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As is true with any newly popu-
larized term, the term “evi-
dence-based” has an almost

intuitive ring of credibility to it. It
brings to mind images of tree-lined
and stately buildings fronted with
Grecian columns and filled with per-
sons wearing white coats, speaking in
hushed tones, and offering reassur-
ances. But this ring may be hollow. As
Montaigne noted, “Nothing is so
firmly believed as what we least
know,” and as Valery warned, “That
which has been delivered by every-

one, always and everywhere, has
every chance of being false.” 

There are as many definitions of
what constitutes “evidence” as there
are definitions of what constitutes a
“service.” More important, the use of
the term “evidence-based practice”
presupposes agreement as to how the
evidence was generated, what the ev-
idence means, and how or when the
practice can be implemented. 

We suggest that before this term
becomes a slogan, it may be wise to
examine the presuppositions behind

it, acknowledge the limitations of
what is sometimes characterized as
evidence-based practice, and, in the
next generation of services research,
attend to implementation issues at
the front end. 

Much of what passes for research
on evidence-based practice in the
field of child and adolescent mental
health might more aptly be described
as clinical treatment efficacy re-
search. In this article we first describe
how evidence-based practice is being
defined in the field of child and ado-
lescent mental health, the character-
istics of children and of services that
pose special challenges in creating ev-
idence-based practices, and the state
of research evidence for treatments
and services. Finally, we explain why
healthy skepticism about current evi-
dence-based practices is not unrea-
sonable.

Definitional applications
In the field of children’s mental
health services research, the term
“evidence-based practice” refers to a
body of scientific knowledge about
service practices—for example, refer-
ral, assessment, and case manage-
ment—or about the impact of clinical
treatments or services on the mental
health problems of children and ado-
lescents. The knowledge base is cre-
ated through the application of scien-
tific methods that examine the impact
of certain practices on outcomes for
the child or adolescent and his or her
family. Evidence-based practice is a
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shorthand term that denotes the qual-
ity, robustness, or validity of scientific
evidence as it is brought to bear on
these issues. Although the term can
and has been applied to preventive
strategies, here we focus on treat-
ments and services for children and
adolescents who have been identified
as having clinical disorders.

In the child and adolescent mental
health services field, the term “evi-
dence-based” is most often used to
differentiate therapies—generally
psychosocial—that have been studied
with varying degrees of rigor from
therapies that are used but have not
been studied or have not been stud-
ied well. For example, Kazdin (1) has
described four domains that consti-
tute criteria for assessing an evidence
base: a theory to relate a hypothe-
sized mechanism to a clinical prob-
lem, basic research to assess the va-
lidity of the mechanism, preliminary
outcome evidence to show that a
therapeutic approach changes the rel-
evant outcomes, and process-out-
come connections, which display the
relationships between process change
and clinical outcomes. In essence,
Kazdin has defined a process for at-
taining a valid and substantiated the-
ory about the impact therapy has on a
patient.

Operational criteria were proposed
by the division of clinical psychology
of the American Psychological Asso-
ciation in 1998 and were applied to
studies of specific childhood syn-
dromes (2,3). According to these crite-
ria, treatments are to be supported by
either group design or single-subject
experiments, and studies should
clearly describe characteristics of the
subjects. For a treatment to be con-
sidered “well established,” two or
more studies must show that it is su-
perior to medication, placebo, or an
alternative treatment or that it is
equivalent to an already established
treatment, or nine single-subject case
studies must be conducted to estab-
lish its equivalence or superiority.
Well-established treatments have
been identified for attention-deficit
hyperactivity disorder (ADHD)—for
example, behavioral parent training
and classroom behavior modification
(4); for conduct problems—for exam-
ple, parent training (5); and for pho-

bias—for example, participant mod-
eling and reinforced practice (6). 

For an intervention to be consid-
ered “probably efficacious,” two or
more studies must show it to be supe-
rior to a wait-list control condition or
one experiment must meet the crite-
ria for a well-established treatment,
or three single-case studies must be
conducted. Treatments that are proba-
bly efficacious have been identified for
depression and anxiety disorders—for
example, cognitive-behavioral therapy
(6,7)—and ADHD, conduct problems,
and phobias. Studies of psychosocial
interventions among children and
adolescents for autism, anorexia and
bulimia, posttraumatic stress disor-

der, bipolar disorder, obsessive-com-
pulsive disorder, panic disorder, and
substance abuse have not yet met the
criteria for being considered well-es-
tablished or probably efficacious.

Another approach to defining the
evidence base in child research has
arisen from the Interdisciplinary Com-
mittee on Evidence-Based Youth
Mental Health Care, with formal par-
ticipation by the American Academy
of Pediatrics, the American Academy
of Child and Adolescent Psychiatry,
and the American Psychological Asso-
ciation’s divisions of clinical child psy-
chology and school psychology. This

committee has built on the work of
the American Psychological Associa-
tion but has attempted to broaden the
system to include psychosocial as well
as pharmacologic treatments that are
scientifically supported (8). 

A manual has been developed for
use by reviewers of outcome research
to enable coding of studies according
to highly specified criteria. For treat-
ments to be classified as evidence
based, at least two between-group de-
sign studies with a minimum of 30
subjects must be conducted across
studies representing the same age
group and receiving the same treat-
ment for the same target problem, at
least two within-group or single case
design studies with the same parame-
ters must be conducted, or there
must be a combination of these. Fur-
ther, a majority of the applicable stud-
ies must support the treatment, and
the protocol must show acceptable
adherence to the treatment manual. 

The ultimate goal is to develop an
archive of data from clinical trials for
all treatment studies and to periodi-
cally update this archive such that it
can provide research syntheses and
meta-analyses to summarize treat-
ment research for children and ado-
lescents (8). This process is not unlike
that proposed by the Cochrane Col-
laborative Group, which has been the
primary standard setter for evidence-
based reviews in medicine. The
Cochrane Collaborative has formed
the foundation for many of the proj-
ects for the Agency on Healthcare
Research and Quality (9).

Finally, the term “evidence-based”
has been used to refer to analytic re-
views of bodies of studies on a target
problem or program. For example,
meta-analytic reviews of psychothera-
py treatment studies—which usually
meet less stringent criteria than those
we have described—have been wide-
ly cited as suggestive of the strength
of the evidence for these therapies
(10–12) and as evidence that psycho-
therapy treatments are as effective for
children as they are for adults (12). In
addition, several recent reviews of in-
terventions, such as family preserva-
tion and school-based services, have
set inclusion criteria—for example, a
randomized clinical trial, use of estab-
lished outcome measures, and use of
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a comparison group—and then syn-
thesized the strength of the evidence
for or against the effectiveness of
these types of services (13–16). 

From a scientific standpoint, apply-
ing the same criteria to studies of
pharmacological, psychosocial, or
prevention interventions is probably
warranted. Scientific justification
rests on relatively well-accepted prin-
ciples of control (17). However, there
are important differences among
these interventions in the ways in
which they do—or do not—have reg-
ulatory backing. 

In pharmaceutical medicine, evi-
dence-based approaches have been
built into the regulatory standards de-
veloped by the Food and Drug Ad-
ministration (FDA) to review scien-
tific evidence and identify effective
medications. The strength of the evi-
dence for pharmacologic treatments
is regulated by the FDA, and an in-
dustry has grown up around this reg-
ulation, whereas the strength of the
evidence for the effectiveness of psy-
chotherapies and other nonpharma-
cological interventions lies only in the
knowledge base created by re-
searchers. 

Pharmaceutical companies cannot
distribute or advertise a pharmaceuti-
cal agent unless it has been approved
by the FDA. The existence of regula-
tory authority over the distribution of
effective—and therefore profitable—
therapies does not exist for psychoso-
cial treatments or services. Conse-
quently the incentive system for the
growth of these therapies is vastly dif-
ferent and largely academic (18). 

Evidence-based practice 
for children’s services
Children’s versus adults’ services
First, although to be human is to de-
velop (in the French sense of de-en-
veloper or un-envelop), children un-
dergo more rapid physiological, neu-
ronal, and psychological changes over
a briefer period than adults. The ra-
pidity of this development implies
that for evidence-based practice to be
meaningful, it has to take into ac-
count developmental conditions that
affect the durability of the effects of
treatment. An evidence-based prac-
tice that is effective in the treatment
of adolescent depression may well be

ineffective or even harmful for chil-
dren who have not reached puberty. 

Attention to developmental incre-
ments in the creation of evidence-
based practices for children and ado-
lescents means attention not only to
age-related changes but also to the
complex and dynamic interactions
among the child, the family, and the
environmental context that accompa-
ny maturation (19). In the field of
child and adolescent mental health,
answers to questions about the evi-
dence base for services are not mean-
ingful if developmental issues have
been ignored.

Second, the creation of a treatment
for a child is rarely undertaken with-
out consideration of the family con-

text. In fact, some have argued that
even the notion of what constitutes a
mental illness cannot be ascertained
without knowledge of the interaction
between the child and his or her fam-
ily (20,21). Beyond this interaction,
parental perceptions of the nature of
presenting problems differ substan-
tially from the child’s perceptions
(22). The nature of the diagnosis itself
is contextually bound for children and
adolescents to a far greater degree
than is true for adults (23). Although
involvement of caregivers is impor-
tant in implementation of evidence-
based practices for adults, in child

mental health research the family is
central not only to the development
of the treatment or service but also to
the understanding of the diagnosis it-
self.

Third, evidence-based practices for
children differ from those for adults
in that the types of services for which
an evidence-based practice is devel-
oped will necessarily involve substan-
tially different service venues. For ex-
ample, 70 to 80 percent of the mental
health services received by children
who have mental health problems are
provided by schools (24). The adult
analog is likely to be the workplace.
Yet an evidence-based practice for
treating, say, ADHD in a school set-
ting—for example, classroom man-
agement by a teacher—is unlikely to
be similar to an evidence-based prac-
tice developed for treating inatten-
tion in the workplace. Issues related
to the context or setting of the service
place very different demands on the
provider of the treatment and on the
recipient. 

Because of these contextual differ-
ences, a wide range of providers will
need to be trained to provide the evi-
dence-based practice. Children who
have mental health needs may come
to the attention of professionals in
schools, primary care offices, welfare
systems, or detention facilities. The
fragmentation of the mental health
service system means that for evi-
dence-based practice to reach those
who provide care to children, a range
of training curricula, materials, and
approaches must be developed and
specifically tailored for the providers
in these systems.

A short history
Until recently, there has been no evi-
dence to summarize, critique, or re-
view in the field of child and adoles-
cent services. In fact, from a historical
standpoint it is interesting that the
concept of childhood mental illnesses
did not arise until the late 19th centu-
ry. These illnesses were typically not
seen as unique to children or distin-
guishable from adult mental illnesses
until the early part of the 20th centu-
ry. The first English-language text on
child psychiatry was published in
1935 (25). The first serious attempts
to assess the use of mental health

PSYCHIATRIC SERVICES ♦ September 2001   Vol. 52   No. 9 11118811

An 

evidence-based 

practice that is effective in

the treatment of adolescent

depression may well be 

ineffective or even harmful

for children who have 

not reached 

puberty.



services by children and adolescents
were begun in the late 1980s.

Two factors galvanized develop-
ments in children’s mental health
services: recognition that these serv-
ices were scattered across a vast array
of service organizations and systems,
including schools, child welfare agen-
cies, pediatric health settings, and ju-
venile corrections facilities, and re-
cognition that fewer than 20 percent
of children who had identified mental
health needs received help (24). 

The first development was state-
level activities to create coordinated
points of entry for delivery of mental
health services, organized largely un-
der the auspices of the Child and
Adolescent Service System Program.
This initiative was given principled
footing through the creation of a
model for revamping children’s serv-
ices. The system-of-care model, de-
veloped by Stroul and Friedman (26),
articulated a series of values and prin-
ciples centered on maintaining chil-
dren in their communities, coordinat-
ing services, involving families cen-
trally in delivery and planning of
treatments and services, and instanti-
ating attention to the cultural rele-
vance of services. After these princi-
ples were developed, the services in-
cluded in a continuum of care were
delineated.

The second development was the
creation of a scientific agenda cen-
tered on examining the relationship
between children’s needs for psychi-
atric care and the availability of such
care. The two major efforts in this di-
rection were the Great Smoky Moun-
tains study (27,28) and the study of
methods for the epidemiology of chil-
dren and adolescents (29,30). Both
studies found that 4 to 8 percent of
children between the ages of nine and
17 years had severe psychiatric disor-
ders and that only about 20 percent of
children with the most serious needs
were receiving mental health services
(24,27,29,31). 

During the mid-1990s, the scientif-
ic research agenda redirected atten-
tion to the quality of the clinical treat-
ments within service systems. The
system-of-care studies by Bickman
(32,33) showed that system coordina-
tion alone improved access to servic-
es for children and families and satis-

faction with services and also reduced
hospitalization and other restrictive
forms of care. However, these studies
also showed that clinical outcomes for
children—for example, alleviation of
symptoms, functioning, or reduction
of impairments—were the same
whether children were receiving co-
ordinated services through systems of
care or were receiving usual services. 

As a result of these findings, atten-
tion was shifted away from general
studies of “systemness” to the clinical
effectiveness of services within these
systems of care and especially to the
types, dosages, and intensity of treat-
ments delivered (34–36). In particu-
lar, the transportability of efficacious
clinical treatments into mental health
service systems was highlighted as a
critical research area (37–39). To this
end, Burns (40) proposed the cre-
ation of a research agenda on clinical
interventions for youths that would
accomplish four tasks: synthesize,
through reviews of the evidence base,
the status of science on promising in-
terventions; assess the adequacy of
quality indicators to improve stan-
dards of clinical practice; evaluate the
adequacy of outcome measures; and
develop a new research phase model
for connecting research to practice.
The latter activity was subsequently
proposed by Weisz and Weersing (18)
as well as by Hoagwood and col-
leagues (41).

As a result of this new focus on
bridging science and policy and
strengthening knowledge about the
efficacy and effectiveness of mental
health services (42), a series of studies
has been undertaken by a number of
investigators, focusing on questions
about the effectiveness of manual-
based services for children who have
a range of serious psychiatric impair-
ments and the effectiveness of prac-
tice strategies for enhancing engage-
ment with services. 

Types of practices used
Acceptability of engagement and
treatment. Treatments that fail to
reach those who stand to benefit from
them cannot be said to be effective.
Unfortunately, inaccessibility of serv-
ices and termination of treatment are
problems that plague the delivery of
mental health care. Among children

whose families do seek outpatient
mental health treatment, 40 to 60
percent may discontinue services be-
fore formal completion of treatment
(43). Moreover, these families typical-
ly do not use outpatient services for
very long. Armbruster and Fallon
(44) showed that most children who
enter outpatient treatment attend for
only one or two sessions. There is also
evidence that children from especial-
ly vulnerable populations—children
of single mothers, children living in
poverty, and children from minority
groups—and children who have seri-
ous presenting problems are less like-
ly to stay in treatment beyond the first
session and more likely to discontinue
treatment prematurely (45,46). 

However, successful efforts can be
made to enhance a family’s service
engagement and to decrease rates of
premature termination of treatment.
A variety of studies have been under-
taken to identify and reduce barriers
to service engagement and to in-
crease the participation of minority
families in services by using brief
telephone interviews before service
entry (47–49).

Empirically supported psy-
chosocial outpatient treatments.
Meta-analyses of experimental child
psychotherapy intervention trials
point to a consistent beneficial effect
of treatment compared with no treat-
ment (11,50–52). These effects are
comparable to those found for adult
psychotherapy (10). A similar analysis
that summarized a less extensive liter-
ature on the treatment effects of ther-
apies conducted in clinical practice
settings, as opposed to research set-
tings, found almost no difference be-
tween treatment and no treatment
(12). In fact, the effect size was nega-
tive, falling well below the effects typ-
ically found in experimental studies.
Consequently, the evidence suggests
that psychosocial interventions for
children can successfully reduce
symptoms associated with childhood
mental disorders when conducted in
research-based settings; however, the
impact of these therapies in clinical
practice settings is only now being
studied (18). 

Family-focused treatments. Be-
cause the family plays a major role in
the social and emotional develop-
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ment of children, family-focused in-
terventions have long been a part of
child and adolescent mental health
treatment. Meta-analysis of family-fo-
cused treatments shows the general
effectiveness of such treatments (19).
Controlled trials indicate the effec-
tiveness of family-based interventions
for physical child abuse and neglect;
conduct problems, including ADHD;
emotional disturbance, specifically
anxiety, depression, and grief; toilet-
ing problems; and psychosomatic
concerns (20). Effective family-based
treatments are typically short-term,
are offered on an outpatient basis,
and have cognitive-behavioral, struc-
tural, or strategic foundations. Fre-
quently they are combined with indi-
vidual therapies and medication man-
agement. 

Integrated community-based
treatment. One criticism of empiri-
cally supported psychosocial inter-
ventions is that their focus on specific
diagnosable disorders does not ade-
quately take account of the hetero-
geneity of the psychiatric problems
that a majority of children have when
they present at mental health clinics
(53). A series of studies on integrated
service models for children who have
multiple co-occurring disorders has
been examining a range of service
modalities, including intensive case
management, treatment foster care,
and home-based services. 

Studies of clinically oriented, inten-
sive case management have found
that children who have specially
trained case managers require fewer
restrictive services, such as psychi-
atric hospitalizations, than children
who do not (54,55). Similar reduc-
tions in the number of inpatient hos-
pitalizations have been found for
youths with substance use problems
(55). The use of case managers in
community-based interdisciplinary
treatment teams has also been found
to improve standard-practice foster
care through reductions in the num-
ber of placement changes and the
number of runaway episodes among
older youths (56). Multiple uncon-
trolled studies of case management
services have been conducted in the
context of wraparound care (57).
These studies have shown that case
management services can improve

children’s positive adjustment, de-
crease negative behaviors, and im-
prove the stability of community liv-
ing environments.  

A series of studies have tested the
impact of therapeutic foster care
services for children who have multi-
ple comorbid mental disorders. In a
therapeutic foster care environment,
a child is placed in a home with foster
parents who have received special-
ized training to work with children
who have emotional or behavioral
problems. Results from these studies
have shown decreases in aggressive
behavior and increases in positive ad-

justment at the conclusion of place-
ment (56–58). Chamberlain and Reid
(59) compared treatment outcomes
for youths from a state psychiatric
hospital who were placed in either
therapeutic foster care or usual com-
munity care and found that those in
therapeutic foster care had fewer re-
institutionalizations and more rapid
behavioral improvement. In addition,
youths in the experimental group had
less frequent posttreatment incarcer-
ations and criminal referrals and
more frequent placements with par-
ents or relatives in the year after
treatment (60). In addition, the costs
of this service were significantly low-

er than those of other residential
placements (60).  

Finally, home-based service models
have been developed for children
who have serious emotional distur-
bances. One rigorously studied
home-based intervention is multisys-
temic therapy, the primary goal of
which is to develop independent skills
among youths who have behavioral
problems and their parents to cope
with family, peer, school, and neigh-
borhood problems through brief
(three to four months) and intense
(sometimes daily) treatment (61).
Treatment strategies integrate empir-
ically based treatment approaches—
for example, behavioral training for
parents, cognitive-behavioral thera-
pies, and functional family therapy—
to address the problems of children
and adolescents across environmental
contexts. 

Eight randomized trials of multi-
systemic therapy have been conduct-
ed, and the results have been among
the strongest found for children’s
services. Among a group of chronic
juvenile offenders, those who re-
ceived multisystemic therapy had
lower rates of recidivism and out-of-
home placements 59 weeks after
treatment and lower arrest rates more
than two years after treatment (62).
Similar results were found when mul-
tisystemic therapy was compared
with individual therapy in a different
group of juvenile offenders (63). 

A recent study comparing multisys-
temic therapy with emergency psy-
chiatric hospitalization among chil-
dren and adolescents with serious
psychiatric impairments has found
that multisystemic therapy can safely
reduce rates of psychiatric hospital-
ization and improve the functioning
of youths and their families (64,65).
The effects of multisystemic therapy
have been further demonstrated
among juvenile sex offenders (66) and
abused or neglected children (67).
Researchers evaluating multisystemic
therapy suggest that adequate super-
vision, training of therapists, and in-
stitutional program support are es-
sential to successful outcomes (65).    

School-based interventions. Sev-
enty to 80 percent of children who re-
ceive mental health services receive
them in school; for many children the
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school system provides their only
form of mental health treatment (24).
About 45 studies of school-based in-
terventions for children with emo-
tional or behavioral problems, cover-
ing a 15-year period, were recently
reviewed (15). Among these studies, a
range of effective individual, class-
room, and targeted interventions
were identified. 

The empirically supported treat-
ments for childhood behavioral prob-
lems that are effective in school set-
tings include targeted classroom-
based contingency management for
children with a diagnosis of ADHD
(4) and children with other conduct
problems (5). Contingency manage-
ment also appears to successfully re-
duce aggression when implemented
across entire classrooms. The “good-
behavior game,” a classroom-based
behavior-management strategy for
first-grade students, has demonstrat-
ed long-term benefits in reducing dis-
ruptive behaviors in middle school
(68,69). Behavioral consultation to
teachers to help them accommodate
difficult students has been found to
reduce the number of special-educa-
tion referrals and placements and to
reduce teachers’ reports of students’
behavioral problems (70). 

School-based preventive interven-
tions designed to target children who
are at risk of emotional or behavioral
problems have also been shown to al-
leviate symptoms and to increase the
use of positive coping strategies. Cog-
nitive group interventions to modify
adolescents’ depressive thinking
styles have been associated with a re-
duced risk of the development of full
depression (71). Similarly, a group in-
tervention to teach social problem-
solving skills to elementary school
children with elevated depressive
symptoms demonstrated reductions
in reported depression, even one year
after the intervention (72). There is
also evidence that school-based pre-
ventive interventions reduce the risk
of conduct problems. Successful in-
terventions typically involve multiple
components that target classroom,
home, and peer environments (73).

Psychopharmacology. About 3.5
million child outpatient physician vis-
its a year result in a prescription for a
psychotropic medication (74). Fur-

thermore, prescription rates for psy-
chotropic medications for children
are increasing, even among very
young children (75). Clinical trials of
psychotropic medications are needed
for many childhood mental disorders.
Despite the widespread use of these
medications, surprisingly few ran-
domized controlled studies have been
conducted (16). Many medication
choices and algorithms continue to be
based on the experience of the indi-
vidual practitioner or on standards of
care for adults, with some notable ex-
ceptions (76). 

In addition, proper medication se-
lection is only one factor in successful

pharmacologic treatment. The recent
National Institute of Mental Health
multimodal treatment study of
ADHD found that clinical outcomes
for participants who received careful
medication management, including
systematic titration to the optimal
dosage, were superior to clinical out-
comes associated with routine pre-
scription of the same medication de-
livered in the usual manner in the
community (77). The differences in
outcomes seem to have been a result
of management practices associated
with participation in the medication
treatment group.

Weisz and Jensen (16) recently re-
viewed evidence of the efficacy of
child pharmacotherapy by using cri-
teria established for the International
Psychopharmacology Algorithm Pro-
ject (78). According to these criteria,
a drug is considered efficacious if its
equivalency or superiority have been
demonstrated through random-as-
signment, control group comparison
and the results are replicated in one
or more similarly well-controlled
studies. In addition, the National Insti-
tute of Mental Health recently com-
missioned six scientific reviews of pub-
lished studies of the safety and efficacy
of psychotropic medications for chil-
dren (79): psychostimulants (80),
mood stabilizers and antimanic agents
(81), selective serotonin reuptake in-
hibitors (SSRIs) (82), tricyclic antide-
pressants (83), antipsychotic agents
(84), and miscellaneous agents (85).
These reviews identified several psy-
chotropic medications for which
there is empirical support for use in
both externalizing and internalizing
disorders in childhood, most promi-
nent among which are psychostimu-
lants for children with ADHD. 

For depression, the most common-
ly studied pharmacologic agents have
been the tricyclic antidepressants,
but they have not been shown to be
effective in treating childhood de-
pression. Newer and safer agents,
such as SSRIs, are being studied
more frequently in the treatment of
childhood depression. In the largest
study of the use of antidepressants
among children, Emslie and colleagues
(86) compared fluoxetine with placebo
and found that more than half of the
fluoxetine group significantly benefited
from treatment, whereas only 33 per-
cent of the placebo group showed
benefit. 

In the only multisite controlled tri-
al of SSRIs for childhood anxiety dis-
orders, fluvoxamine was found to be
superior to placebo in treating chil-
dren with a diagnosis of social phobia,
separation anxiety, or generalized
anxiety disorder (87). In addition,
several pharmacologic agents have
been shown to be efficacious in the
treatment of children or adolescents
with a diagnosis of obsessive-compul-
sive disorder; these include SSRIs
and tricyclic antidepressants (82,83).
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There is also evidence supporting the
usefulness of antipsychotic medica-
tions for schizophrenia with onset in
childhood or adolescence; however,
data on long-term effectiveness and
safety are lacking (16).  

Unfortunately, despite the fact that
in clinical practice it is common for
medication treatments to be com-
bined with psychosocial strategies,
the literature on the impact of com-
bined treatments for disorders other
than ADHD is sparse. A large multi-
site clinical trial of the efficacy of
combined treatments for adolescent
depression is under way and is ex-
pected to provide knowledge about
treatment options in this area.

Potentially ineffective treat-
ments. Recent efforts to identify em-
pirically supported treatments for
children have focused largely on the
accumulation of supportive findings
without an established procedure for
dealing with null or even negative re-
sults (88). It is, in fact, just as impor-
tant to identify treatments for which
empirical studies consistently fail to
show an effect on symptoms or even
show worse outcomes for participants
in the treatment group. Youth Vio-
lence: A Report of the Surgeon Gener-
al (89) suggests that many of the serv-
ices provided to delinquent juveniles
have little or no evidence base. 

Worse yet, a recent study indicated
that peer-based, group-based inter-
ventions may actually increase behav-
ioral problems among high-risk ado-
lescents (90). For children who have
disruptive-behavior disorders, there
is no empirical justification for the
use of nonbehavioral psychotherapies
(91). For example, Pelham and col-
leagues (4), in their review of effec-
tive treatments for ADHD, found no
empirical studies that tested the effi-
cacy of many psychosocial treatments
commonly used for ADHD, such as
individual therapy and play therapy.
In addition, although controlled
treatment outcome studies have been
conducted for cognitive therapy—for
example, self-instruction, self-moni-
toring, and self-reinforcement—to
treat children with a diagnosis of
ADHD, these studies generally show
no clinical or academic benefits from
the treatment (92). 

A third example of widely used but

empirically unjustified services is in-
stitutional care—for example, hospi-
tals, residential treatment centers,
and group homes (13). Studies have
shown that children who are placed in
group homes do not maintain im-
provements once they return to the
community (93). Yet group homes
continue to be used in community
practice. 

A general conclusion from this re-
view of evidence-based practices is
that the literature on the efficacy of a
range of child and adolescent treat-
ments is uneven, although it is gain-
ing strength for particular clinical
syndromes. However, the evidence
for the effectiveness of either clinical
treatments or services within practice
settings as opposed to research set-
tings is still weak. Improving the evi-
dence will require attention to service
variables that tend to be neglected in
most efficacy-based studies.

Presuppositions about 
evidence-based practice
Although the public health goal of de-
veloping a strong research base on ef-
fective services is to improve routine
care, the implementation of research-
based practice is not automatic.
Rather, it requires adaptation of re-
search design and methods to prac-
tice-related exigencies, as well as ac-
commodation of practice settings to
the incorporation of evidence-based
practice. Other papers in this series
have identified barriers to implemen-
tation of evidence-based practice.
However, in the child and adolescent
field, it is prudent to ask a different
and prior set of questions. These
questions have to do with whether
empirically validated knowledge
about treatments and services is
ready to be implemented and, if not,
why not. To think about these kinds of
questions leads us to consider the
models that typically guide develop-
ment of evidence-based treatments
and services and the extent to which
implementation is justified given
these models.

A presupposition of the evidence
base is that its development has taken
into account the fit between the treat-
ment and the context of delivery. In
fact, this fit has been attended to only
rarely. One reason that efficacy stud-

ies, which constitute a significant por-
tion of the evidence base in children’s
mental health, have not been readily
deployed in service settings may be
that the theory, methods, and models
used to develop, refine, and test those
treatments do not mesh well with the
exigencies of clinic-based or commu-
nity-based care (18).  

The culture of psychological sci-
ence as brought to bear on questions
of the efficacy of treatments for chil-
dren has typically involved conduct-
ing studies in controlled and some-
what rarefied environments, such as
university laboratories. Over the past
40 years many controlled clinical tri-
als and within-group studies have
been published on the impact and ef-
ficacy of psychosocial treatments.
Specific treatments have been identi-
fied for about two dozen clinical con-
ditions in children. These studies
have typically been conducted in or in
close connection with university labo-
ratories. Studies of conventional
treatments delivered in clinics and
clinical programs have demonstrated
much weaker effects (94). 

There has been an implicit assump-
tion that once the laboratory studies
of the efficacy of treatments have
been completed, the results will be
usable and relevant outside the labo-
ratories. However, as has been noted
repeatedly (13,18,94), the conditions
under which most research is con-
ducted differ in numerous ways from
those under which everyday treat-
ment is delivered. Such differences
imply that treatments that have been
developed through efficacy trials
need to be adapted to clinics, schools,
or other service settings. However,
the differences also imply the oppo-
site, namely, that the service settings
or service practices themselves—that
is, where, when, and how treatments
are delivered—may have to adapt to
accommodate delivery of evidence-
based practices. 

The model that has guided treat-
ment development entails a series of
controlled laboratory trials that focus
on the efficacy of the treatment. Is-
sues related to the effectiveness, dis-
semination, implementation, and de-
ployment of treatments take place at
the end of the testing process. This
model tends to control experimental-
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ly the very “nuisance variables” that
may need to be understood if treat-
ments are to fit within clinic or com-
munity settings (18). These vari-
ables—such as comorbidity, parental
substance abuse or pathology, life
stresses that lead to early termination
of treatment, reimbursement struc-
tures, service availability, and par-
ental self-efficacy—may make or
break the successful adoption of an
evidence-based practice in a new
practice setting.    

Unfortunately, the development of
the evidence base has rarely attended
to such nuisance variables. Conse-
quently, implementation of many
treatments in clinic or community
settings may be premature unless
such factors are built into the long-
term design and cumulative construc-
tion of new treatments and services.
For example, studies of the develop-
ment of combined treatments for
children with depression who are first
seen by primary care physicians
should perhaps take into account
service linkages with family practice
physicians to treat maternal depres-
sion. Organizational variables, such as
care management, that constrain or
facilitate the ability of physicians to
communicate with teachers about the
impact of treatment on children
should be taken into account at the
front end of the treatment develop-
ment cycle.

A second presupposition underly-
ing evidence-based practice is that
diffusion of the evidence base will be
automatic once the strength of the ev-
idence is ascertained. In fact, diffu-
sion of innovative practice constitutes
a researchable set of questions on its
own. A major objective of most diffu-
sion studies is to determine whether
the practice is adopted as it was de-
signed or adapted, whether the prac-
tice is sustained over time, and what
factors influence sustainability (95).
Diffusion is only beginning to be stud-
ied in the context of the mental health
treatment of either children or adults.
The literature on diffusion identifies
individual and contextual factors that
are potentially relevant to the effec-
tive diffusion of innovation in general,
but not the specific factors most likely
to predict adoption and implementa-
tion of a particular innovation, nor of a

particular mental health treatment or
service. Thus the evidence base need-
ed to guide successful dissemination
of effective treatments has yet to be
developed (96).  

The central problem is that treat-
ments that have been validated in ef-
ficacy studies cannot be assumed to
be effective when implemented un-
der routine practice conditions. For
example, the use of treatment manu-
als, special training for clinicians, and
continual clinical monitoring to en-
sure treatment fidelity are character-
istics of many research-based inter-
ventions but few community-based
treatment practices. On the other

hand, community treatment is char-
acterized by heterogeneous popula-
tions and high caseloads, which are
not features of most research-based
studies (91). To enable a better fit be-
tween evidence-based treatments
and community practice contexts will
most likely require modifications of
both the way in which evidence-
based practice is created and modifi-
cations in the service delivery set-
tings. The variables at the interface
that enable a better match have been
described as issues of transportability
(96). Features of research protocols
and practice contexts that require

modification—for example, the train-
ing and background of the practition-
er, the setting, the organizational cul-
ture or context, and financing—and
the kinds of modification required are
variables that may well influence the
portability of evidence-based prac-
tices and the adaptability of practice
settings (18,41,96,97).

For example, transportability issues
have been examined in studies of the
promotion of physicians’ use of new
medications, devices, or procedures.
Because most medical technologies
must be approved by the FDA before
being marketed, the efficacy of the
technologies is not in question. How-
ever, questions about the fidelity of
practitioners’ implementation and
how it may influence the effective-
ness of the intervention cannot be as-
sumed to have been studied. Al-
though some studies of the impact of
continuing education, academic de-
tailing, training plus follow-up proce-
dures, and hybrid strategies on physi-
cians’ implementation of new tech-
nologies have been conducted (98),
their application to the dissemination
of evidence-based practices in chil-
dren’s services is only now being stud-
ied (41), and these practices may well
require adaptation.

Attention to the fit will require
modification along a variety of dimen-
sions, which differentiate research-
based treatments from community
practice. The dimensions include the
intervention itself; the practitioners
who deliver the intervention, includ-
ing their clinical training, support,
and monitoring; the client population
(homogeneity or heterogeneity of
syndromes); the characteristics of
service delivery, such as the setting
and the types of services available be-
yond the intervention; the organiza-
tional ethos—for example, the cul-
ture or climate in which practitioners
provide services, which influences
motivation, attitudes, and morale;
and the service system, including re-
ferral and reimbursement mecha-
nisms and interagency relations (96).
The research base that constitutes ev-
idence-based practice for child and
adolescent mental health interven-
tions has not typically assessed these
dimensions of routine practice.

Finally, factors that predict success-
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ful dissemination of evidence-based
practices may overlap with those that
predict effective services, may be
identical to them, or may be entirely
different. For example, the organiza-
tional climate was found to be a
strong predictor of psychosocial out-
comes among children receiving
casework services in a child welfare
agency, and it appears to exert its in-
fluence through the motivational atti-
tudes of casework therapists toward
their work (99). Is organizational cli-
mate an important ingredient of up-
take and dissemination? The answer
to this question is not yet known. If
climate is associated with interper-
sonal variables that predict the adop-
tion of innovation, then manipulation
of climate will be important to the
eventual implementation of evi-
dence-based practices. However, if
the variables that predict uptake are
more closely related to systemic or in-
terpersonal dimensions rather than to
organizational dimensions, then cli-
mate may not be the active agent for
implementation.

Improving implementation 
of evidence-based practice
Improving implementation of evi-
dence-based practice in children’s
services entails the adoption of new
models of treatment development
and augmentation of current effec-
tiveness studies such that dimensions
of typical practice are assessed and
better understood. Weisz and Weers-
ing (18) and Hoagwood and col-
leagues (41) have argued for the cre-
ation of clinic and community inter-
vention development models that, in
the initial piloting and manualization
phase, attend to nuisance characteris-
tics of the practice setting, such as
practitioners’ behaviors, organiza-
tional variables, and the characteris-
tics of the community.

In addition, the new report of the
National Institute of Mental Health’s
Advisory Council, titled Blueprint for
Change: Research on Child and Ado-
lescent Mental Health (100), de-
scribes a new cyclic model of treat-
ment development that attends to
service delivery issues at the outset.
The report argues that attention to
these contextual variables is necessary
if the intervention is ultimately to be

adopted. This model of intervention
development is extremely challenging
and not for the fainthearted. Howev-
er, without such a revolution in treat-
ment development, the best that can
be hoped for is that evidence-based
practices do not gather too much dust
on academic shelves. 

Conclusions
As the field of mental health services
research expands, it will be important
to take advantage of opportunities to
study new services as they arise and to
do so in a timely manner. On the ba-
sis of past performance, when treat-
ments are developed and tested via
the typical medical model, ten to 20
years may be required before the
treatment can be understood in terms
of its effects within a practice setting.
As the Surgeon General’s National
Action Agenda for children’s mental
health (101) demonstrates, this time
frame is impractical and inefficient if
the goal of a public health science of
children’s services is to improve prac-
tice. Instead, a new model is needed
that will encourage studies of the ef-
fectiveness of new treatments and
services in the context of the practice
setting in which the treatment or
service is ultimately to be delivered. ♦
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