Dis-
semination of Psychological Procedures, 1995) is not
as critical as the focus or purpose of the review.

The reviews in this special issue identify ESTs and
place treatments into one of three mutually exclusive
categories: well established; probably efficacious; or,
by default, neither. The criteria for this classification
system, specified at the outset of the series (Lonigan,
Elbert, & Johnson, this issue), have evolved (Cham-
bless & Hollon, 1998; Chambless et al., 1996; Task
Force on Promotion and Dissemination of Psychologi-
cal Procedures, 1995) and may continue to evolve. The
authors of the articles have carefully sifted through the
child and adolescent intervention literatures on depres-~
sion, anxiety, autism, conduct problems, and
attention-deficit/hyperactivity disorder and applied the
criteria to identify what treatments might be probably
efficacious or well established. Each article presents a
valuable analysis of treatments in the respective prob-
lem areas—a clear statement about the current status of
treatrnent—and identifies key issues or qualifiers.
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From the set of articles as a whole, one can identify
salient issues beyond the conclusions for specific treat-
ments. First, one can differentiate among many treat-
ments in use based on the status of their evidence.
Clearly, the criteria that were invoked for deciding
whether a treatment is well established or probably effi-
cacious can be questioned and multiple issues affecting
the classification were identified (Weisz & Hawley,
this issue). Nevertheless, differentiating among treat-
ments with reasonable criteria is extremely important.
Among techniques that have been studied, not all have
been shown to work or to work equally well (i.e., not
everyone has won or has all earned prizes; Luborsky et
al., 1975). Some treatments emerge as more established
than do others.

Second, based on the articles, when children come
to treatment for depression, anxiety, conduct problems,
or attention deficit hyperactivity disorder, there are
specific treatments that would be interventions of
choice. Not applying one of the tréatments that the
authors in this series have identified as probably effica-
cious or well established would seem to require a very
strong justification. The conclusions reached in the ar-
ticles could change as (a) new or other treatments are
investigated, (b) moderators of treatment outcome be-
come -clarified, (c) comparative studies- of well-
established treatments are conducted, and (d) criteria
for efficacious and established treatments evolve (e.g.,
using clinical significantly change or magnitude of ef-
fects as criteria in addition to, or in place of, statistically
significant groupdifferences). Yet at this. point in time,
specific treatments are available with evidénce in their
behalf and should be considered as the treatments of
choice when the problems are presented clinically.

Thitd, in focusing on probably efficacious and
well-established treatments, the articles unwittingly
draw attention to'a third category—-namely, “neither”
or “nong of the above.” Neither only means the criteria
for the other categories were not met, but there may be
good reason to make distinctions here. For example, as
Rogers (this issue) noted in her article on interventions
for autism, there are still promising treatments with em-
pirical evidence in their behalf that fall into the “nei-
ther” categoty. There may be value in'addressing this
category futther because treatments that are presently
neither well established tior, probably efficacious may
still have value. Some treatments have not been investi-
gated; others have been invéstigated but not shown to
influence butcome in.a few:studies; and yet others have
been shown to be effective, but below the threéshold of
probably éfficacious (Rogers, this'issue). There would
be value in'delineating the status of suchitteatments be-
cause of the itnplications for next steps in research and
for clinical practice. As an illustration; one could say
that nutritional counseling is neither probably effica-

- ciousnor well established for the treatment of hyperac-
tivity. But we wotld want to go farther in light of sev-
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eral studies showing that diet does not materially affect
key symptoms. Several failed trials may foster stronger
statements than merely noting this is in the “neither”
category.

Finally, the articles in this issue convey that al-
though we know something about preferred treatments,
we do not have complete knowledge about “exactly
what works,” leaving aside why it works. There are
several hundred outcome studies of child and adoles-
cent therapy (see Durlak, Wells, Cotten, & Johnson,
1995). It is irresistible to raise the question, Did we
need hundreds of studies to reach the conclusions that
these articles have reached? Apparem:ly, the answer is
yes. But the question makes more salient the concerns
about the next hundred studies or perhiaps the next sev-
eral hundred studies. What is needed to move the field
forward in amore focused fashion? Can we achieve the
objectives of developing "and identifying well-
established treatments? Key issues to improve the qual-
ity of studies and reporting of the data, nicely outlined
by Weisz and Hawley (this issue) aré important areas
with which we concur. Addressmg deficits in existing
research (e.g., expanding assessments, focusing on
magnitude of effects), although valudble, does not en-
sure that we will obtain the knowledge required for de-
veloping effective treatments. The purpose of our com-
ments is to move to a somewhat different plane in light
of all of the areas that were reVlEWed and to identify
how we can make firther progress toimprovethe scope
and strength of conclusions and how to establish that
treatments are efficacions and effective.

A Blueprint for Further Progress

Elaborating the Nature and
Characteristics of Treatment

The current focus on ESTs emphasizes outcome
studies that show that treatiment is more effective than a
control or other treatment condition. This first step is
obviously important, and ‘none of the comments we
make in any way gainsays the essential nature of rigor-
ous and replicated outcome evidence. Yet, we seek a
more complete picture of what constitutes effective
treatment, how and why it operates, and for whom it is
optimally effective. To achieve this, we propose a blue-
print or broad plan for research. This blueprint includes
a portfolio of research on treatment including, but ex-
tending beyond methodologically rigorous outcome
studies.

Table 1 identifies key steps to evaluate different fac-
ets of treatment, how treatment relates to what is known
about the disorder or clinical problem, and how and to
whom treatment can:be applied to achieve optimal
gains. The notion:of “steps” is.useful to convey a pro-
gression of research, but the progression does not nec-




COMMENTS AND PERSPECTIVES

Table 1. Steps Toward Developing Effective Treatment

1. Conceptualization of the dysfunction: Propose key areas,
processes, and mechanisms that relate to the development,
onset, and escalation of dysfunction.

2. - Research on processes related to dysfunction: Efforts to test
proposed processes in relation to the dysfunction.

3.  Conceptualization of treatment: Propose key areas, processes,
and mechanisms through which treatment may achieve its
effects and how the procedures relate to these procedures.

4. Specification of treatment: Operationalize the procedures,
preferably in manual form, that identify how one changes the
key processes. Provide material to codify the procedures and
the permit of treatment integrity and to replicate in research
and practice.

5.  Tests of treatment outcome: Direct tests of the impact of
treatment drawing on diverse designs (e.g., open
[uncontrolled] studies, single-case designs, and full-fledged
clinical trials) and types of studies (e.g:, dismantling,
parametric studies, and comparative outcome studies) are
relevant.

6.  Testsof treatment processes: Studies to identify whether the
intervention'technigues, methods, and procedures within
treatmentactnally affect those processes that are critical to
the model..

7. Testsof the boundary.conditions and moderators:
Examination of the child, parent, family, therapist, and other
factors with which treatment interacts. The boundary
conditions or limits of application are identified throngh
interactions of Treatment x Diverse Attributes within
.empirical tests.

essarily require a fixed sequence of studies. Rather,
over a period of years of research, the steps refer to the
areas that should be covered so that the foundation of
knowledge is systematic and builds in a cohesive way.
We argue for interventions that employ strategies that
are linked to knowledge about the nature of the disor-
der. The sections that follow address the steps noted in
Table 1.

Conceptualization of the clinical dysfunction.
Conceptualization of the clinical dysfunction refers to
factors that lead or contribute to the pattern of function-
ing we. wish to change, what processes are involved,
and how:these processes emerge or operate. A concep-
tual model of the dysfunction may encompass concur-
rent correlates, risk, protective, and causal factors. The
model may . be quite circumscribed to address some
facet of the problem or a subtype of many individuals
who show the problem. Considering what is known
about factors related to onset, maintenance, termina-
tion; and recurrence of the problem, we are likely to
learn:more about -what might serve as effective inter-
ventions (prevention and treatment). As a beginning, a
conceptualization (preferably data based) of onset and
course of clinical dysfunction or the specific problem
domain is a critical step.

Research on processes related to dysfunction.
This: step consists of testing directly the processes hy-
pothesized to beimplicated in the clinical problem (i.e.,

tests of the conceptual model). For example, if cogni-
tion is proposed to play a pivotal role in the onset or
maintenance of a disorder or pattern of functioning, di-
rect tests are needed and should be part of the founda-
tion leading toward treatment development. Treatment
studies can test conceptual models insofar as they pro-
vide evidence that key processes change over the
course of therapy and that these changes mediate or at
least relate to outcome. However, with some excep-
tions (e.g., Treadwell & Kendall, 1996}, this is an infre-
quent focus of child and adolescent therapy research.

Tests of the conceptual model of the clinical prob-
lem need not rely on treatment studies. For example, if
family processes are proposed to account for or contrib-
ute to the problem; direct tests of these processes in
cross-sectional and longitudinal studies of the family
and of the onset, course, and subtypes of the disorder or
clinical problem are very valuable. Research-on the na-
ture of the clinical problem is likely to identify various
subtypes; multiple paths leading to a similar onset, and
key moderators that alter the profile of risk factors lead-
ing to the disorder. These findings may also have impli-
cations for providing varied forms of ‘treatment. For
some treatments (e.g., learning-based therapies, medi-
cations), animal studies may be a viable option to
evaluate key processes (e.g., neurotransmitter uptake).
As a general rule, research on the nature (e.g., charac-
teristics, course, mediators) of clinical problems should
be more highly-integrated with orused as a resource for
generating psychosocial treatments.

Coneceptualization of treatment. Treatment
should have conceptual underpinnings (i.e., explicit
views about what treatment is designed to accomplish
and through what processes). The guiding question is,
How does this treatment achieve change? Answering
this question is pivotal to development and optimiza-
tion of treatment effects. In many cases, the ‘answer
may involve basic¢ psychological processes (e.g., mem-
ory, learning, information - processing, and: conflict
resolution). It is no longer sufficient to provide global
conceptual views (orientation) about what to:do in the
sessions. Rather, to ensure progress, those processes
(e.g., psychodynamic, cognitive, or familial) that are
considered to be responsible for therapeutic change
ought to be assessed directly. Moreover, when seeking
information.about change processes, itis wise for more
than one hypothesized-process to be evaluated within a
single study, in comparative form (Kendall &
Flannery-Schroeder, 1998).

It may be that treatment directly addresses those
processes considered to be involved in the development
of the problem. For example, inept discipline practices
influence the development of aggressive behavior in
children (Dodge, Pettit,” & Bates, 1994; Patterson,
1982; Patterson, Reid, & Dishion, 1992) and parent
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management training directly alters these practices and
alters aggressive child behavior. In other treatments,
the focus may draw on change processes that may or
may not address those processes involved in develop-
ment of the problem. For example, learning models
may generate treatments that provide special learning
experiences but not necessarily have any implications
for the etiology of the problem.

Specification of treatment. - Treatments should
be operationalized, preferably in manual form, so that
the integrity of treatment can be evaluated, the material
learned from treatment trials can be codified, and the
treatment. procedures can be. replicated (Wilson, in
press). Manuals. specify. guidelines, session foci, and
content; - the progression of treatment; and when and
how to continue particular practices, tasks, sessions,
and themes. The application can be . individualized
(e.g., Kendall, Chu, Gifford, Hayes, & Nauta, in press),
but the essentials of generic treatment can be in the
manuals.

Manuals can encompass all aspects of treatment
that can be documented, Some of the information
may seem relatively. trivial, such as the materials
used in a session, instructions to explain treatment,
and forms used to document the sessions. The effec-
tive application, of treatment may not require com-
plete adherence to each of the points that is specified.
Atthe same time, replication in research and clinical
practice will require knowing precisely what was
done. Evaluation of the extent to which any particu-
lar. practice is essential or optimal then can be re-
searched (Kendall, in press) if one doubts the impor-
tance of that facet of treatment.

. The value of treatment manuals is not unanimously
embraced among researchers (e.g., Gaston & Gagnon,
1996; Strupp & Anderson, 1997). At this time, there is
no alternative to manualization of treatment, although
the meaning of manualization and how and to what ex-
tent treatment is «codified have a range of options. Yet
manualizatien in some form is essential in light of the
likely alternative—namely, clinical practice in which
thereis imprpvisatiqn and vast individual therapist dif-
ferences in ‘training, preferences for treatment, and
judgment asa guide. A balance of manuals, improvisa-
tion, and mdwmlual therapist differences may prove to
be important. However; research and clinical practice
beginwith spemﬂcauan and documentation of the criti-
cal facets of the intervention..

Tests of treatment outcome. - To develop and
advance treatment, direct tests of clinical outcomes are
central. A wide range of treatment tests (e.g., open [un-
controlled] studies, single-case designs, randomized
clinical trials) can provide evidence that change is pro-

220

duced and that treatment is responsible for the change.
Direct tests of treatment are the most common forms of
research of child and adolescent therapy. The articles in
this issue by and large consist of reviews of outcome
evidence. Clearly, of all steps in the research progres-
sion, there has been an emphasis of treatment outcome
studies of the type represented in this step. There are, of
course, several different types of outcome questions
based on whether, for example, variations of parame-
ters of treatment, components of treatment, or combi-
nations -of treatment influence outcome, as discussed
later.

Tests of treatment processes. Do the interven-
tion techniques, methods, and procedures within treat-
ment sessions actually affect those processes that are
considered to be critical to the treatment model? The
processes refer to those facets in the conceptualization
of treatment that are considered to produce, facilitate,
ormediate change (see Holmbeck, 1997). It may be that
parenting practices are critical to change in the opposi-
tional child. If so, these practices should change during
treatment. Also, the extent to which these practices
were problematic to begin with and to which they
changed over treatment should relate specifically to
child improvement. Among varied treatment models,
relationship, alliance, and bonding between the child
(or parent) and therapist may be viewed: as a. critical
process to achieve change. Once an intervention is
found to be efficacious, tests of such processes are es-
sential to ensure we understand why and how treatment
works.

Tests of boundary conditions and moderators.
Tests of the conditions on which effective interventions
depend are critical. What are the boundary conditions
for effective application of treatment or the variables
(moderators) that influence efficacy and effectiveness?
In child and adolescent treatment; it is conceivable that
child, parent, family, and contextual influences affect
development of clinical dysfunction and the likelihood
that critical treatment processes will be altered (see
Holmbeck, 1997). Although moderators of therapy are
not studied very often in child and adolescent therapy,
one can point to a number of demonstrations in which
the effectiveness of treatment depended on such other
factors as severity of child dysfunction, parent stress
and psychopathology, and socioeconomic disadvan-
tage, to mention a few (Kazdin, 1995; Kazdin &
Crowley, 1997; Webster-Stratton & Hammond, 1990).
What treatment works for whom and under what condi-
tions has been a phrase that has guided discussions of
research (Kiesler, 1966) but has not served as a basis for
very many studies in child and adolescent therapy
(Kazdin, Bass, Ayers, & Rodgers, 1990).




COMMENTS AND PERSPECTIVES

From Concepts to Research

The blueprint we propose is to organize and steer in-
vestigations, but it may be sufficiently abstract and
hence not very helpful for designing investigations.
Yet, several researchable questions are encompassed
by the model, as presented in Table 2. Progress can be
made by ensuring that for a given treatment and clinical
problem these questions are addressed systematically.

The primary focus of child and adolescent treatment
research has been on basic outcome questions, specifi-
cally, Questions 1 and 4 in Table 2. Reviewers have
consistently lamented the paucity of research on other
aspects of treatment, with especially scant research on
miediators and moderators (Durlak et al., 1995; Kazdin,
et al., 1990). As the previous articles in this issue have
carefully documented, important conclusions.can be
reached already by the available outcome studies.

Althonghreach of the questions in Table 2 is impor-
tant, we are arguing more broadly for systematic efforts
to address the range of questions for a given technique.
Presumably, ‘if research proceeds systematically, the
priority: of the questions that should be considered will
change over time. For example, following replicated
studies.onthe impact of treatment; as emphasized in the
effort (this special issue) to identify probably effica-
cious and well-established treatments, we want the em-
phasis to shift to-studies that address other questions
thatare likely to be neglected. This shift is notanidle or
academic exercise. Clinical impact of treatment will
derive not only from outcome studies, butalso from un-
derstanding the processes through which treatment
works and the individuals for whom treatment is and is
not likely to work.

General Comments

Because much of contemporary outcome research
has focused on a narrow set of questions, there are not
many exemplars in child and adolescent therapy that il-
lustrate the blueprint in full bloom. Parent management
training is one of the better examples. Conceptualiza-
tion of family processes (inept discipline practices) that
promote aggressive behavior has been followed with
supportive research that charts the nature and progres-
sion ;of parent—child interaction patterns (Patterson,
1982; Patterson et al., 1992). Also, changing inept par-
enting practices alters child behavior and the extent to
which parents change in these practices influences out-
come (i.e., dose-response relation). These findings sug-
gest, but do not prove, that parent behavior mediates
therapeutic change. Moreover, child, parent, and fam-
ily characteristics have been shown to moderate treat-
ment effects (see Dishion, Patterson, & Kavanagh,
1992; Forgatch, 1991; Kazdin, 1997; Patterson et al.,
1992; Webster-Stratton, 1996). Many of the techniques

Table 2. Range of Questions to Guide Treatment Research

What is the impact of treatment relative to no-treatment?

‘What components contribute to change?

‘What parameters can be varied to improve outcome?

How effective is this treatment relative to other treatments for

this problem?

5.  What treatments can be added (combined treatments) to
optimize change?

6.  What processes within or during treatment influence
(mediate) outcome?

7. 'What child, parent, family, and contextual features influence

(moderate) outcome?

Eall ol bl e

used in parent training (e.g., reinforcement in-various
forms, time-out from reinforcement, ignoring) have
rather extensive basic and applied research that provide
empirical underpinnings of the procedures (i.e., experi-
mental and applied analysis of behavior, respectively).
Parent management training alone or combined with
other procedures has been identified as an intervention
with outcome evidence in its behalf in the present series
of articles (Brestan & Eyberg, this issue; Pelham,
Wheeler, & Chronis, this issue; Rogers, this issue). Re-
search on parent management training has provided a
model about how the problem may develop for many
children, how many domains of -functioning are af-
fected, what central foci of treatment are needed in
cases where inept practices. are evident, and what to
monitor during treatment (e.g., parent progress) if the
outcomes are to be achieved. Parent management
training for oppositional and conduct problems illus-
trates an area where several facets of our blueprint
are addressed.

The blueprint we have outlined reflects the interplay
of theory and research. However, more than that, the
steps are intended to reflect a progression of research.
The goal is to permit evaluation of the field in a quite
different way from the usual literature reviews. Current
reviews focus on what has been accomplished. in re-
search and react to what is provided by the :available
studies. Such reviews, although valuable, suffer from
the fact that the accumulation of studies is haphazard.
What we can say is based on tracing the path through
which the research has wandered. If we, as investiga-
tors, have ignored many critical questions about ther-
apy or our studies were routinely subject to design prac-
tices that are limiting (e.g., narrow range of ontcomes),
then the conclusions will be commensurately limited.

A more proactive stance for the field is one that be-
gins with a model of what we need to know:in moving
from ignorance to knowledge about effective and dis-
seminable interventions. Specifying some of the criti-
cal steps and movement from one 'step to another is
likely to lead to much greater progress and, as impor-
tant, to allow us to assess.in subsequent reviews how
much progress has been made. The blueprint we sug-
gest offers a way to chart a course for treatment re-
search. Subsequently, a systematic review of the range
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of issues and questions that are addressed over time
permits us to identify where we are on that voyage.

Expanding Research Methods and Foci

The conclusions reached about whether treatments
are probably efficacious or well established can depend
on a number of conditions related to how the psycho-
logical therapy research was conducted. As a way of
identifying these conditions, we refer to them as poten-
tial methodological moderators—namely, conditions of
the design (e.g., assessment, selection of participants)
on which the conclusions might well depend. We iden-
tify key points here withthe hope of fastering improved
outcome research.

Assessment

Multiple outcome domains and measures.
Children and adolescents are referred to treatment be-
cause of dysfunction in some domain and our attention
as researchers is immediately drawn to symptoms (i.c.,
presenting problems and target complaints). Clearly,
symptom reduction is a relevant and important out-
come. Indeed, the vast majority of therapy studies rec-
ognize this and rely heavily on symptom reduction as
the primary or sole outcome: criterion (Kazdin et al,,
1990). There are many other outcomes that are criti-
cally .important because of their significance to the
child; family; and, in many cases, society at large. Ta-
ble 3 includes domains that are relevant for evaluating
therapy outcomes.

The range of domains included in treatment should
be broadéned to address those areas covered in the ta-
ble. Few studies go beyond symptom measures, al-
thongh ratings by different informants in different set-
tings (e.g:; parénts and teachers, home and school) may

Table 3. Criteria to Evaluate Treatment Qutcome

1.~ Child Functioning
a. Symptoms
b.. Tmpairment
¢. Prosocial competence
d. Academic functioning
e. Peer relagiorjships/social functioning
2. Parent and family functioning
. Dysfunction (e.g., symptomns)
b. :Caontextual influences (e.g., stress, quality of life)
c. Conditions that promote adaptation (e.g., family support,
quantity and quality time)
3.  Social impact measures
a. Conisequences on systems (e.g., school activities,
attendance, truancy)
b. Setvice use (¢.g., reductions in special services or needed
services):
c. Monetary cgsts and gains (e.g., on or off social
assistanée, costs for services)
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be included. Perhaps we have embraced too eagerly
that the goal of therapy is to reduce symptoms or focus
on that almost exclusively. We know from longitudinal
studies of child dysfunction that prognosis and long-
term outcomes.depend on many domains, in addition to
symptom type, severity, and onset (e.g:, Robins & Rut-
ter, 1990). Consequently, in evaluating the effective-
ness of treatment, evidence across a number of domains
is likely to be critical.

Among the many domains; perhaps special empha-
sis should be given to impairment (i.¢., the extent to
which the individual’s functioning in‘everyday life is
impeded). For a child or adolescent, meeting role de-
mands at home and at school; interacting prosocially
and adaptively with others; and being restricted in the
settings, situnations, and experiences in which'he or she
can function can-vary considerably. Impairment is re-
lated to, but distinguishable from, symptoms.and meet-
ing criteria ‘for- a disorder:(Sanford, - Offord, Boyle,
Peace, & Racine, 1992). The significance of impair-
ment stems from its relation to seeking treatment, Im-
pairment, more than symptoms, predicts the likelihood
that a child is referred for mental health services (Bird
etal., 1990). Also, among these treated, the level of im-
pairment at the end of treatment predicts the likelihood
of relapse (e.g., Liewingohn, Seeley, Hibbard, Rhode, &
Sack, 1996). Impairment is a key domain; and meas-
ures are readily available for use in treatment studies
(e.g., Hodges, Bickman, Ring-Kurtz, & Rieter, 1991;
John, Gammon, Prusoff,: & Warner, 1987;. Shaffer et
al., 1983). By singling out:impairment; we do not in-
tend to imply that one criterion (impairment) should re-
place another (symptorns). Just the opposite; multiple
outcomes should be considered in identifying empiri-
cally supported treatments.

Broadening the scope of assessment batteries is the
primary message {o improve outcome research (Ken-
dall & Flannery-Schroeder, 1998). A broader scope
permits the evaluation of changes outside the present-
ing symptoms as well as change on the targeted area. A
broader scope, when measures tap different theoretical
systems, permits;analyses of what changed and what
mediated change from: beth within and outside the
guiding theoretical grientation of the treatment. For ex-
ample, it would be quite informative to know that an ef-
fective treatment was miediated by changes consistent
with one theoretical:. conceptualization of the problem
but not consistent with:another.

There is a more subtlé point worth noting in passing.
In evaluating whether treatments are probably effica-
cious or well established, it is quite conceivable that the
domains and the.level of change that are relevant or,
most important, will vary by problem area (e.g.; autism
vs. depression). Als¢, anjong individuals referred for a
given problem (e.g., anxiety disorder), it is possible that
not all domains (symptoms, social functioning, and im-
pairment) are equally relevant. At this point, these are
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nuances that focus on fine-grained distinctions. The
initial challenge is to evaluate a range of domains as the
basis of treatment evaluation. More than evaluating
changes on ameasure, attention to a profile of function-
ing would be an important line to pursue.

Multiple domains hint at a broader problem with
multiple measures, There are many treatment outcomes
and criteria that are relevant to the conclusions reached
about treatment, and these can vary'interms of perspec-
tive or informant (Achenbach, McConaughy, & How-
ell, 1987; Strupp & Hadley, 1977), types of outcome
measure (e.g., Kazdin & Wilson, 1978), and facets of
the problem or disorder (e.g., relapse, recovery, remis-
sion; Frank et al., 1991). The striking feature of differ-
ent-outcomes is that valid measures of client change do
not necessarily correlate highly with each other. For ex-
ample, parent, teacher, and child ratings of symptoms
do notcorrelate very highly with each other or very well
with other indices such as archival records {e.g., arrest,
truancy) or overt behavioral observations athome (e.g.,
Achenbach et al.; 1987; Patterson, Dishion, & Cham-
berlain, 1993). This means that conclusions reached
about treatinent techniques; including: the relative ef-
fectiveness -of different-techniques;, may vary by the
measures (e.g., Szapocznik et al., 1989).

The implications of these comments-for identifying
effective ‘treatments are major. Probably efficacious
and: well-established treatments may not differ from
no-treatment or. nonspecific, treatment.control condi-
tions bn some measures. but will differ.on others. It is
importantto include multiple measures and assessment
of multiple;domainsito permit:evaluation of the impact
across.atange of domaing and methods of assessment.
At:some point; there may be a need to prioritize meas-
ures or todecide the:-domains on which classification of
efficacy and effectiveness will be based.

Timing of assessment. .. Conclusions - about the
efficacy and effectiveness of treatment are based on the
status of participants at posttreatment. As a number of
authors jn this issue have noted, with few exceptions
(e.g.,: 3.3-year. follow-up; see Kendall & Southam-
Gerow, 1996), there is a paugity of follow-up data. It is
still the case that most-outcome studies with children
and adolescents do, not assess, follow-up, and when
follow-upis gathered the duration is a matter of months
after postireatment (Kazdin etal., 1990; Weisz, Weiss,
Han, Granger, & Morton; 1995). Yet, in the context of
identifying ESTs, follow-up data are essential. The
conclusions: about the ;efficacy and effectiveness of
treatment relative:to noitreatment or about the relative
efficacy .of two ormeors treatments:can vary at post-
treatment: and at follow-up and over the course of two
dxffarent follow-up periods (e.g., Kolvin et al., 1981;
Mcyers,‘ (raves, Whelan; & Barclay, 1996; Newman,
Kenardy, Herman, & Taylor, 1997). This fact means

that, in principle, a treatment identified as probably ef-
ficacious or well established based on posttreatment
data might not be classified in the same way if follow-
up data were obtained. The data are much too sparse to
make any sweeping claims except perhaps to note that
conclusions about treatment efficacy drawn in the pre-
vious articles usually are based on treatment effects as-
sessed at posttreatment.

These comments might imply that some treatments
may be efficacious in terms of short-term outcome but
may not be $o classified with long-term- follow-up.
Even if this were the case, short-term effects can be
very important, and treatments that are efficacious
(e.g., different from no-treatment) at posttreatment but
not at follow-up are valuable. For example, most chil-
dren who are oppositional in garly childhood or who
wet their beds (e.g, to age 4 or 5) donot retain these be-
haviors into adulthood. For these behaviors, an effica-
cious intervention,based on posttreatment data, might
be worth identifying even if S-year follow-up showed
no difference between treatment. and :no-treatment
groups on certain measures. Neveitheless, in identify-
ing efficacious and effective treatments, we underscore
the importance of providing follow-up data.

Clinical Significance

When striving to identify effective treatments, it is
important to consider in greater depth the extent to
which changes on various outcome measures translate
to palpable benefits or meaningful changes for children
and families. Measures commonly used (e.g., symptom
checklist and rating scales, completed by parents,
teachers, and children) reflect constructs about which
we have keen interest. Yet, we sometimes have little
evidence that these measures translate to meaningful
change or clear benefits in everyday life. Evaluation of
the clinical significance of change is intended to redress
this concern by reflecting the extent to ‘which the
changes over the course of treatment are clinically
meaningful or important.

Several methods have been used to evaluate clinical
significance, including (a) the extent to which or
whether initially deviant children return to normative
(nondeviant) levels- of functioning on standardized
measures (¢.g.,Kazdin, 1977; Kendall & Grove, 1988),
(b) the amountichanges individuals make from pre- to
posttreatment, in standard deviation units on the out-
come measures (e.g., Jacobson & Revenstorf, 1988),
(c) whether children no longer meet criteria for a diag-
nosis at the end of treatment, .(d) evaluation by indi-
viduals in contact with the client who judge whether the
changes are impeortant or:make a difference (Wolf,
1978), and () changes on social impact measures (e.g.,
arrest, truancy, rehospitalization; Kazdin, 1998). Use
of these methods is important and is to be encouraged
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(Kendall, 1997). Nevertheless, our comments, al-
though not intended to detract from their adoption and
expansion, do suggest that the meaning of clinically
significant change is by no means obvious.

Clinical significance has been defined by research-
ers as a way to move beyond merely showing statisti-
cally significant changes. Yet, whether individuals
who have made a “clinically significant change,” as
commonly defined, are actually better off has not been
firmly established. Stated another way, clinically sig-
nificant change has been operationalized by research-
ers in ways that have not fully appreciated what might
be. called clinical validity, (i.e., establishing that the
measures make a difference to persons who receive
treatment or live with persons that do or that are notice-
able). Conclusions about treatments. that are empiri-
cally supported, whether from individual studies or
meta-analyses, are based on-effecting changes that are
significant, usually statistically, but sometimes clini-
cally. In the prioritization of treatments, we certainly
want to delineate those interventions: that have pro-
duced replicable and statistically reliable changes. Yet,
we .also want o have some idéa about whether the
changes are meaningfully reflected in everyday life. In-
terpretation of the measures and clinically significant
change on the measures warrants further validation.

Next Steps for Research

The next generation of treatment outcome research
will provide valuable information for the science and
practice of child and adolescent therapy. True progress
will require building on past successes and prior knowl-
edge; avoiding past mistakes and nonproductive paths;
and, no doubt, incorporation of a new. generation of
ideas and issues. To pace future research, we see merit
in at least two steps: replication and:transportability.

Taking a closer laok at the conclusions we seek to
reach requires replication. The twotypes of replication
for consideration are identical and conceptual. In an
identical replication the investigator undertakes to con-
duct an exact copy of the prior study (with new partici-
pants), using the same methods and measures. The re-
sults -inform us about the. ability. of ‘the treatment to
again have certain effects and can help to establish a re-
sult that may have been in question. A conceptual repli-
cation mirrors the hypothesis: of ithe initial study but
uses different measures: (or methods) to examine the
outcomes.. The concept (treatiment) that is tested is the
same, but it is gone about in a different manner. Al-
though an identical replication helps establish a result,
a conceptual replication, where: the results cannot be
considered an artifact of the methodology, adds to the
weight of the confidence in the underlying theory or
mechanism of change. Replicationsare required not
only for the ultirhate determination: of the treatments
that qualify as probably effieacious and well estab-
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lished, but also for advancement of the science of treat-
ment development.

Given that a treatment applied in a research setting
can be considered efficacious, we must next move to
determine if that intervention will be comparably effi-
cacious/effective in a service-oriented clinical setting.
Although difficulties inherent in the process of trans-
portability (Kendall & Southam-Gerow, 1995) may ex-
plain the dearth of research, one study with adult panic
sufferers (Wade; Treat, & Stuart, 1998) supports the
transportability of a manual-based treatment to a clini-
cal setting. Potential barriers and real speed bumps ex-
ist along the path from research to practice, but the fu-
ture is nevertheless well served by the study-and actual
transport of - efficacious interventions. and  well-
established treatments to the world of clinical practice.

Conclusions
This special issue on which we have commented has

provided important information about the current
status of treatments in the respective areas that were re-

viewed. Our comments are intended to be constructive:

to build on the articles by clarifying the overall mission
or goals of treatment research and to'convey key issues
to improve the yield from studies; We proposed a blue-
print or plan for developing and evaluating efficacious
and effective treatments. Our plan Jobbies for the accu-
mulation of studies in several'areas, beyond outcome
questions and criteria used:to'define. probably effica-
cious or well-established treatments. Impetus for pro-
posing an overall plan stems from the directions and
status of current research, which, by and large, has been
limited in what is studied, how treatment is' delivered,
and who is served. Further analyses or reviews of the
literature, however quantitative or comprehensive, will
not provide the requisite information, if the constituent
studies have not been completed. Conceptual and em-
pirical work is needed to address a range of questions
about how treatment:works: (medlators) and for whom
(moderators). The blueprint is: de51gned to convey the
range of questions and to serve as a basis for charting or
evaluating progress of research ovet time, '
Apartfroma pmpmsed blueprint, several issues were
identified to improve individual studles and the likeli-
hood that the findings are chmcally useful, important,
and disseminable: Idﬁ:ally, those treatments identified
as probably efflcacmus or well»estabhshed would be
suitable or the treatments of choide for ¢linical work.
Much of - the research isi conducted under conditions
that depart markedly from those: toiwhich we wish to
generalize. Additionalresearch withiclinical samples is
sorely needed. In addxtxon, we: ldﬁntify several areas to
integrate into.outcome research to improve the strength
and clinical relevance of the conclusions that can be
drawn.
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