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Child and adolescent therapy has progressed considerably, as reflected in the number of controlled studies,
their methodological quality, and identification of evidence-based treatments. The progress is qualified by
several characteristics of the therapy research that depart from the characteristics of clinical practice. Key areas
of research are being neglected and this neglect greatly limits progress and what we know about treatment.
Prominent among these is the neglect of research on the mechanisms of change and the moderators of
treatment outcome. This article highlights progress, characteristics, and limitations of current therapy
research. In addition, a research plan is offered to advance research by: 1) understanding the mechanisms or
processes through which therapeutic change occurs; 2) drawing on developmental psychopathology research
to inform treatment; and 3) expanding the range of questions that guide treatment research and the range of
outcome domains on which treatment conclusions are based.
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Introduction

Child and adolescent psychotherapy is a very active
area of research. Scores of books, journals, and series
of articles document the scope of the work (e.g., Lonigan
& Elbert, 1998; Kazdin, 2000b; Mash & Barkley, 1998;
Rapport, 2001). This activity is particularly noteworthy
because for many years child therapy research had
received little attention, in sharp contrast to research
on adult psychotherapy.1 This article provides an
overview of progress, limitations, and directions for
research.

Overview

Child and adolescent therapy has advanced consider-
ably and the advances are evident in many ways. First,
the sheer quantity of controlled treatment outcome
studies is vast. As a conservative estimate, over 1,500
controlled outcome studies of psychotherapy for chil-
dren and adolescents have been completed (Kazdin,
2000a). Second, the quality of studies continues to
improve (Durlak et al., 1995). Excellent methodological
practices such as evaluating the fidelity of treatment,
using treatment manuals, and assessing the clinical
significance of therapeutic change have increased in
recent years. Third, reviews of research consistently
conclude that child therapy is effective (Kazdin, 2000b;
Weisz, Huey, & Weersing, 1998). Moreover, the magni-
tude of this effect, when treatment is compared to no
treatment, is rather large (effect sizes @ .70). Thus,
children who receive therapy are much better off than

are those who do not. Fourth, treatments are now
available for many clinical disorders including anxiety,
mood, attention-deficit/hyperactivity disorder, opposi-
tional-defiant and conduct disorders, and eating dis-
orders, to mention a few (Mash & Barkley, 1998; Morris
& Kratochwill, 1998). For several disorders, empirically
supported or evidence-based treatments have been
identified, i.e., treatments whose effects have been
replicated in randomised controlled clinical trials
(Christophersen & Mortweet, 2001; Kendall & Cham-
bless, 1998; Lonigan & Elbert, 1998; Nathan & Gor-
man, 1998). Fifth, clinical practice guidelines have
emerged to reflect the compelling evidence that some
techniques are clearly the treatment of choice for
various child and adolescent problems (e.g., Academy
of Child and Adolescent Psychiatry, 1998).

Evidence-based treatments

The identification of evidence-based treatments warr-
ants special comment. There have been separate and
somewhat independent efforts to identify such treat-
ments (e.g., Chambless et al., 1998; Evidence Based
Mental Health, 1998; Nathan & Gorman, 1998; Roth &
Fonagy, 1996). Typically, the criteria for delineating
treatments include evidence on behalf of the treatment
from studies that: randomly assign subjects to cond-
itions, carefully specify the client population, utilise
treatment manuals, and evaluate treatment outcome
with multiple measures completed by ‘blind’ (experi-
mentally naı̈ve) raters (if raters were used). Also, repli-
cation of treatment effects beyond an initial study is
often required, especially replication by an independent
investigator or research team.

Several reviews have identified evidence-based treat-
ments for children and adolescents (see Christophersen
& Mortweet, 2001; Kazdin & Weisz, 1998; Lonigan &
Elbert, 1998). The treatments are listed in Table 1.

1 Throughout the paper I use the term children to represent
children and adolescents. The focus is on youth approximately
18 years of age and under. Where the distinction between
children and adolescents is pertinent, this will be so noted.
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Perhaps the most conspicuous feature of the list is its
brevity, especially when viewed in the context of the
1,500+ controlled studies mentioned previously. Also,
hundreds (>550) of child and adolescent therapy tech-
niques are used (see Kazdin, 2000b). Clearly the vast
majority of treatments have not been evaluated empi-
rically.

Enumerating treatments, rather than reviewing their
respective literatures, cannot begin to convey the scope
of advances. For example, evidence on behalf of cogni-
tive behaviour therapy for the treatment of anxiety
includes several outcome studies (e.g., Kendall et al.,
1997; Flannery-Schroeder & Kendall, 2000) and inde-
pendent replications (e.g., Barrett, 1998; Barrett et al.,
2001). Effects of treatment have been evident up to 6
years after treatment has ended. Similarly, parent
management training, probably the most thoroughly
investigated psychotherapy for children and adoles-
cents, has strong support. Treatment has been evalu-
ated in scores of randomised controlled outcome trials
with children and adolescents varying in age (e.g., 2–17
years old) and severity of oppositional, aggressive, and
antisocial behaviour (see Brestan & Eyberg, 1998;
Kazdin, 1997). Other treatments, such as a course for
adolescents on coping with depression (Lewinsohn &
Clarke, 1999), and multisystemic therapy for seriously
disturbed delinquent adolescents (Henggeler et al.,
1998) also have multiple studies (for reviews, see
Cuijpers, 1998; Kazdin, 2000b). Unfortunately, the
treatments mentioned here and listed in Table 1 are
not widely practised in clinical work. Indeed, treat-
ments commonly used in clinical practice for problems
listed in Table 1 have little or no evidence on their
behalf, a topic perhaps for another article.

Limitations of current research

Departures of research from clinical practice
The ways in which psychotherapy is studied depart
considerably from how treatment is implemented in
clinical practice. Consequently, the extent to which
findings can be applied to clinical work can be

challenged. Consider some of the key differences. First,
children in most therapy studies are recruited rather
than clinically referred. They tend to have less severe,
less chronic, and fewer comorbid conditions. Also,
recruited children are less likely to have impairment
in domains often associated with psychiatric dysfunc-
tion (e.g., academic dysfunction, poor peer relations).
Second and related, nonreferred children come from
parents with less psychiatric morbidity, stress, and
impairment, from families with less dysfunction and
disruption, and from environments that are less disad-
vantaged. Treatment outcome is likely to be influenced
by many of the child, parent, family, and contextual
factors that differ between research and clinical prac-
tice (see Kazdin, 2000b).

Third, the treatments studied in research depart from
treatments used in clinical practice. Many approaches
commonly practised in clinical work (psychodynamic
therapy, relationship-based treatment, generic coun-
selling) have very sparse empirical literatures (e.g.,
Barrnett, Docherty, & Frommelt, 1991; Shadish et al.,
1993) and occasionally controlled studies question
their efficacy altogether (see Kazdin, 2000b). When
reviews note that evidence supports the effects of
psychotherapy, it is important to bear in mind that this
applies to a small fraction of the treatments in use.

Fourth, the way in which treatment is administered
in research also departs from the way it is administered
in practice. In most research, therapy is of a fixed
duration (8–10 sessions), is administered in the
schools, in groups, and without the direct involvement
of the parents (Kazdin et al., 1990). Moreover the
treatments are administered in ‘pure’ form (e.g., one
treatment such as cognitive behaviour therapy or family
therapy) rather than the eclectic or combined treat-
ments commonly used in clinical practice (Kazdin,
Siegel, & Bass, 1990).

Also, in research treatments are closely monitored
and supervised to ensure they are administered well
and correctly. The use of treatment manuals, observa-
tion of treatment sessions, review of sessions with
therapists, and ensuring therapist adherence to treat-

Table 1. Treatments for children and adolescents that are evidence-based for key problem domains

Problem domain Treatment For reviews, see

Anxiety, Fear, Phobias Systematic desensitistion
Modelling
Reinforced practice
Cognitive behaviour therapy

Ollendick & King (1998)

Depression Cognitive-behaviour therapy
Coping with depression course
Interpersonal psychotherapy

Asarnow, Jaycox, & Tompson (2001)
Kaslow & Thompson (1998)

Oppositional and Conduct Disorder Parent management training
Problem-solving skills training
Multisystemic Therapy

Brestan & Eyberg (1998)
Kazdin (2000c)
Sheldrick, Kendall, & Heimberg (2001)

Attention-Deficit/Hyperactivity Psychostimulant medication
Parent management training
Classroom contingency management

Greenhill (1998)
Pelham, Wheeler, & Chronis (1998)

Note: The techniques noted here draw from different methods of defining and evaluating evidence-based treatments. The techniques
are those that would meet criteria for well established or probably efficacious (Lonigan, Elbert, & Johnson, 1998) or those with
randomised controlled trials in their behalf (Nathan & Gorman, 1998). Evaluation of treatments and identification of those that meet
criteria for empirical support are ongoing and hence the above is an illustrative rather than fixed or exhaustive list. Psychostimulant
medication is mentioned because this is the standard treatment for attention-deficit/hyperactivity disorder
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ment can, and indeed, does increase effectiveness (e.g.,
Henggeler et al., 1997; Huey et al., 2000). The task of
monitoring treatment depends very much on a special
feature of treatment research, namely, to evaluate one
or more treatments as applied to a particular clinical
problem. In clinical practice, the therapist is likely to
treat individuals with quite diverse problems and hence
apply quite different treatments.

There are many other differences between clinical
research and practice (see Kazdin, 2003). The differ-
ences raise the same general concern, that the findings
from therapy research may pertain to therapy executed
in a particular way and have little or unclear relation to
the effects achieved in clinical practice. Overall, the
extent to which results from research extend to clinical
work is very much an open question. Mental health
professionals differ greatly on whether they use this
point as a basis for criticising or continuing the use of
unevaluated treatments in clinical work.

Restricted focus of psychotherapy research
Not all of the limitations of contemporary therapy
research pertain to the generalisation from research to
practice. The narrow focus of research raises its own set
of concerns. First, the range of questions evaluated in
treatment research is quite narrow. The focus of most
studies is restricted to questions about the treatment
technique (e.g., treatment vs. control or another treat-
ment) without attention to the many conditions (e.g.,
child, parent, family characteristics) on which out-
comes are likely to depend. Second, most studies focus
on reduction of symptoms as the sole criterion for
evaluating treatment outcome. Symptom change is an
important outcome. However, there are many other
domains likely to be relevant (e.g., impairment, school
functioning, peer relations) to current functioning and
long-term prognosis.

Third, the greatest single limitation from my perspec-
tive is the inattention to and seeming disinterest in the
question of why or how therapy works. Long-term,
the greatest impact of treatment will derive from

understanding how treatments work. What processes
or characteristics within the child, parent, or family can
be mobilised to foster therapeutic change? If we knew
the bases of therapeutic change, we might readily
optimise the effectiveness of treatment. Of the hundreds
of available treatments, there are likely to be a few
common bases or mechanisms of therapeutic change.
Perhaps such key factors as rehearsal and practice
(e.g., symbolic via language, imagery, or behavioural),
catharsis (alleviation of the symptoms through expres-
sion and release), or the mobilisation of hope are some
of the key factors that explain how all or most therapies
work. There is a need for much more research that
attempts to explain how and why therapy achieves and
induces change.

Developing effective treatments: directions
for research

There are major gaps in knowledge about psychother-
apy and its effects. Essentially, we do not understand
why treatment works, for whom treatment works, and
key conditions that optimise therapeutic change. What
is more disconcerting than the gaps in knowledge is the
geological pace at which research is moving to redress
these gaps. The most significant limitation of child and
adolescent psychotherapy research is not at the level of
individual studies, but rather the absence of a vision or
plan to foster systematic progress. In order to fill this
gap, I propose a model or general framework to develop
the knowledge we need to understand and apply
therapy effectively (see Kazdin, 2000b).

Steps to develop effective treatments
There is a great deal we need to understand in order to
make treatment effective and to ensure it is applied
optimally. Table 2 presents several steps to evaluate
different facets of treatment, how treatment relates to
what is known about clinical disorders, and how and to
whom treatment can be applied to achieve optimal
gains (see Kazdin, 2000b).

Table 2. Steps for developing treatment

1. Theory and research on the nature of the clinical dysfunction
Proposals of key characteristics, processes, and mechanisms that relate to the development, onset, and course of dysfunction. Efforts to
empirically test those processes.

2. Theory and research on the change processes or mechanisms of treatment
Proposals of processes and mechanisms through which treatment may achieve its effects and how the procedures relate to these
processes. Studies to identify whether the intervention techniques, methods, and procedures within treatment actually affect those
processes that are critical to the model.

3. Specification of treatment
Operationalise the procedures, preferably in manual form, that identify how one changes the key processes. Provide material to codify
the procedures so that treatment integrity can be evaluated and that treatment can be replicated in research and practice.

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

5. Tests of the moderators
Examination of the child, parent, family, and contextual factors with which treatment interacts. The boundary conditions or limits of
application are identified through interactions of treatment x diverse attributes.

6. Tests of generalisation and applicability
Examination of the extent to which treatment can be effectively applied to different problems, samples, and settings and of variations of
the treatment. The focus is explicitly on seeing if the results obtained in research can be obtained under other circumstances.

Commissioned Review: Child and Adolescent Therapy Research 55



Theory and research on the nature of the clinical
dysfunction. Treatment ought to be connected with
what we know about the onset, maintenance, termin-
ation, and recurrence of the clinical problem that is the
focus of treatment. Hypotheses about the likely factors
leading to the clinical problem or pattern of functioning,
the processes involved, and how these processes
emerge or operate can contribute directly to treatment
research. Many of the approaches to psychotherapy
have originated from general models of treatment (e.g.,
psychoanalytic, family, and cognitive-behavioural) that
emphasise processes (e.g., thwarted impulses, mal-
adaptive family processes, distorted cognitions) that
have wide applicability across disorders.

Testable hypotheses and then tests of the processes
hypothesised to be implicated in the clinical problem
are needed. For example, if cognitions are proposed to
play a pivotal role in the onset or maintenance of a
disorder or pattern of functioning, direct tests are
needed and ought to be part of the foundation leading
toward the development of effective treatment. Re-
search on the nature of the clinical problem is likely
to identify subtypes, multiple paths leading to a similar
onset, and various risk and protective factors. These
characteristics are likely to influence treatment out-
come and to serve as a basis for using different
treatments with different types of children. An example
of such research would be efforts to distinguish among
conduct disordered children based on the onset of
disorder, patterns of comorbidity, biological and neuro-
psychological correlates (see Hill & Maughan, 2001).
Connections of treatment research with psychopathol-
ogy research could greatly enrich treatment by sug-
gesting possible intervention targets and moderators of
therapeutic change.

Theory and research on the change processes or
mechanisms of treatment. Conceptual views are need-
ed about what treatment is designed to accomplish
and through what processes or mechanisms. Theories
of change are distinguishable from theories of onset.
The guiding question for therapy research is how does
this particular treatment achieve change? The answer
may involve basic processes at different levels (e.g.,
neurotransmitters, stress hormones, memory, learn-
ing, information processing, motivation). In turn, these
changes may be induced or activated by such thera-
peutic processes as gaining new insights, practising
new ways of behaving, or habituating to external
events.

Theories of change must be followed by empirical
tests. Do the intervention techniques, methods, and
procedures within treatment sessions actually affect
those processes that are considered to be critical to the
treatment model? At least three steps are required to
conduct the requisite research, namely, specifying the
processes or factors responsible for change, developing
measures of these processes, and showing that these
processes change before therapeutic change. This latter
requirement is needed to establish the time line, i.e.,
processes are changing and are not merely concomitant
effects of symptom improvement (see Kazdin, 2003).
Thus, evidence that the putative process variable (e.g.,
parenting practices, cognitions, family interactions)
and child symptoms have changed at the end of
treatment will not do, i.e., demonstrate that one caused,

led to, or mediated the other. One way to bring order
and parsimony to the 550+ treatments in use is to
evaluate mechanisms of change. Some of the mecha-
nisms are likely to have generality across multiple
treatments.

Specification of treatment. An important requirement
for advances is specifying the focus of treatment and
what actually is done by the therapist with, for, or to
the child (adolescent, parent, or family) during the
sessions. Treatments ought to be operationalised,
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 in research and clinical
practice. Placing treatment into manuals does not
rigidly fix treatment or provide a recipe book but
rather codifies progress regarding what is essential to
include. Much progress has been made on this front
and manuals are available for scores of child treat-
ments (see Kazdin, 2000b).

The development of manuals, or at least of informed
manuals, is related to research on the mechanisms of
therapeutic change. Without knowing how therapy
works and what the necessary, sufficient, and facilita-
tive ingredients are and within what ‘dose’ range, it is
difficult to develop meaningful treatment manuals.
Much of what is contained in treatment manuals may
be low doses of effective practices, ancillary but im-
portant facets that make delivery more palatable,
superstitious behaviour on the part of those of us who
develop manuals, and factors that impede or merely fail
to optimise therapeutic change. The difficulty is that
without understanding how treatment works, which
element in a manual falls into which of these categories
is a matter of surmise.

Tests of treatment outcome. Obviously, in developing
treatment, outcome studies are central. A wide range of
treatment tests (e.g., open studies, single-case experi-
ments, full-fledged randomised clinical trials, qualitat-
ive studies, and quasi-experiments) can provide
evidence that change is produced and that treatment
is responsible for the change (see Kazdin, 2003).
Outcome studies are the most common forms of
research of child therapy and hence this step does not
represent a lacuna in research. At the same time, there
are several different outcome questions that can be
addressed, as elaborated later.

Tests of moderators. Treatment effects may vary as a
function of characteristics of the child, parent, family,
context, therapist, and other influences. Moderators
refer to characteristics on which outcome depends.
Theory, empirical findings, and clinical experience can
inform the search for moderators. For example, we
know that many sexually abused children are likely to
develop cognitions that the world is a dangerous place,
that adults cannot be trusted, and that one’s own
efforts to influence the world are not likely to be effective
(Wolfe, 1999). Based on this understanding of the
problem, one might predict that sexually abused youths
with these cognitions would respond less well to treat-
ment, as measured by posttreatment prosocial func-
tioning. If these cognitions are not altered in treatment,
the children may be restricted in social activities
compared to similar children without these cognitions.
Perhaps another study using this information would
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evaluate if the effectiveness of treatment could be
enhanced by including a component that focuses on
these cognitions.

Multiple child, parent, family, and contextual factors
may influence responsiveness to treatment. The sparse
evidence suggests that multiple factors contribute to
treatment outcome in the way that risk factors accu-
mulate in predicting onset (see Kazdin, 2000b). Identi-
fying moderators could greatly influence application of
treatment with better triage of patients toward inter-
ventions to which they are likely to respond. Under-
standing how and why they exert their influence could
have great implications for improving the effectiveness
of treatment.

Tests of generalisation and applicability. As the
treatment is shown to produce change in a particular
context or setting, it is useful to evaluate the generality
of the findings across other dimensions and domains.
Tests of generality of a treatment are similar to tests of
moderators but they are less conceptually inspired and
more application oriented, i.e., can treatment be
applied in different ways, to different people, and in
different settings? The extension of findings across
diverse samples (e.g., who vary in age, ethnicity,
cultural background) and across disorders also reflect
generality and applicability.

Mentioned in the prior discussion of limitations of
child therapy research was the many ways in which
treatment in research departs from treatment in clinical
practice. This has led to an emphasis and seeming
urgency to address whether effects can be obtained in
clinical settings, an important priority to be sure. Yet,
tests of generality will profit from knowing why and for
whom treatment works so one can ensure that the
critical components of treatment are included and that
a given client is a good candidate for the intervention.

General comments. I have discussed the tasks of
understanding treatment in terms of steps, but of
course the order does not need to proceed in the way I
have presented them. To elaborate and understand a
treatment and to be able to optimise the application
clinically, these tasks or steps ought to be completed.
Typically, the initial study of treatment focuses on
treatment outcome and then if the treatment shows
promise, other analyses (steps) might be completed.
The critical issue is exploring each of the steps and to
progress over the course of research.

There are not many examples in child and adolescent
(or adult) therapy research in which one can illustrate
progression through some subset of these steps.
Research on parent management training as a means
of treating oppositional and aggressive children illus-
trates several of the steps. Conceptualisation of conduct
problems, research on family processes (inept and
harsh discipline practices) that promote the problems,
and outcome studies that establish the central role of
these practices reflect many of the steps highlighted
previously (e.g., Dishion, Patterson, & Kavanagh, 1992;
Forgatch, 1991; Patterson, Reid, & Dishion, 1992).
Also, many randomised controlled trials have shown
that changes in parenting skills lead to reductions in
child conduct problems (see Brestan & Eyberg, 1998;
Kazdin, 1997). This research not only establishes an
effective treatment but provides an empirically suppor-
ted model of how the problems may develop for many

children, how many domains of functioning beyond
conduct problems are affected, and how to effect
therapeutic change.

The steps outlined previously emphasise theoretical
and empirical development and a progression of re-
search along several fronts. Currently, the accumula-
tion of studies is haphazard. The narrow path through
which the research has wandered limits what we can
say about therapy. A more proactive stance is one that
begins 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 critical
steps and scope of information we need is likely to lead
to much greater progress than has been achieved or
likely to be achieved with continuation of the status
quo.

Focus of individual investigations
The steps previously outlined give an overarching
framework for the type of knowledge needed to develop
therapy. This can be translated to concrete questions
that guide individual investigations. There are several
questions we would like to be answered regarding a
particular psychotherapy (see Table 3). Progress can be
made by ensuring that for a given treatment and clinical
problem these questions are addressed systematically.
Some finite number of controlled studies might be all
that is needed to address some of the questions, after
which we could devote research to the more complex
issues (e.g., therapy processes, boundary conditions).

The range of outcomes that are evaluated in research
too ought to be expanded, beyond the exclusive focus
on symptom change. Although symptom change is
important, there is no compelling evidence I could find
that symptom change, as opposed to reduced impair-
ment or improvements in prosocial functioning, family
interaction, or peer relations, is the best predictor of
long-term adjustment and functioning. Many other
outcomes beyond symptoms are critically important
because of their significance to the child, family, and
contexts in which the child functions. Table 4 samples
key domains that are important to include in outcome
research. The relevance of any particular domain may
vary by developmental level of the child and clinical
disorder (e.g., anxiety, attention deficit disorder) or
indeed by subtype of a given disorder. However, for
most clinical problems brought to treatment and dia-
gnosed, there are important features of the child’s life
that are not captured by symptoms. By focusing almost

Table 3. Range of questions to guide treatment research

1. What is the impact of treatment relative to no-treatment?
2. What components contribute to change?
3. What treatments can be added (combined treatments) to

optimise change?
4. What parameters can be varied to influence (improve)

outcome?
5. How effective is this treatment relative to other treatments

for this problem?
6. What child, parent, family and contextual features influence

(moderate) outcome?
7. What processes or mechanisms mediate (cause, influence,

are responsible for) therapeutic change?
8. To what extent are treatment effects generalisable across

problem areas, settings, and other domains?
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exclusively on symptom reduction, current therapy
research probably underestimates the benefits of child
therapy. Indeed, when assessment domains are expan-
ded, treatment of the child has been shown to reduce
parent symptoms of psychopathology and stress and to
improve family relations (Kazdin & Wassell, 2000;
Szapocznik et al., 1989). Clearly, therapy can produce
changes well beyond improvements in child symptoms
and functioning.

Expansion of the questions and answers (outcomes) of
therapy researchunderscore two areas in need of greater
attention. Others can also be identified. First, further
attention in research ought to focus on characteristics of
the treatment. Disseminability, costs, and acceptability
of treatment are three factors that are likely to influence
adoption and use by therapists, clients, and third party
payers of treatment (seeKazdin, 2003). Second, research
ought to expand the rangeof samples included in therapy
research. For example, relatively few outcome studies
have evaluated children of adults who have severe
disorders (e.g., depression, alcohol abuse), childrenwith
mental retardation, physical handicap, and chronic
disease; children exposed to physical or sexual abuse
and neglect; juvenile offenders, and homeless youth, all
of whom have higher rates of clinical dysfunction and
represent a high priority for intervention.

Conclusions

There has been considerable progress in child and
adolescent psychotherapy research, as reflected in the
quantity and quality of outcome studies and the iden-
tification of evidence-based treatments for several prob-
lems. Despite the progress, fundamental questions
remain about therapy and its effects. As prominent
examples, we do not know why or how therapies achieve
change, how to optimise therapeutic change, and for
whom a particular treatment is well suited. There is a
great deal of concern in contemporary research to see
the extent to which treatment effects obtained in
research generalise to practice. The importance of
understanding the mechanisms of action of therapy is
heightened by the concern for application in clinical
practice. Because we do not understand why or how
most treatments work we do not know what facets of
treatment are particularly important to extend to clin-
ical practice. This means that relatively weak or less

than optimal treatments probably are being tested in
research and proposed for extension to clinical practice.

Three broad questions might serve as a guide for
child therapy research: 1) What do we want to know
about child and adolescent therapy? That is, what are
the goals of the research? 2) What type of research is
needed to obtain these goals? 3) How can we evaluate
the extent of movement and determine whether we are
making progress toward the goal(s)? My comments
emphasised the first two questions. The third is no less
important and consists of monitoring and evaluating
progress in a systematic way over the course of years. A
given treatment or treatments for a given problem ought
to progress through a series of studies, not merely to
establish efficacy, but to answer the full range of
questions about how the treatment works and why.
Progress would be accelerated if there were a plan or
model for the types of information we wish to know and
then periodic evaluations of the extent to which gaps in
knowledge have been addressed. This article illustrates
much of the progress that has been made, impediments
to progress, and lines of work needed to provide the
knowledge base for effective intervention.
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