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The Modular Approach to Treatment for Children with Anxiety, Depression and Conduct 

problems (MATCH-ADC), a flexible evidence-based intervention, was recently found to be as 

effective as standard protocols in treating youth with multiple disorders in community mental 

health settings. A challenge to its implementation is that it requires ongoing, real-time feedback 

to plan treatment practices. Fidelity measurement, a method of monitoring treatment practices, 

may be an ideal mechanism for supplying this feedback. However, a majority of existing fidelity 

measures utilize labor-intensive methods that are impractical for community settings. Alternative 

methods, such as therapist- and client-report measures, may provide a more appropriate fit and 

research has supported their feasibility and validity. The present study focused on developing a 

qualitative client-report measure, the Service Review Measure (SRM), and quantitative coding 

system for the MATCH intervention. Primary aims were to evaluate the SRM’s utility in 
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providing reliable and valid feedback on fidelity. Additional aims were to examine feasibility of 

the phone call strategy, agreement between caregivers and youth and agreement over time.   

Fifty-two families with youth ages 7 to 15 participating in an effectiveness trial 

comparing MATCH-ADTC to usual care (UC) in three community clinics were administered the 

SRM a maximum of four times over the course of treatment. Their responses were transcribed 

and then coded according to various domains of session content and reference to specific 

practices. Interrater reliability for the coding system was found to be acceptable to excellent. 

Results indicated that clients were able to report conceptually meaningful information and a 

moderate amount of detail on session domains on average. Clients also reported a similar amount 

of specific practices as therapists per session but the specific practices endorsed by clients were 

not highly correlated with, and did not account for, much of the variance in therapist report.  

Caregiver and youth report on specific practices were also not highly correlated but 

results showed that, in line with the literature, an externalizing behavior target problem area was 

significantly associated with an increase in caregiver extensiveness ratings. The same was true 

for internalizing behavior problem areas and youth report. Further results supported the 

feasibility of the phone call strategy according to standards set forth in the study but suggest that 

phone calls are not the most efficient strategy for obtaining client information. Agreement 

between client and therapist report did not improve over time. Overall, results suggest that there 

might be differences in how clients and therapists view and choose to report on session practices. 

In this way, clients may offer a unique perspective that is important in guiding feedback. Future 

work will compare both client and therapist report to coded tapes in order to determine which 

report is more accurate.  
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INTRODUCTION 
 

Findings from a recent major effectiveness trial indicate that a flexible, algorithm-driven 

protocol, the Modular Approach to Treatment for Children with Anxiety, Depression, and 

Conduct Problems (MATCH-ADC), was as effective as standard protocols in treating youth with 

multiple disorders and was especially well-suited for community contexts (Weisz et al., 2011). 

Participants receiving MATCH not only evidenced significantly fewer diagnoses at post-

treatment than those in the usual care (UC) condition but also exhibited faster rates of 

improvement than those in both the UC and the standard protocol conditions, suggesting that 

flexibility was associated with superior outcome trajectories for youth. The ability to tailor an 

intervention to an individual client’s needs thus appears to be beneficial and may be well-

matched for the high rates of comorbidity and ongoing stressors in community populations. 

However, although flexibility offers these considerable benefits, it also presents certain 

implementation challenges. In the absence of the strict guidelines that standard protocols 

provide, flexible systems require real-time, ongoing feedback in order to assess progress and 

plan subsequent treatment practices. More specifically, practitioners must have information on 

how the practice impacted and was received by the client in order to determine whether to move 

on to another practice in the treatment package (whether it is within or outside of the primary 

target problem) or whether the practice should be reviewed. These issues were addressed by 

Daleiden and Chorpita (2005) in their review of the quality improvement strategies utilized in the 

Hawaii Child and Adolescent Mental Health Division (CAMHD). Quality review in this paper is 

presented via a hierarchical approach so that, in the event a youth is not improving despite the 

use of an appropriate, evidence-based treatment, quality review is triggered and progresses from 

broader, low-cost coarse indicators of quality to more intensive review. Treatment fidelity, an 
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existing process which focuses on gathering information related to session practices and often 

includes indicators of quality, may be particularly useful in this context. For flexible 

interventions, then, fidelity may serve dual purposes: the more traditional purpose of providing 

evidence that successful outcomes are a result of the intervention as well as a valuable method of 

gathering information on progress to be used in making critical, evidence-based treatment 

decisions. The aim of the present study is to assess the ability of clients receiving treatment in 

community mental health settings to report on in-session practices regarding a flexible evidence-

based intervention. This was done by developing and conducting a preliminary evaluation of a 

client-report-based fidelity measure to examine its utility in these contexts.  

Treatment Fidelity: Definitions and Applications 

Various conceptualizations of treatment fidelity have been put forth throughout the 

literature and the construct has evolved considerably over the past few decades. In an early 

article, Moncher and Prinz (1991) posited two components of treatment fidelity: integrity, 

namely, whether the treatment was implemented as intended, and treatment differentiation, the 

extent to which prescribed content is included and proscribed content is excluded in treatment 

implementation. This definition was meant to ensure that clinicians in a clinical trial closely 

followed the treatment protocol and did not introduce content that would be considered outside 

the range of the protocol and may interfere with interpretation. For example, the use of dream 

analysis is not explicitly prohibited in cognitive-behavioral therapy (CBT) but would not be 

considered in line with the treatment model. In later definitions, treatment differentiation 

remained unaltered but integrity was broken down into two distinct elements: adherence, namely, 

how well the therapist adheres to the treatment material, and competence, the therapist’s skill and 

judgment in administering the treatment (Waltz, Addis, Koerner, & Jacobson, 1993; 
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Perepletchikova & Kazdin, 2005). This division was meant to address the difference between 

strict performance of treatment content and quality of treatment content, which tap into two 

different skill sets. Lichstein, Riedel, and Grieve (1994) further added to the conceptualization of 

fidelity by arguing that the client is also important in judging the impact of an intervention. In 

their model, they presented treatment receipt, the degree to which the client understands and 

demonstrates knowledge of treatment skills, and enactment, the degree to which these skills are 

applied in the client’s daily life, as two additional components. Bellg et al. (2004) further argued 

that, in addition to these categories of treatment delivery, receipt, and enactment, study design 

and provider training should be considered as part of a larger fidelity framework.   

Although each of these components appears to be important in establishing treatment 

fidelity, there is a paucity of research on the relative importance of each one, making it difficult 

to distinguish between the essential and less important components. Some have suggested that a 

measure of adherence would be sufficient in determining adequate treatment differentiation 

(Waltz et al., 1993) while others have argued that these components are mutually exclusive and 

that researchers cannot conclude adequate fidelity if attention is not given to all areas (Borrelli et 

al., 2005). Knowing which areas to prioritize would be important data for implementation 

research in that there are often considerable restrictions on what can be measured in community 

settings and there is currently no reliable system for choosing one aspect over another. Thus far, 

it appears as though intervention researchers have independently decided what components to 

monitor in their own trials rather than following a prespecified system (Schoenwald, Garland, 

Southam-Gerow, Chorpita, & Chapman, 2011).  

Fidelity measurement has its origins in outcome research and, in terms of application, has 

primarily been utilized as a manipulation check that allows researchers to attribute successful 
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outcomes to an intervention rather than variance in its implementation (Moncher & Prinz, 1991). 

In this way, fidelity has served an important function in building the evidence base for and 

establishing the efficacy of many specific interventions. It has strengthened the inferences we 

can draw from outcome trials and has improved upon our knowledge of effective treatments by 

allowing researchers to look at treatments at a microanalytic level. This particular function 

continues to be an important concern in effectiveness trials. A meta-analysis reviewing efficacy 

and effectiveness trials of  multisystemic therapy (MST) suggested that poor fidelity may play a 

key role in the substantial decrease in average effect sizes in effectiveness trials as compared to 

efficacy trials (Curtis, Ronan, & Borduin, 2004; Henggeler, 2004).  

In addition to this more traditional application, treatment fidelity has been applied in 

other contexts and has contributed to the refinement of evidence-based practices (EBPs). It has 

been examined as a predictor of outcomes. Although there is some debate as to the size of the 

effect in adult intervention research (Webb, DeRubeis, & Barber, 2010), greater fidelity has been 

found to predict more successful outcomes across a range of treatments, including multisystemic 

therapy (Schoenwald, Sheidow, & Letourneau, 2004), assertive community therapy (McGrew, 

Bond, Dietzen, & Salyers, 1994), and parent management training (Forgatch, Patterson, & 

DeGarmo, 2005). It has also been used to assess theories of behavior change and examine 

treatment dose (Nigg, Allegrante & Ory, 2002). More recently, it has become a central 

consideration in “high-stakes” implementation decisions, offering vital information to 

stakeholders in determining whether a purchased treatment program is faithfully delivered 

(Schoenwald, 2011). Considering the range of contexts in which fidelity data can be useful, it is 

worthwhile to continue brainstorming other purposes fidelity may serve and improving upon 

fidelity measurement so that it can be more readily applied for these purposes. 
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Treatment Fidelity in the Real World 

 Limitations of current methods and potential solutions. Research examining fidelity to 

EBPs thus far has focused on efficacious measurement, often using costly and labor-intensive 

methods such as tape coding or live observation to ensure adherence. However, even within the 

clinical trial literature, these methods are rarely employed. In an evaluation of health behavior 

research published between 1990 and 2000, Borelli et al. (2005) found that only 15.5% of 

articles in targeted journals were considered to have high treatment fidelity according to their 

coding system. More recently, Perepletchikova, Treat, and Kazdin (2007) reported that only 

3.5% of studies published in top-tier psychiatric and psychological journals were found to have 

adequate fidelity measurement in terms of establishing, assessing, evaluating, and reporting 

fidelity methods. If the gold-standard methods are not fully employed in research settings, which 

often have adequate staffing and resources for them, they are not likely to be realistic for “real-

world” clinical settings that have limited resources, established administrative and clinical 

routines, and identified practice norms. Although these rigorous standards are desirable in terms 

of ensuring efficacious treatment fidelity, they will need to be modified if they are to be 

successfully implemented in community mental health settings.  

In adapting current methods for fidelity assessment, it is important to consider not only 

practical limitations but also varying objectives. Objectives for fidelity measurement may differ 

greatly across and within research and practice settings and this will impact how measurement 

should be conducted. For example, a stakeholder seeking to verify that his/her investment is 

being properly implemented may be interested in knowing how well therapist practices line up 

with the treatment model at a deeper level than a supervisor who wishes to give therapists 

performance feedback but at a less precise level than an investigator seeking to conduct a 
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manipulation check on his/her independent variable. As Schoenwald et al. (2010) discuss, 

fidelity measurement can vary on many dimensions, including what should be measured (e.g., 

specific content vs. overall themes), the level at which measurement should occur (e.g., 

presence/absence vs. quality), and when measurement should occur (e.g., each session vs. phase 

of treatment). Decisions regarding these dimensions are likely to be driven by the goals of those 

investigating the data as well as environmental constraints and may change considerably from 

context to context.  

Many existing fidelity measures were originally created for research purposes and may 

thus supply data that is less relevant for mental health organizations. These measures are 

protocol-specific and highly detailed, often involving an extensive training process prior to use, 

and tend to vary widely between treatments and groups of disorders. Indeed, when Schoenwald 

et al. (2011) endeavored to develop a classification scheme from existing adherence measures for 

evidence-based treatments for youth with disruptive behavior disorders in order to identify 

functionally similar items across measures, they were not able to do so. The large variance 

between the number of items and level of detail of items across measures did not allow for 

common elements across similar treatments to be identified or for a classification system to be 

developed. If fidelity measures are to be adapted for purposes such as quality review, differing 

objectives and the resources with which to achieve these objectives will need to be considered 

and incorporated into measure development. The authors state that it is not likely that one single 

measure will be applicable across all evidence-based treatments for a particular disorder or 

population and address all fidelity objectives. However, they propose a potential solution to this 

issue: to develop a hierarchically-organized framework that allows data to be aggregated and 

disaggregated to achieve multiple purposes. This approach of using “varied lenses” to examine 
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differing levels and objectives of fidelity is similar to Brodley, Lane, and Stough’s (1999) 

process used to identify volcanoes on the surface of Venus, which allowed for large images with 

idiosyncratic details to be compared, simplified, and clustered into groups using an algorithm (as 

cited in Chorpita, Daleiden, & Weisz, 2005). In order to build a system that can aggregate and 

disaggregate data, there is a need to agree on the specificity necessary to characterize treatments, 

to develop and validate measures that assess these areas, and to evaluate whether data from these 

measures can be successfully compared across treatments and be combined for broader and finer 

grain views.  

In reviewing the limitations of current fidelity measurement, Schoenwald et al. (2010) 

thus assert that a major task for implementation researchers is to identify methods of measuring 

fidelity that strike a balance between “effective” and “efficient” measurement, striving for rigor 

and precision but remaining flexible and cost-efficient. In terms of effective measurement, in 

addition to decisions regarding objectives and specification of fidelity, they posit that the coding 

and scoring of the data must be in line with measurement theory standards and result in 

interpretable results. However, they note that these decisions must fit the setting in which the 

measure is being implemented. Ethical considerations and established cultural norms, for 

example, might make it very difficult for observational coding systems to be implemented. As 

with adherence measures, there is not likely to be one type of methodology that will fit all 

practice contexts. Instead, it is more likely that those interested in fidelity measurement will use 

varying combinations of informants, specific measures, and time points in order to suit particular 

contexts. The present study seeks to contribute to the effort to balance effective measurement 

with efficiency by developing a client receipt measure that could be used in conjunction with 
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other measures at varying time points and specification levels to provide feedback on progress 

and adherence for quality review.  

Flexibility within fidelity. As the effort to implement EBPs in community mental health 

settings moves forward, treatment developers have come to recognize that the standards applied 

to research trials are not realistic for these settings and have provided recommendations for 

adapting standard protocols to better fit them. Kendall and Beidas (2007) used the term 

“flexibility within fidelity” when laying out possible modifications to the Coping Cat (Kendall & 

Hedke, 2006), an evidence-based protocol for treating youth with anxiety disorders. For these 

authors, flexibility in the protocol consists of various components that can be individualized to 

clients (e.g., exposure tasks, types of rewards). In this way, clinicians can be considered adherent 

to the protocol if they follow the prescribed treatment content but are free to adapt flexible 

components to individual client characteristics. Mazzuchelli and Sanders (2010), whose 

multilevel parent intervention system, Triple P, allows for greater ease of dissemination by 

including telephone-assisted, media-based, and brief interventions, addressed the issue of 

flexibility more comprehensively. Adopting a systems-contextual perspective, they contend that 

contextual factors, such as therapist variables, organizational support, and client variables, 

should be considered in disseminating an intervention. As such, they suggest that multiple 

safeguards for fidelity, such as high-quality training, comprehensive, user-friendly materials, and 

collection of outcome data, be incorporated into the dissemination effort while still allowing for 

flexibility in dissemination methods. Their strategies for flexibility include breaking intervention 

material into components, addressing flexibility during training, training clinicians to self-

regulate behavior, and allowing low-risk process and content variations. Although the authors 

still emphasize strict adherence to components of the treatment model, they address the need for 
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bounded flexibility. This attention to flexibility in evidence-based treatment (EBT) will need to 

be enhanced in other specific protocols and should be extended to the tools used to measure 

adherence as well.   

Avenues for Improved Efficiency in Fidelity Measurement 

Modified coding systems. Efforts to develop more efficient fidelity measures have 

concentrated on identifying less complex methodologies and using alternative informants. One 

potential avenue that has been examined is modified coding systems, which utilize a combination 

of observation and therapist-report checklists (Sheidow, Donohue, Hill, Henggeler, & Ford, 

2008; Chamberlain et al., 2008; Aarons, Sommerfeld, Hecht, Silvosky, & Chaffin, 2009). These 

systems have garnered some promising support but tend to require the time or presence of 

expertly-trained staff members, which can be an expensive resource. Thus, researchers have also 

investigated the validity and feasibility of therapist report by creating measures that do not 

require an additional coder. Although these measures share the informant in common, they tend 

to vary on the method of gathering information, the type of information reported, and the 

reference period during administration (e.g., single sessions, all sessions within a month). 

Examination of these measures in both research and community practice settings has suggested 

that there is generally poor concordance between therapists and raters and that therapists have a 

tendency to overreport techniques and strategies used in their sessions as compared to raters 

(Carroll, Nich & Rounsaville, 1998; Hurlburt, Garland, Nguyen, & Brookman-Frazee, 2010). 

However, there is also some evidence for the usefulness of therapist report as part of a larger 

feedback system, particularly when supervisors are involved in the process.  

Therapist-report fidelity measures. The Monthly Treatment and Progress Summary 

(MTPS; Child and Adolescent Mental Health Division, 2008) measure was implemented in the 
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CAMHD system as part of the aforementioned quality improvement strategies and has been 

utilized for eight years. Populated by therapists, the MTPS tracks intervention strategies (e.g., 

exposure), target problems (e.g., anxiety), and progress ratings for each client across sessions 

over one month of treatment. Therapists completing the electronically-submitted form select up 

to 10 out of 53 common target behaviors and 63 common intervention strategies and rate 

progress on these behaviors by indicating the percentage of movement toward pre-specified 

goals. Daleiden, Lee, and Tolman (2004) presented preliminary analyses that indicate moderate 

retest stability and convergence between targets and diagnoses (as cited in Nakamura, Daleiden, 

& Mueller, 2007) and the continued presence of the measure within a complex routine care 

system speaks to its feasibility and acceptability. However, more work will need to be done to 

examine the validity of therapist-report on the MTPS and the impact of the feedback on clinician 

behavior and related variables.  

Whereas the MTPS is primarily a feedback instrument, other therapist-report measures 

were developed to provide glimpses into UC practices. Interested in context rather than content, 

Kelley, de Andrade, Sheffer, and Bickman (2010) created the Session Report Form (SRF). 

Administered following each session, the SRF is a 25-item, paper-and-pencil therapist-report 

measure that is intended to capture common topics and behaviors addressed during treatment 

rather than specific techniques or strategies. The authors contend that this would increase 

therapist understanding and reduce demand characteristics. For this measure, therapists are 

prompted to indicate whether any of 20 common treatment topics were addressed and/or the 

focus of the session using a 3-point scale. Results from a study in which this measure was 

administered to a large group of therapists in community practice (N = 235) indicate adequate 
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internal reliability for the treatment process items and acceptable feasibility in that there was 

little data missing for a large volume of sessions.  

Although the SRF might be useful for supervision in determining patterns in treatment 

and clinician behavior, it remains to be seen whether information obtained on these topics would 

be useful in a quality assurance context given that the measure does not indicate whether 

intended practice coverage was indeed covered. An adult measure that was similarly intended to 

identify usual care practices, but specifically in treatment for depression and which focused on 

the content of three psychotherapy approaches, evidenced similar psychometric support but had a 

significantly lower response rate (Hepner, Azocar, Greenwood, Miranda, & Burnam, 2010). This 

measure will also require further validity and reliability testing to determine its potential role in 

assessing fidelity.  

More recently, Hogue, Dauber & Henderson (2012) were also interested in assessing 

evidence-based content per therapist report in UC settings, specifically in the area of adolescent 

conduct and substance use problems. Derived from items on observational fidelity scales 

developed for four empirically-supported approaches for adolescents with behavior problems, 

the Inventory of Therapy Techniques for Adolescent Behavior Problems (ITT-ABP) is a 27-item 

measure tracking intervention techniques commonly used in outpatient settings with this 

population. As part of a randomized clinical effectiveness trial, therapists completed the ITT-

ABP after each session and indicated the extent to which each technique was utilized on a 5-

point Likert scale.  Results from factor analyses indicated support for three clinically coherent 

scales, namely Family Interventions, Motivational Interviewing/CBT Interventions, and Drug 

Counseling Interventions, and validity analyses showed partial convergence with therapist-

reported proficiency in these techniques, suggesting some discrepancies in self-report. A 
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companion study assessing multi-method fidelity to family therapy in a sub-sample found further 

psychometric support for the measure and included observational coding, but not a sufficient 

amount to validate self-report data (Hogue & Dauber, 2013). 

Although these therapist-report measures have some promising results, very few have 

been supported by observational coding or data from alternate informants. The MATCH 

Consultation Record, a measure that is similar to the MTPS but is tailored to a specific 

intervention, was recently validated using observational coding and findings indicated acceptable 

agreement between the consultation record and session tapes on practice element coverage (mean 

κ= 0.77; Ward et al., 2013). Implemented in the aforementioned major effectiveness trial, this 

record is unique in that it is a standardized interview administered to therapists by supervisors 

during weekly supervision. It provides prompts to therapists about practice elements and the 

degree to which they were covered in the previous week’s sessions. It corresponds to practice 

elements that are specific to the MATCH-ADC intervention, but also includes domains that 

would typically be covered during a cognitive-behavioral treatment session (e.g., homework 

review and assignment, role play).  

Given that it can be completed for multiple clients and therapists during a time-limited 

supervision meeting and does not require therapists to view a high volume of tapes per week, the 

MATCH Consultation Record represents advancement upon more complex fidelity measurement 

methods, such as session coding or live observations. However, it still involves face-to-face 

interviews with therapists, which require considerable time and effort, and has only been 

validated using external expert consultants, which are often expensive. Therapist interviews may 

be less burdensome than tape coding but, for the aforementioned reasons, are also not likely to be 

sustainable in providing ongoing feedback in large mental health systems. Therapist report may 
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also represent a limited view of in-session treatment practices that does not encompass all 

important elements of the therapeutic context, such as the client’s perspective and level of 

understanding.   

Client-report fidelity measures. Client report measures represent another effort in the 

search to identify more efficient fidelity systems. Client-report measures have been created for 

various treatment programs and results, thus far, generally support their psychometric properties. 

In perhaps one of the most comprehensive and efficient fidelity systems, Henggeler and Borduin 

(1992) created a 26-item client-report measure regarding therapist adherence to multisystemic 

therapy (MST), an intensive, community-based treatment program for youth with severe conduct 

problems. Given that MST is guided by principles related to the treatment model rather than a 

specific set of interventions, the questions relate to session behavior that is in line with these 

principles and progress toward these goals. Clients are interviewed in person or by phone and are 

asked to rate multiple domains related to their therapist’s behavior on a 6-point Likert scale.  

Studies examining the validity of this measure have indicated that, despite ceiling effects 

on some items, youth and caregivers provided reports that were consistent with hypotheses 

regarding the impact of MST and were associated with changes in outcome measures, including 

decreased criminal activity and out-of-home placements (Henggeler, Pickrel, & Brondino, 1999; 

Schoenwald et al., 2004). In addition to these promising validity results, this measure also has 

support for its feasibility and ease of use. It is currently being implemented in over 400 domestic 

and international organizations trained in practicing MST and the call center that is responsible 

for administering the bulk of these measures reported a 70% response rate from participants 

(MST Institute, 2004).   
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Using a similar model, Suter, Burchard, Force, Bruns and Mehrtens (2002) created a 

fidelity index for the wraparound process that is administered to youth, caregivers, and case 

managers. Wraparound, an integrated, community-based approach for children with emotional 

and behavioral disorders (EBD), is also guided by a set of core elements and principles but has 

no manual and is less structured than MST. Thus, the Wraparound Fidelity Index (WFI) was 

created to serve multiple purposes: a measure of fidelity and a method for providing practitioners 

with feedback to better understand the model. Administered in interview format, the WFI 

prompts youth, caregivers, and case managers to answer forced-choice questions related to the 

wraparound services they have received over the past 30 days. Results from a study on the WFI-

2, a revised version of the WFI, indicate that there was adequate variability in responses and 

adequate internal consistency in scores across respondents, although there were some ceiling 

effects across respondents here as well (Bruns, Burchard, Suter, Leverentz-Brady, & Force, 

2004).  

As with MST, higher fidelity to wraparound, as measured by the WFI, was associated 

with greater behavioral, functioning, and satisfaction outcomes (Bruns, Suter, Force, & 

Burchard, 2005) and pilot data support the use of the WFI as part of a larger quality assurance 

system (Bruns, Rast, Peterson, Walker, & Bosworth, 2006). However, given the limited sample 

size of 33 families, more work is needed to determine whether the WFI could be implemented 

across a larger sample of families receiving services.   

More recently, as a complement to their adult depression clinician-report form, Miranda 

et al. (2010) developed a clinical tool to measure psychotherapy practice with clients. 

Participants, who were sampled from a large behavioral health system, were mailed the measure 

and were prompted to report on clinician in-session behavior using a 6-point Likert scale.  
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Results from two studies found that participants were able to identify psychotherapy techniques 

that occurred in their sessions and could differentiate levels of cognitive-behavioral and 

psychodynamic therapy in line with clinician-report (Miranda et al., 2010; Hepner, Greenwood, 

Azocar, Miranda, & Burnam, 2010). However, these studies also reported low response rates and 

similarly found that client report seemed to be subject to halo effects. It appears that the use of a 

Likert scale on these measures may have contributed to ceiling effects and that the survey format 

resulted in low response rates. The present study circumvented these issues by using open-ended 

questions that prompt more detailed responses. 

In addition to these within-session adherence measures, there have also been efforts to 

develop client-report measures of between-session adherence, mapping on to the treatment 

enactment component of fidelity. For example, the Parental Adherence Measure (PAM; Springer 

& Reddy, 2001) measures the frequency and accuracy with which parents implement behavioral 

interventions (e.g., commands, time out) in treatment for attention-deficit hyperactivity disorder 

(ADHD) as well as the perceived effectiveness of these techniques. Items are on both 4- and 6-

point Likert scales and are intended to be administered at the beginning of weekly treatment 

sessions. Although there are currently no published validation data on this measure, there is some 

evidence that parent’s self-reported adherence ratings were associated with better outcomes in 

youth behavior problems and social skills (Springer & Reddy, 2010).  

Recently, Hong et al. (2012) developed an innovative feedback tool to assess multiple 

domains relevant to client receipt and track both in- and between-session adherence, known as 

the Session Assignment and Feedback Form (SAFF). Clients are given the SAFF post-session 

and are instructed to immediately identify important elements from the previous session as well 

as any less helpful or unclear components and rate their satisfaction with the session on a 6-point 
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Likert scale. Over the following week, clients are further directed to track their homework 

assignments, rate the usefulness of homework assignments, and identify what would be helpful 

to discuss next session. Given its ability to address multiple domains, the SAFF is believed to 

have utility in various clinical areas. The authors maintain that it can be used as a homework 

assignment log and monitoring tool, a record of particularly useful in-session information to 

enhance consolidation of learning as well as a feedback system for the therapist regarding the 

patient’s views on the session’s helpfulness, quality of the alliance, agreement on case 

formulation, and confidence in therapy progress (Persons, Hong, Beckner, Owen, & Eidelman, 

2012). This form is currently being utilized in tandem with other process and outcome measures 

in clinical practice and research is forthcoming. Although its efficacy has yet to be supported by 

published research, the SAFF represents one of the first feedback tools to track multiple 

components of treatment receipt from the client’s perspective at once.    

Thus, although many of these client-report measures still need to be validated with 

respect to observational coding, extant research supports their usefulness in providing feedback 

on treatment progress and process. It is likely that participants can play a role in the treatment 

fidelity process but it is still unclear to what extent clients should be knowledgeable about, and 

be able to report on, the treatment they are receiving. As many evidence-based interventions 

posit client understanding as an underlying assumption of the treatment model, it is a worthwhile 

endeavor to explore the extent to which clients understand the practices they receive and are able 

to report on them. Thus, the present study seeks to develop and test a client-report measure for a 

specific intervention, the MATCH-ADTC protocol, in order to determine how well clients can 

report on and understand the practices they are receiving. This measure, unlike other measures, 

uses an open-ended format which affords clients the opportunity to describe session practices in 
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their own language and circumvents potential unfamiliarity with specific treatment terms. The 

long-term goals are for the measure to be implemented as part of a larger quality assurance 

system, in which therapists and supervisors receive client feedback and receipt of session 

practices. This may have additional benefits in that some research has shown that providing 

therapists with feedback on client progress increased the number of sessions attended and 

improved client outcomes, at least in adults (Lambert et al., 2001, 2002).   

The Use of Mixed Methods in Implementation Research 

In order to analyze client-report data from the open-ended interview, which will be 

qualitative in nature, and transform it into a more easily disseminated quantitative measure, this 

study employs a mixed-methods design. Often used in education and program evaluation 

research, mixed methods are considered to provide a better understanding of the major research 

issues than either method alone (Robins et al., 2008). In a recent review, Palinkas et al. (2011) 

argue that qualitative methods are especially important for implementation research, as they give 

consumers a platform to voice opinions and are well-suited for investigating context and process, 

which can be difficult to capture with one scale at a single point in time. On the other hand, they 

argue that quantitative methods are important to test the hypotheses generated by the qualitative 

data. Qualitative methods are especially important in developing new tools as they can ensure 

that measures are not arbitrary and are reflective of genuine changes in perception and 

experience (Kazdin, 2008). This study makes use of the mixed-methods design by first obtaining 

qualitative data regarding client receipt of a specific intervention and then developing and 

utilizing a quantitative coding system to compare these responses to a quantitative therapist-

report measure. The ultimate goal of this effort is to develop a quantitative fidelity measure that 

does not require a complex scoring system or specific expertise, thus facilitating transportability 
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to multiple settings. Despite recent efforts to assess client ability to report on therapist fidelity, 

this study is the first, to our knowledge, to propose using a mixed-methods design to address this 

question. 

The Role of the MATCH-ADTC Intervention 

MATCH-ADTC is an algorithm-driven, flexible protocol that contains individual 

modules modeled after standard EBTs (Chorpita & Weisz, 2009). It was designed to address the 

demands placed on clinicians and the co-morbidity often found in community practice by 

combining effective practices for multiple problem areas and allowing clinicians to flexibly 

adapt the order of EBPs in order to tailor content to the individual client. In this way, the 

MATCH-ADTC intervention is a prime candidate for use in disseminating and implementing 

EBPs in community mental health settings, which often serve multi-problem clients and have 

fewer resources for clinicians to be trained in multiple protocols. It also offers two modules that 

target mild trauma-related problems, which are highly prevalent in community populations 

(Breslau, Davis, Andreski, & Peterson, 1991).  

In addition to its enhanced flexibility, an earlier edition of the protocol was shown to be 

efficacious in a major effectiveness trial (Weisz et al., 2011). This edition, MATCH-ADC, which 

differs from the current protocol only in the addition of the two trauma modules, was tested in 

comparison to standard EBTs and usual care in outpatient community mental health programs. 

Participating clinicians in the active treatment conditions received extensive training and 

ongoing supervision in both MATCH-ADC and standard EBTs from study staff. Results 

indicated that participants assigned to the MATCH condition showed significantly faster 

improvement on all main outcome measures as compared to those receiving usual care and were 

assigned significantly fewer diagnoses post-treatment. This initial test indicates that MATCH-
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ADC is a promising intervention for use in community practice with youth experiencing a range 

of clinical problems. By creating the proposed fidelity measure for use with the MATCH-ADTC 

intervention, the present study seeks to maximize the efficiency aspect of fidelity measurement 

and to assess its feasibility with a flexible protocol in “real world” clinical settings.      

Agreement between Youth and Caregiver Report and Report over Time 

Agreement between youth and caregiver report has been a topic of great relevance to 

those interested in developing valid and efficient measures, as identifying the most appropriate 

informant (or knowing that any informant is appropriate) for a certain domain can limit the time 

and effort involved in gathering report. This topic has been examined in a wide variety of 

domains, including diagnostic criteria, psychiatric symptoms, academic functioning, quality of 

life, and service use. However, results from these studies tend to differ according to the type of 

information gathered, which limits generalizations that can be made regarding concordance.   

Caregiver/youth agreement on psychiatric symptoms is perhaps one of the most 

commonly addressed areas within clinical psychology. Yet, even within this area, there are 

mixed findings. Although there is no consensus, overall, much of the literature has found that 

agreement among caregivers and among caregiver-youth pairs tends to be higher for 

externalizing problems (Herjanic & Reich, 1982; Edelbrock, Costello, Dulcan, Conover, & Kala, 

1986; Stanger & Lewis, 1993) and that youth tend to report more internalizing problems than 

other observers (Herjanic & Reich, 1982; Grills & Ollendick, 2003; Youngstrom, Loeber, & 

Stouthamer-Loeber, 2000). There has been some suggestion that age moderates concordance in 

that older children have higher agreement (Edelbrock et al., 1986; Grills & Ollendick, 2003) but 

this has also not been supported in other studies (Kolko & Kazdin, 1993; Choudhury, Pimentel, 

& Kendall, 2003). Various explanations for the lack of agreement have been posited, ranging 
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from logical explanations of findings (Herjanic & Reich, 1982) to formal models, such as the 

Attribution Bias Context model (ABC; De Los Reyes & Kazdin, 2005) and many have 

investigated demographic and clinical predictors of agreement (Youngstrom et al., 2000; Hughes 

& Gullone, 2010). However, even among these studies, findings differ according to the sampled 

population, rating target, and problem under investigation.  

In terms of service use, an area that is more in line with report on treatment practices than 

report on symptoms, a large epidemiological survey found that agreement between youth and 

caregiver report on a service utilization measure was poor overall but differed by age in that 

older youth ages 13 to 17 had better agreement with caregivers than youth ages 9 to 12 (Leaf et 

al., 1996). Agreement also tended to be higher when there was no service use indicated. On the 

other hand, results from a multi-site study using a revised and more comprehensive service 

utilization measure, found that concordance between youth and caregiver report of lifetime 

service use ranged from fair to excellent and concordance of report of service use in the past year 

ranged from good to excellent (Stiffman et al., 2000). Given the difficulty in having more than 

one informant available each week in community practice, this is an important finding. However, 

as a more recent study examining the same measure in Spanish reported high percentage 

agreements on lifetime and 12-month service use but much lower interrater reliability (Bean, 

Rotheram-Borus, Leibowitz, Horwitz, & Weidmer, 2003), it is clear that more work needs to be 

done here as well to clarify these differences.   

 Given the mixed findings across the different literatures on youth and caregiver 

agreement and the lack of these comparisons in the client-report literature, it is difficult to know 

how well youth and caregivers will agree on in-session practices. The present study examines 

youth and caregiver report, regardless of condition and target problem, and evaluates levels of 
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agreement overall and by target problem in order to determine whether the results are in line with 

the previous literature. In this way, this study may contribute to identifying decision rules 

regarding the most valid informant for different situations.  

 Despite the vast literature on youth and caregiver concordance, there is currently little 

research regarding changes in youth and caregiver report of treatment practices over time. 

Results from one of the few investigations of this phenomenon indicate that client-report scores 

on the MST adherence measure were stable over multiple administrations (as cited in Timmons-

Mitchell, Bender, Kishna, & Mitchell, 2006). This suggests that there are no practice effects for 

this measure. In a related field, a study assessing the psychometric properties of a client service 

evaluation measure administered at three time points similarly found that response was 

consistent over time (Berghofer, Castille, & Link, 2011). Given that this measure is open-ended 

and may not be as subject to halo effects as a survey format regarding therapist behavior, it is 

reasonable to expect that there might be some improvement in report over time, as youth and 

caregivers become more familiar with treatment.  

The Present Study 

The present study aimed to build upon the literature regarding alternative fidelity 

measures by developing the Service Review Measure (SRM), an open-ended interview to assess 

client receipt of treatment content for the MATCH-ADTC intervention, and conducting a 

preliminary test of its feasibility and validity. Additional aims were to examine accuracy between 

informants and across informants over time. The overall aims were as follows: 1) develop the 

SRM and an associated coding system, 2) evaluate the feasibility of the SRM, 3) evaluate the 

preliminary psychometric properties of the measure and coding system, including reliability and 

validity, 4) examine agreement between youth and caregiver report, and 5) evaluate 
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improvement in agreement of client and therapist report over time. In order to accomplish the 

latter aims, the measure was administered to youth and caregivers currently participating in a 

clinical effectiveness trial investigating the efficacy of the MATCH-ADTC intervention as 

compared to UC in three participating community mental health clinics across Los Angeles 

County.  

The SRM was designed to function as the first step in the development of a front-line 

surveillance tool of service quality that can identify major deviations in the protocol or 

alternatively suggest that more intensive review is warranted in order to establish fidelity at a 

finer level. The ultimate goal in developing the SRM is to provide an alternative to the uniform 

application of expensive and time-intensive coding systems and an avenue for incorporating 

client report into quality assurance systems. An added benefit is the potential for the measure to 

provide therapists with essential feedback in clients’ understanding of what was delivered in 

treatment.  

Specific Aims and Hypotheses  

Specific Aim 1: To develop the SRM as well as to devise a quantitative system by which to code 

qualitative client responses and demonstrate its reliability as measured by bivariate correlations.  

Hypothesis 1: Client report will vary across participants and will supply informative data 

as to the ability of youth and caregivers to report on specific treatment content.  

Hypothesis 2: Interrater reliability among coders will be in the good to excellent range (κ 

between 0.60 and 1.00; Cicchetti & Sparrow, 1981).  

Specific Aim 2: – To evaluate the feasibility of the SRM by comparing the mean number of 

attempts required for the successful completion of SRM phone calls to those required for weekly 

outcome phone calls and to examine mean call time across participants. 
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Hypothesis 1: The number of attempts required for successful phone calls administering 

the SRM will not significantly differ from that for weekly phone calls assessing outcome data.   

Hypothesis 2: The mean call time will not significantly differ from projected time 

estimates of 8 to 12 minutes per informant and 20 minutes overall.  

Specific Aim 3: – To evaluate the convergent validity of report on the SRM for participants 

receiving MATCH, measured by bivariate correlations, between client report and therapist report 

and evaluate divergent validity of client report by comparing coded SRM responses across 

conditions.  

Hypothesis 1: Responses from participants assigned to the MATCH condition will be 

strongly correlated with content from the MATCH-ADTC protocol as evidenced by higher 

correlations.              

Hypothesis 2: Responses from participants assigned to the UC condition will yield 

significantly fewer references to MATCH intervention elements than responses from those in the 

MATCH condition.  

Specific Aim 4: To investigate the agreement between youth and caregiver report as measured by 

kappas across data points and examine whether it varies according to problem area.  

Hypothesis 1: Kappas between youth and caregiver report will range from poor to 

excellent as indicated in the literature. 

Hypothesis 2: Youth with internalizing disorders and caregivers of children with 

externalizing disorders will evidence greater depth of response as compared to youth with 

externalizing disorders and caregivers of youth with internalizing disorders.    
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Specific Aim 5: - To assess improvement in the agreement of client report in the MATCH 

condition by investigating the change in bivariate correlations between client and therapist report 

over the course of the SRM phone calls. 

Hypothesis 1: Accuracy of responses will improve over time for both informants given 

greater familiarity with treatment over time.  

METHODS 

Development of the SRM                            

The SRM was created as a result of collaborative meetings with the MATCH-ADTC 

treatment developer and experts who were trained extensively in the protocol and related EBPs, a 

thorough examination of the components of MATCH-ADTC modules, and a review of published 

EBT manuals related to MATCH-ADTC. The experts consisted of four postdoctoral scholars 

who themselves trained community-based therapists in MATCH-ADTC practices and three 

doctoral students who had at least three years of experience administering the MATCH-ADTC 

protocol. Review of MATCH-ADTC modules and published EBT manuals (Kendall, Kane, 

Howard, & Siqueland, 1990; Kendall & Hedkte, 2006; Weisz et al., 2005; Barkley, 1997) was 

conducted in order to identify broad domains of an evidence-based treatment session and specific 

techniques that would be captured by these broad domains.   

In developing the measure, the work group first chose to use an open-ended interview 

format, allowing participants to use their own language to describe treatment content rather than 

be influenced by research-based terms. Following this decision, the tasks of the work group were 

to a) identify the core domains of, as well as the proposed mechanisms of change for the 

intervention that were deemed to be important for treatment fidelity, b) draft questions pertaining 

to the core domains, and c) revise language to reflect layman’s terms (e.g., using the word 
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“meeting” rather than session, using the therapist’s first name rather than the term “therapist”) to 

facilitate greater understanding and limit stigma. The core domains identified were skill building, 

behavioral practice, psychoeducation, homework, and outcome assessment. The work group 

identified additional important domains for the intervention (e.g., goal setting, cognitive work) 

but chose to focus on the most relevant items to limit participant burden. It was also reasoned 

that participants would likely touch on other domains in response to the open-ended questions. In 

addition to the guided questions, the work group suggested that the most salient treatment 

practices for participants be assessed. Thus, two additional items seeking client input were added 

(e.g., Out of all of the things you and/or [child’s name] did this last meeting with [youth’s 

therapist], what would you say was the most important thing?). A final open-ended question 

seeking client input was added to allow for any content not previously reported.  

In order further facilitate participant understanding and response, questions were 

followed up with examples of the domain being assessed (e.g., for behavioral practice: you might 

have practiced doing a pleasant activity, doing something you are good at, or solving a problem 

together) and follow-up questions were added (e.g., Can you tell me a little more about what 

you/your [caregiver] and [youth’s therapist] practiced in your last meeting?). The interview was 

structured so that items could be skipped if the domain content was previously assessed (e.g., if 

caregiver discussed psychoeducation in the first open prompt, the psychoeducation-specific 

question was not asked). Separate youth and caregiver versions were created with items tailored 

to the developmental level of the informant. However, items were generally similar across 

informant versions. 

 Once the final version of the interview was constructed and agreed upon by the work 

group, in order to assess suitability, it was piloted on five families who, at the time of 
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administration, were receiving MATCH-ADTC in a university-based clinic. Pilot data 

indicated that items elicited appropriate MATCH-related content and responses were 

consistent with the practices reported to be covered during that session by the clinic therapist. 

Development of the Coding System  

The coding system was developed in collaboration with an expert in qualitative methods, 

Dr. Ann Garland, and her colleagues who have extensive experience coding UC practices and 

developing coding systems. The coding system consisted of scoring for: 1) presence/absence of 

content in the core domains, 2) depth of response in general, 3) comprehension of response, and 

4) depth of response regarding specific practices and process variables. This was intended to 

capture response at both a molar and molecular level. Presence/absence was rated according to 

whether each core domain was or was not endorsed during the session. Comprehension was also 

rated as a binary response, whether or not it appeared that the youth or caregiver had an 

understanding of the content being reported for each item. Depth of report in general was 

measured on a 7-point Likert scale, corresponding to the individual domain on the SRM (e.g., 

practicing a skill, taking ratings) and was only scored if that particular domain was indicated for 

the session (e.g., responses regarding homework assignment are scored only if occurrence is 

positively endorsed). The scale reflected the extensiveness of the response with the lower end 

indicating a more limited, cursory response and the higher end indicating a more comprehensive, 

detailed response.  

In addition to rating occurrence, depth of response, and comprehension of response, the 

coding system also included a set of items rating the level of coverage for specific practice 

elements on a 7-point Likert scale. Coding for these items was based on full phone call 

transcripts and, when these were not available, typed notes collected on the original measure. 



 

27 
 

Thirty-five of the practices corresponded to MATCH-ADTC modules as listed on the MATCH 

Consultation Record. Remaining practices and process variables that could occur in UC sessions 

(e.g., play therapy, supportive listening, rapport building) were determined by the work group to 

characterize non-MATCH specific techniques more likely to occur in usual care.  

Likert scales have been used in observational coding systems that focus on the use of 

treatment strategies, including the Therapy Process Observational Coding System for Child 

Psychotherapy – Strategies scale (TPOCS-S, McLeod, 2001), and there is evidence to support 

the validity of these scales in coding community practice sessions (McLeod & Weisz, 2010). 

However, there is also some evidence of positive skew when using the scales in community 

outpatient clinics (Brookman-Frazee, Haine, Baker-Ericzen, Zoffness & Garland, 2010).  

The coding system was accompanied by a detailed codebook with explicit instructions for 

the assignment of ratings regarding depth of report both in general and for specific practices. The 

coding manual was modeled after the manual for the Practice and Research: Advancing 

Collaboration (PRAC; Garland, Brookman-Frazee, & McLeod, 2008) study (based on the 

Therapy Process Observational Coding System for Child Psychotherapy (TPOCS; McLeod, 

2001) and was separated into five sections (Introduction, General Coding Instructions, Code 

Sheet Instructions, General Participant Response Coding, and Practice-Specific Coding). The 

section on general participant response coding included criteria for a “yes” or “no” response 

regarding presence/absence of a domain and comprehension of reported content as well as a 

description of what would encompass a more vague extensiveness response (i.e., lower rating) 

versus a more detailed extensiveness response (i.e., higher rating).  

The section on practice-specific coding included the following for each MATCH practice 

element: a synopsis of the main goals, a bulleted list of main module content,  a description of 
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what would encompass vague reference to a module versus extensive reference to a module (e.g., 

for problem solving, a vague response would include some reference to the term “problem 

solving” or would indicate a general process by which solutions were generated whereas an 

extensive response would include reference to clarifying the problem and then generating, 

evaluating, and testing solutions in a more formal and structured way), exemplars, and 

information regarding how to distinguish commonly co-occurring modules. For therapeutic 

process codes, a general description of the technique and exemplars were provided. The 

codebook was updated throughout the coding process in response to feedback from coders using 

the system and revised versions were promptly disseminated and discussed in ongoing meetings.  

Youth and Caregiver Participants  

Participants consisted of a subset of ethnically-diverse youth (N = 40) and their 

caregivers (N = 52) enrolled in an effectiveness trial comparing the efficacy of MATCH-ADTC 

to UC in three community mental health clinics in Los Angeles County. Participants were 

eligible for the trial if they were between the ages of 5 and 15, receiving services from the Los 

Angeles County Department of Child and Family Services and/or Department of Mental Health, 

were referred to community-based mental health clinics, scored in the clinical range on any of 

the standardized instruments assessing anxiety, depression, traumatic stress and/or disruptive 

behavior, and had been living with their current caregiver for at least three months. Participants 

were excluded from the trial if there was a change in caregiver status anticipated in the six 

months after randomization and if the youth was not fluent in English, had made a suicide 

attempt in the past three months, or received any of the following diagnoses: mental retardation, 

pervasive developmental disorders, eating disorders, schizophrenia or other psychotic disorders.  

All participants receiving mental health services as part of the effectiveness trial were eligible for 
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this study but only those participants who were randomized prior to December 2012 were 

included to allow for timely collection of measures. Of the eligible families (N = 67), four chose 

not participate in SRM calls and nine completed their treatment course prior to receiving a call.   

Demographic characteristics for participants who received SRM calls and for the whole 

sample are in Table 1. The mean age of youth in the sample was 9.1 years (SD = 2.84) and most 

were male (61.5%).  The ethnicities represented were as follows: 77.4% Latino/Hispanic, 9.4% 

African-American, 9.4% Mixed Race/Ethnicity, and 3.8% Caucasian. Most youth participants 

were born in the United States (98.1%), endorsed a primary language of English (84.9%) and/or 

Spanish (34%) and lived with at least one (94.3%) biological parent. The most common primary 

problem areas for youth were conduct problems (52.8%), followed by anxiety (26.4%) and 

depression (20.8%).  

Mean primary caregiver age was 35.8 years (SD = 7.95), and most were female (90.6%) 

and Hispanic (83%). Half of the primary caregivers were born in Mexico (50%), 44.2% were 

born in the United States, and 5.7% were born in other countries. Thirty-four percent of the 

primary caregivers were married, 18.9% were separated, 17% were never married, 17% were 

living with a partner, and 13.2% were divorced. Secondary caregivers had a mean age of 39.8 

years, were mostly male (82.5%) and Hispanic (84.2%). More than half of caregivers (63.5%) 

reported earning less than $20,000 per year, 25% reported earning $20,000-$39,000, and 9.6% 

reported earning $40,000-$59,000. The average number of family members dependent on this 

income was 4.47 (SD = 1.25). Demographic characteristics did not significantly differ between 

participants who received SRM calls and those in the entire sample except for primary 

caregiver’s country of birth (χ2 (3) = 9.62, p =.02). 

Therapist Participants 
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Therapists in the sample were those who treated participants that received at least one 

SRM call (N = 29), a subset of those participating in the overall clinical trial (N = 80). The mean 

age of the therapists was 34.8 years (SD = 8.21) and the majority were women (97%). Forty-five 

percent were Hispanic, 24% were Caucasian, 17% were Mixed Race; 7% were Asian, and 3% 

were African-American. Thirty-eight percent of the sample spoke fluent Spanish and 34% 

endorsed Spanish as a first language. Therapists represented reported having a wide range of 

theoretical orientations (eclectic: 31%; cognitive-behavioral: 27.6%; psychodynamic: 13.8%; 

humanistic/client-centered: 13.8%; family systems: 10.3%; other: 3.4%) and represented various 

specialties (marriage and family therapists: 52%; social workers: 41%; clinical/counseling 

psychologists: 7%). Twenty-four percent were licensed. 

Therapists randomized to the MATCH-ADTC condition (N = 16) were trained in the 

intervention and participated in weekly on-site clinical supervision and telephone consultation 

sessions. Therapists in the UC condition (N = 13) received supervision as usual through their 

agencies. Demographic characteristics did not significantly differ between therapists in the SRM 

sample and those in the entire sample except for those achieving high school diplomas (χ2 (1) = 

4.14, p = .04) 

Measures  

MATCH Consultation Record – The MATCH Consultation Record is an interview-based 

measure used by consultants to record therapist report of session practices for individual 

treatment sessions. It is composed of a matrix of checkboxes, with 33 rows representing the 

treatment practices that correspond to MATCH modules. The rows are grouped into clusters 

representing problem area (i.e., anxiety, depression, trauma, conduct) and the columns are 

organized according to treatment domains that would typically be covered in a treatment session 
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using EBPs (i.e., homework review and assignment, coverage, behavioral rehearsals, and client 

understanding).  Coverage and client understanding are rated on an ordinal scale including no, 

partial, and full coverage (0, 1, and 2) while all other items are rated on a dichotomous scale 

(presence/absence). Full coverage of a practice is endorsed if the therapist reported completing 

approximately 80% of the prescribed treatment content. Partial coverage is endorsed if the 

therapist reported completing less than 80% of prescribed treatment content or if the therapist 

indicates the content will need to be revisited in the next session. The record additionally 

assesses proximal treatment goals, session attendance and involvement (e.g., youth and/or 

mother), crises of the week, and supervision practices. A previous version of this measure was 

recently validated and findings indicated that the average agreement between the consultation 

record and the coded tapes for procedures administered in session was κ = .77 (Ward et al., 2013)  

Service Review Measure (SRM) – Caregiver and Youth Versions - The SRM is an open-

ended interview that is intended to capture client-report of practices covered during a specific 

session. The 10-item measure seeks open-ended responses from participants using prompts 

regarding in-session activities, skills, psychoeducation, rating systems, and homework, as well as 

the most important item covered during the session. Participants were provided with specific 

examples for each item and the use of jargon was limited in order to facilitate accurate response 

and understanding. Caregiver and youth versions differ only regarding developmentally-

appropriate language.  

Service Review Measure – Caregiver - Spanish Version (SRM-S) – The SRM-S is the 

Spanish caregiver version of the SRM. In order to ensure an accurate translation, the SRM – 

Caregiver version was first translated into Spanish by a fluent Spanish-language speaker and 

then back-translated into English by a native Spanish-language speaker. 
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Service Review Measure Coding Sheet – The SRM coding sheet was developed as part of 

the overall coding system and prompts coders to indicate whether each core domain of the SRM 

occurred using a yes/no or yes/no/not applicable response, to indicate presence of comprehension 

in client response using a yes/no/not applicable response, and to rate the depth of response on 

both core domains and on specific practices indicated on a 0-6 Likert scale.  

Procedure  

Youth ages 7 and above and their caregivers in both the MATCH and UC conditions 

were administered the SRM a maximum of four times over the course of their treatment episode. 

The SRM was administered to both youth and caregivers even in cases for which the youth or 

caregiver was not the primary participant (e.g., a youth with a problem area of disruptive 

behavior was called even though the caregiver would be considered the primary participant) 

because the youth or caregiver might have participated in part of the session or been informed of 

session content by the primary participant. Youth and caregivers who were enrolled in the 

clinical trial prior to the start of the present study were first verbally consented by the staff 

member who administered their weekly outcome calls and then signed a hard copy of the revised 

consent and assent forms that include the service review procedure. Youth and caregivers who 

were enrolled in the trial following the consent form revision in September 2011 were informed 

of the study during the consent/assent portion of the initial assessment.   

Administration of the SRM occurred in six-week intervals to capture a broad range of 

treatment practices and to allow for gaps in treatment. Phone callers were provided with a list of 

additional examples of treatment practices for each item in order to prompt a detailed response 

and were instructed to cue the youth and caregiver to the most recent session date. The majority 

of calls (69%) were recorded, transcribed, and stored on a secure server. Phone calls conducted 
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in Spanish were transcribed by a fluent Spanish speaker. In the event that a phone call was not 

recorded (i.e., recording procedures were not yet in place, technical issues), the original 

document with the caller’s detailed notes was available to coders (31%). Participants received a 

$5 gift card after each phone call as reimbursement for their time. All study procedures were 

approved by the Institutional Review Board (IRB) at the University of California, Los Angeles.   

Phone caller training and assignments. Phone callers consisted of two graduate students, 

two post-baccalaureate study staff, and two undergraduate students who received training in 

MATCH modules and common treatment practices for youth. Two of the callers were primary 

English speakers and four were fluent in Spanish and English. Callers who also collected weekly 

outcome data from participating families were kept blind during the study and were only 

assigned families for whom they did not collect outcome data. Phone callers were provided with 

an individual copy of the MATCH-ADTC manual and had access to common standard manuals 

for youth treatment.  

Training consisted of two meetings with the team leader in which MATCH content and 

phone call procedures were reviewed and two meetings in which each caller engaged in role 

plays of phone calls with post-doctoral study staff. At the time of training, the team leader and 

study staff had considerable experience administering EBPs and the MATCH-ADTC 

intervention as well as conducting clinical work with youth and caregivers in community clinics. 

Phone callers were instructed to prompt caregivers and youth for detailed responses and refrain 

from using treatment-specific terms so as to allow participants to reference session content in 

their own words. Follow-up meetings were conducted monthly to address pertinent issues in 

making phone calls and to increase standardization of SRM administration. Due to staff turnover, 

it was not possible to balance phone call assignments among callers. The team leader conducted 
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approximately one-third of the sample (N = 66) and two callers who worked the full length of 

the project made the majority of the remaining calls (Coder 2: N = 38; Coder 3: N = 42). Three 

of the staff members that rotated off the project made the remaining 36 calls (Coder 4: N = 12; 

Coder 5: N = 18; Coder 6: N = 6). 

Quality assurance regarding individual phone callers was assessed by having two 

postdoctoral-level staff members who were involved in phone caller training independently code 

two calls per caller (total calls = 12). Post-doctoral coders listened to audio files of the calls and 

then completed a quality rating form (included in Appendix A). Items were scored on a 7-point 

Likert scale similar to the one used in the coding system. Coders were trained by listening to a 

phone call with the expert coder and reviewing ratings until they matched. 

Coding team, training, and assignments. Coders consisted of a master’s level clinician, 

two graduate students, and three post-baccalaureate research assistants who had familiarity with 

MATCH-ADTC practices and significant knowledge of EBPs in general. All coders were blind 

to participant condition throughout the coding process. Training at first consisted of extensive 

independent review of the MATCH-ADTC protocol and coding manual. The coding team then 

attended two meetings with the expert coder to review the manual, view clips of sessions from a 

previous effectiveness trial in order to gain insight on how practices are enacted in community-

based sessions, and code three measures as a group. In order to establish adequate initial 

reliability (κ > .70, Cicchetti & Sparrow, 1981), coding team members independently coded two 

sets of five measures and received individual feedback after each set. Coders were expected to 

consult with the team leader regarding questions and ambiguous responses throughout the coding 

process. Twenty-five percent of the sample (N = 46) was double-coded in order to evaluate rater 

drift. Coders were unaware of which sessions were double-coded and coding was randomly 
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assigned to balance client, condition, version (original measure or transcript), call number, 

informant, and youth age. There were no significant differences between coders on these 

variables. It was not possible to balance language among all coders as only two coders were able 

to code Spanish calls. There were no significant differences in language of coding assignments 

between these two coders.  

Therapist training. Participating clinicians who were assigned to the MATCH condition 

at the three selected clinics in Los Angeles County attended a five-day training in the 

intervention prior to the trial in which they were instructed on the general treatment model and 

the specific practice elements. Therapists assigned to this condition also continued to receive 

ongoing live consultation from postdoctoral study consultants on a weekly basis. Therapists 

assigned to the UC condition were instructed to conduct therapy as they saw fit in accordance 

with their clinic’s policies and received supervision through their home clinic.  

Intervention. The MATCH-ADTC protocol is a flexible treatment system that 

encompasses the most common strategies of many of the most effective treatments for anxiety, 

depression, conduct, and traumatic stress in children (Chorpita & Weisz, 2009). This revised 

version is based on the MATCH-ADC protocol and was primarily updated with strategies to 

address traumatic stress. MATCH-ADTC allows the duration and sequencing of clinical 

procedures to be matched flexibly to the family’s needs and allows the clinician to draw 

techniques from outside a single target disorder domain when needed (e.g., to address 

noncompliance during the course of treating depression). The length of treatment is not 

predetermined but is based on progress toward treatment goals. The protocol consists of 

flowcharts that direct the course of treatment according to target problem area and 33 modules 

that correspond to EBPs in the aforementioned problem areas (e.g., time out for conduct 



 

36 
 

problems, problem solving skills for anxiety and depression). Each module contains direct 

information about conducting the practice in session, a section for adaptations based on more 

complex or unique cases, and handouts or worksheets for youth and caregivers.  

Usual care services varied according to the therapist and agency to which participants 

were assigned. It has typically been the assumption that treatment as usual does not contain 

elements that are similar to those found in evidence-based treatments. However, although the 

intensity of practices was found to be quite low, usual care has been found to contain a large 

breadth of EBPs (Garland et al., 2010).  Beginning in August 2009, the Los Angeles County 

Department of Mental Health (LACDMH) instituted the statewide Mental Health Services Act 

(MHSA) Prevention and Early Intervention (PEI) plan in order to inform and identify individuals 

in need of mental health services. As of June 2011, LACDMH reported implementing 27 PEI 

programs for youth, which include common evidence-based treatments (EBTs) such as parent-

child interaction therapy (PCIT), multisystemic therapy (MST), and trauma-focused cognitive 

behavioral therapy (TF-CBT; County of Los Angeles Department of Mental Health, 2011). As 

all of the participating clinics have a partnership with LACDMH, it is likely that youth in the UC 

condition will receive EBPs to some extent.     

Statistical Analyses  

 Interrater reliability. Interrater reliability was examined using weighted and unweighted 

kappas. Ten measures (5.2% of the sample) were chosen at random to comprise the initial 

reliability set. These measures were coded independently by the coding team prior to coding the 

full sample and were not included in full sample analyses. Interrater reliability was examined 

separately by item type to account for different response formats. Binary presence/absence items 

and those that included a “not applicable” response (N = 36) were analyzed using kappas, and 
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Likert scale items (N = 44) were analyzed using weighted kappas to account for ordinal data 

(Agresti, 2002). Reliability was examined within item type first using pairwise comparisons 

between each coder and the expert coder and then averaging across the pairwise comparisons. 

Following Cicchetti and Sparrow (1981), kappas between 0.75 and 1.00 reflect excellent 

agreement, kappas between 0.60 and 0.74 reflect good agreement, kappas between 0.40 and 0.59 

reflect fair agreement and kappas below 0.40 reflect poor agreement.  

Forty-six measures (25% of the sample) were chosen at random to examine rater drift. 

Only one of the double-coded measures was chosen at random to be included in the full sample 

analysis and the remaining measures were disregarded.  Interrater reliability for double-coded 

sessions was conducted following the same pattern as the initial reliability set except that these 

analyses represent pairwise comparisons between independent coders rather than comparison to 

an expert rater. All interrater reliability analyses among coders were completed using Stata 12.  

 Phone caller quality ratings. Interrater reliability among the two post-doctoral study staff 

members was measured using a weighted kappa.  

 Feasibility. Preliminary feasibility of SRM calls was examined via equivalence testing in 

which a) the mean number of unsuccessful phone call attempts required for full SRM 

administration was compared to attempts required for a full administration of weekly outcome 

questionnaires and b) the mean call length for SRM calls was compared to projected call 

estimates of eight to twelve minutes per informant. For SRM calls, the number of attempts was 

determined to be the number of calls prior to full administration of the SRM from the time of call 

assignment. For weekly phone calls, the number of attempts was determined to be the number of 

calls prior to full administration of weekly outcome questionnaires during the same week as the 

SRM call assignment.  In the event that a SRM caller was unable to make a call during the week 
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of assignment due to lack of a recent treatment session, the number of attempts included only 

those during the week in which a more recent session was held. Mean call length was 

operationalized as the average number of minutes required to complete a SRM call with each 

informant across calls.  

Following the procedures outlined in Rogers, Howard, and Vessey (1993), a mean 

difference of two attempts was considered a trivial difference between the two types of phone 

calls and a mean difference of two minutes was considered a trivial difference between call 

length and projected estimates. The mean number of attempts and minutes required for full 

administration was considered to be equivalent between groups if the 90% confidence interval 

was contained within the equivalence interval (i.e., the confidence interval based on group 

means). Feasibility analyses were conducted in SAS, version 9.1. 

Validity. Due to the fact that randomization occurred at the therapist level and each 

therapist was assigned multiple cases, hierarchical linear modeling (HLM) was performed to 

determine if response varied by therapist, deeming it necessary to cluster data.  This model, in 

which session data at level 1were nested within therapists at level 2, indicated that 12% of the 

variance was between therapists (ICC = 0.12) and the majority of the variance (88%) was at the 

individual level. Because some of the variance in response could be accounted for by therapists, 

validity analyses were conducted using HLM with observations at the client level nested within 

therapists.  

Preliminary convergent validity of the SRM was examined by 1) calculating bivariate 

correlations between client and therapist report and 2) by regressing client responses on therapist 

responses to determine the amount of variance accounted for by this variable. Kappas could not 

be calculated due to scaling difference in the client and therapist response measures. Therapist 
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report of practices covered during session was taken from the MATCH Consultation Record, 

which uses a 0-2 scale, and compared with the responses on the practice element sections of the 

coding sheet, which uses a 0-6 scale. Convergent validity was also examined for the three 

sessions prior to the target session to determine whether clients were able to distinguish content 

between sessions. R squared was determined by comparing error terms from the null 

(unrestricted) model and the model containing the independent variable using the formula 

((unrestricted error term – restricted error term)/unrestricted error term; Kreft & de Leeuw, 

1998). Follow-up analyses determined if correlations differed by problem area (i.e. anxiety, 

depression, trauma, conduct), format (i.e., measure, transcript), or youth age.  

Preliminary divergent validity was examined using a random intercept model to compare 

responses on MATCH practice elements between the MATCH and UC conditions. Client and 

therapist report were further examined by calculating frequencies for MATCH-specific practice 

elements and UC goals and interventions.  Frequencies were examined only in instances where 

either client or therapist endorsed content. Agreement between UC therapists and coders on 

session content was determined by comparing the therapist’s written session goals and indicated 

intervention (e.g., TF-CBT, PCIT, Depression Treatment Quality Improvement (DTQI)) to 

specific practice elements indicated by the coder. For example, if the coder indicated praise was 

a practice element covered during the session and the therapist indicated using PCIT to review 

praise and other PRIDE skills in that session, this was considered a match for that specific 

instance. Validity analyses were conducted in HLM7, Student edition, and SPSS, version 18. 

Comparison of youth and caregiver report. Comparison of youth and caregiver report 

was conducted by calculating kappas for each SRM call in which both youth and caregiver were 

interviewed. Items were grouped in the same manner as for initial interrater reliability analyses 
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except that responses to MATCH-specific and more general process codes (e.g., supportive 

therapy, information gathering, processing Division of Child and Family Services involvement) 

were examined separately.  Analyses involving kappa were computed using Stata 12. Follow-up 

analyses examined whether 1) depth of response varied according to the youth’s problem area by 

using linear regression and 2) concordance varied according to the youth’s problem area by using 

difference scores (Youngstrom et al., 2000). Difference scores were computed by subtracting the 

score of youth extensiveness of report from the score of caregiver extensiveness of report 

regarding specific practices. Difference scores of zero indicated that there was complete 

agreement on the extensiveness of report of practices covered. Positive numbers indicated that 

the caregiver reported on practices more extensively than the youth and negative scores indicated 

the opposite. These difference scores were correlated with problem area to determine whether 

problem area and youth-caregiver disagreement were significantly related. For participants in the 

MATCH-ADTC condition, target problem was considered to be the target problem that was 

addressed in the corresponding session. Regression and difference score analyses were computed 

using SPSS, version 18.   

Therapist and client report agreement over time. Changes in agreement between client 

and therapist report over time were first examined using a three-level growth model with 

individual call data at level 1 nested within clients at level 2 nested within therapists at level 3. 

These analyses were examined only for participants who received more than one call and were in 

the MATCH condition (N = 12) as correlations were only available for this condition. This 

model indicated that less than zero percent of the variance was at the therapist level (ICC = 

.0002). It has been suggested that between-group variance should account for at least 10% of the 

total variance for HLM to be considered appropriate (Kreft & De Leeuw, 1998). The two level 
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model in which individual call data was nested within clients was examined next and indicated 

that 22% of the variance in individual session correlations was at the client level (ICC = .22). 

Changes in agreement over time were thus examined using this two-level model. Hierarchical 

linear modeling (HLM) was appropriate to use in this case as it controls for the nested nature of 

the data and models individual growth as a function of time (Raudenbush & Bryk, 2002). Time, 

operationalized as the number of days since the first SRM call, was included as a level 1 variable 

and informant was included as a covariate at level 1.  Multilevel random coefficient analyses 

were completed using HLM7, Student edition. 

RESULTS 

Reliability  

Initial interrater reliability.  Initial interrater reliability was predominately in the 

excellent range for both binary and Likert scale items. The average kappa across coders for 

binary items was .77 and pairwise comparisons between the coder and expert rater were as 

follows:  Coder 1 κ = .73, Coder 2 κ = .76, Coder 3 κ = .77, Coder 4 κ = .80, Coder 5 κ = .76, 

Coder 6 κ = .77. The average weighted kappa across coders for Likert scale items was .83 

(unweighted kappa = .62) and pairwise comparisons were as follows: Coder 1 weighted κ = .79, 

Coder 2 weighted κ = .85, Coder 3 weighted κ = .85, Coder 4 weighted κ = .83, Coder 5 

weighted κ = .88, Coder 6 weighted κ = .76.  

Double-coded sessions. Interrater reliability was again in the excellent range for both 

binary items (kappa =.78) and for Likert scale items (weighted kappa =.73), indicating that the 

coders remained reliable over the course of the study.  

Phone Caller Quality Ratings 
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 Interrater reliability regarding phone caller quality was in the poor range (weighted kappa 

= .24), indicating that the two coders were in low agreement with one another regarding phone 

caller quality. Coders were in greater agreement regarding the overall phone call quality item (r = 

.52) but this was still in the moderate range. It is possible, given that phone calls were coded 

several weeks past the initial training, that there was rater drift over time but this result indicates 

that there likely were differences in quality among callers. Results showed that the number of 

practices endorsed by coders per session differed according to caller (F (5, 176) = 4.22, p = .001) 

as did the mean extensiveness rating per call (F (5, 176) = 3.31, p = .007). However, the 

correlation between coders and therapists for participants in the MATCH condition did not differ 

according to caller status (F (5, 9) = .53, p > .05). These findings were likely influenced by the 

imbalance in the number of calls assigned per caller but indicate that the phone caller did have 

some impact on certain outcome variables.   

Feasibility  

Number of phone call attempts. Results from equivalence tests comparing the mean 

number of failed attempts prior to successful completion of SRM and weekly outcome data 

phone calls are presented in Table 2. In line with hypotheses, mean differences between failed 

attempts prior to completion of SRM and weekly outcome data calls were not significantly 

different from one another for the first (Y: t = -3.82, p < .000; CG: t = -3.83, p < .000) and 

second (Y: t = -3.02, p = .003; CG: t = -3.99, p < .000) SRM administration when using an 

equivalence criterion of two phone call attempts. This was true for both informants and also 

when the number of attempts was averaged over all four calls (Y: t = -3.16, p = .002; CG: t = -

3.93, p < .000). Contrary to hypotheses, mean differences between number of attempts for SRM 

and weekly outcome data calls were significantly different from one another for the third and 
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fourth SRM administration. However, this may be due to lower sample sizes for these calls. 

Although the mean number of attempts was somewhat higher for all SRM calls as compared to 

weekly outcome data calls, when collapsing across phone calls, the average number of attempts 

to complete SRM and weekly outcome data calls can be considered equivalent. The average 

number of days between an SRM call and the target session was 14 (SD = 17.59, Range 0-111).   

Call length. Results from equivalence tests comparing the average length of SRM calls to 

projected call estimates are presented in Table 3. In line with hypotheses, mean differences 

between average length of SRM calls and projected estimates were not significantly different for 

both informants on the first SRM administration when using an equivalence criterion of two 

minutes outside projected lengths (eight to twelve minutes). This was also true for youth 

regarding the second SRM administration, caregivers regarding the fourth SRM administration, 

and when call length was averaged over all four calls. Contrary to hypotheses, mean differences 

between average length of SRM calls and projected estimates were significantly different from 

one another for caregivers on the second SRM call, youth on the fourth SRM call, and both 

informants on the third SRM call. Overall, averaging across all four phone calls, the length of 

SRM calls was equivalent to and did not significantly exceed projected estimates.  

Client Report on Session Domains  

 Frequencies and mean extensiveness ratings according to session domain and condition 

are available in Table 4. Results regarding the frequency of client report on session domains 

showed that youth and caregivers often endorsed session involvement (91.3%) and at least some 

component of participating in a specific activity, engaging in skill practice, providing ratings, 

doing cognitive work, and receiving homework in session. Session domain report frequencies did 

not differ between conditions except for providing ratings (χ2 (2) = 24.92, p < .01), indicating a 
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greater presence of client report regarding ratings in the MATCH as opposed to the UC 

condition. Comprehension ratings also indicate clients were able to convey that they understood 

session domains endorsed for the target session a majority of the time (global session practices: 

77.4%; doing a specific activity: 60%; practicing a skill: 73%; providing ratings: 58%; being 

taught: 70.0%; being assigned homework: 71%; most important component: 77.8%; additional 

information: 94.3%).   

Results regarding the extensiveness of client report indicate that, on average, youth and 

caregivers reported a moderate amount of detail regarding the different domains of a treatment 

session (M = 3.78, SD = 1.38). MATCH practice extensiveness ratings similarly indicated a 

moderate amount of detail on average (M = 3.20, SD = 1.39). Session domain extensiveness 

ratings significantly differed between conditions for the specific activity item (t = -2.06, p = .04), 

indicating a greater depth of report for the MATCH condition. There were also marginally 

significant differences between conditions for the ratings (t = -195, p = .06) and global session 

content (t = -1.77, p = 0.08) items.  

Validity  

 Convergent validity. Contrary to hypotheses, the overall Pearson correlation between 

coder and therapist report regarding MATCH practice elements was statistically significant but 

very low for the target session (r = .17, p < .01), indicating that there was little agreement 

between clients and therapists on specific evidence-based content covered in session (Table 5). 

The correlation was nearly the same for the session directly prior to the target session (r = .17, p 

< .01) but decreased for the second (r = .07, p < .01) and third (r = .04, p < .01) most recent 

sessions. This suggests that the low agreement between clients and therapists was likely not due 

to an inability to distinguish practice content between recent sessions. Youth and caregiver 
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responses were similarly correlated with therapist report for the target session and the previous 

session. Caregiver report was slightly more associated with therapist report than youth report for 

the second and third previous sessions but this difference was minimal. Pearson correlations 

calculated according to individual session ranged from -.99 to 1.00 (M = .10, SD = .30). 

Correlations by individual session were not significantly correlated with youth problem area, 

measure format, caregiver participation, or youth age (all p > .05). 

 Hierarchical linear modeling analyses are available in Table 6. Results similarly revealed 

that coder response significantly predicted therapist response for the target session but that there 

was only an expected increase of .07 in the therapist coverage score for each additional point on 

the coder’s practice coverage score. In addition, coder response accounted for only 4.5% of the 

variance in therapist response. This was similar for the session directly previous to the target 

session (b = .07, p < .01) where coder response accounted for 4% of the variance, but predictive 

value decreased and was marginally significant for the second (b = .02, p = .06, r2 = .01) and 

third (b = .03, p = .07, r2 = .01) most recent sessions.  These results indicate that client report of 

session coverage, as measured by coder response, is not a strong predictor of therapist report of 

session coverage and did not explain a large portion of the variance in therapist report.  

 Discriminant validity. Results from HLM analyses showed that there was a statistically 

significant difference between the MATCH and UC condition on coder-endorsed, MATCH-

specific practice elements overall (b = .08, t = 3.18, p < .01). These findings indicate that, 

consistent with hypotheses, coders endorsed MATCH practices to a significantly larger degree 

for families in the MATCH condition. However, the increase in extensiveness score on the 

specific practice was minimal in that, for participants in the MATCH condition, the 

extensiveness rating increased by .08 as compared to participants in the UC condition. 
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Examining each individual practice, there was a statistically significant difference between 

conditions regarding activity selection (b = .06, t = 2.17, p = .39) and problem solving (b = .10, t 

= 2.19, p = .04), indicating these practices were endorsed by coders to a significantly larger 

degree for families in the MATCH condition.  

Specific Practice Coding Frequencies 

 MATCH-ATDC intervention. Therapists in the MATCH condition and coders were in 

exact agreement on coverage of specific MATCH practice elements in 12.6% of instances (26 

out of 207 possible matches).  Table 7 displays the specific practice elements on which they 

matched. Results showed that coders and therapists agreed most in instances where content 

outside of the MATCH intervention was covered (“Other”). Therapists’ description of other 

practices included addressing crises, grief processing, goal review, assessing neglect and/or 

abuse, re-engagement, information gathering, and planning for termination. In contrast, 

therapists and coders disagreed 87.4% of this time. In 43.5% of instances (N = 90), the coder 

indicated a practice that the therapist did not and in 44% of instances (N = 91) the therapist 

indicated a practice that the coder did not. When coders indicated a practice that the therapist did 

not, the most common endorsements were: problem solving (N = 13), one-on-one time (N = 8), 

giving effective instructions (N = 7), and learning about behavior (N = 7). When therapists 

indicated a practice that coders did not, the most common endorsements were: other (N = 12), 

cognitive BLUE (N = 8), and problem solving (N = 5). The remaining practices for which there 

were disagreements are listed in Tables 8 and 9. In 44.8% (N = 81) of these instances in which 

the coder and MATCH therapist disagreed on endorsed practices, the practices were within the 

same problem area. Coders reported an average of 1.36 (SD = 1.03) practices per session and 

therapists reported an average of 1.38 (SD = 0.51) practices per session. There were no 
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significant differences in the number of specific practices endorsed per session between these 

two groups (χ2 (8) = 4.66, p > .05). In 20% (N = 17) of 85 MATCH sessions, coders indicated no 

specific MATCH practices. 

Usual care intervention. Therapists and coders were in agreement on coverage of specific 

practice and process elements in 23.4% of instances (44 out of 188 possible matches). Process 

and practice codes outside of the MATCH-specific practice elements were the most commonly 

agreed upon items: therapeutic game play (18.2%), affect management (11.4%), case 

management (11.4%), and communication skills (9.1%). The remaining practice and process 

codes that were agreed upon by clients and UC therapists are available in Table 10. The most 

commonly reported specific interventions reported by UC therapists in these instances were as 

follows: communication skills (N = 10, 22.7%), TF-CBT (N = 6, 13.6%), art therapy (N = 6, 

13.6%), PCIT (N = 5, 11.4%), none (N = 5, 11.4%), play therapy (N = 5, 11.4%), case 

management (N = 5, 11.4%), Depression Treatment Quality Improvement (DTQI, N = 1, 2.3%), 

and Promoting Alternative THinking Strategies (PATHS, N = 1, 2.3%).  It is important to note 

that the additional practice and process codes are not an exhaustive list of therapeutic techniques 

used in the trial but were intended to capture techniques that were likely to occur. Table 11 lists 

the most commonly endorsed usual care practices and process codes across conditions, which 

were similar to those mentioned above. In 54.6% (N = 53) of 94 UC sessions, coders indicated 

no specific MATCH practices. 

Comparison of Youth and Caregiver Report 

Youth and caregiver report were compared for instances in which both informants were 

interviewed regarding the same session (N = 56). For these sessions, interrater reliability was in 

the fair range for binary items (kappa =.51) and in the good range for Likert scale items 
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(weighted kappa = .61), When comparing report on MATCH-specific practice items only, 

interrater reliability was very low (weighted kappa = .05). This was similar for binary process 

codes (e.g., supportive therapy, rapport building, information gathering; kappa = .07). These 

results suggest that youth and caregiver report provided a fairly similar amount of detail 

regarding session domains and practices on the whole but did not often agree regarding specific 

practice elements. 

When endorsing specific practice content, youth and caregivers reported a low amount of 

detail (Youth, M = 1.83, SD = 1.32; Caregiver, M = 2.05, SD = 1.46) across matched sessions. 

They also agreed on specific practices in only 5.9% of the instances (13 out of 220). Consistent 

with hypotheses, regression analyses showed that caregiver rating of specific practices 

significantly increased by .46 when youth problem area was related to externalizing as opposed 

to internalizing behaviors (t = 2.24, p = .03). Conversely, youth rating of specific practices 

significantly decreased by .56 when youth problem area was related to externalizing as opposed 

to internalizing behaviors (t = -3.74, p = .001). Problem area (i.e., anxiety, depression, conduct) 

was significantly correlated with the difference score between youth and caregivers but was only 

to a very low degree (r = .05, p < .01). This was true when the problem area was split into 

internalizing problems (i.e, anxiety, depression) and externalizing problems (i.e., conduct) as 

well (r = .63, p < .01). Difference scores were not significantly correlated with any of the other 

variables examined (i.e., caregiver participation, attendance, condition).  

Therapist and Client Agreement over Time 

Tables 12 and 13 display the correlations between clients and therapists in the MATCH 

condition for each individual call as well as the average correlation for each informant. Table 12 

lists the correlations for caregivers and Table 13 lists the correlations for youth. Results from 



 

49 
 

multilevel repeated measure analyses showed that there was there was no significant linear (b = 

.0002, t = .14, p > .05) or quadratic (b < -.000, t = -.61, p > .05) effect of time on the agreement 

between clients and therapists across calls when controlling for informant (Table 14). The mixed 

equation was the following: (correlation) = β00 + β10 (informant) + β20  (time in days)  + β30 (time 

in days squared) + r0 + r2 (time in days) + e. These findings suggest that agreement between 

clients and therapists did not improve with time or familiarity with treatment practices. Graphs of 

bivariate correlations plotted by the number of days since the initial call also indicate that 

agreement did not vary as a function of the time between calls.   

DISCUSSION 

The aims of the current study were to examine the feasibility and preliminary 

psychometric properties of a client-report-based treatment fidelity measure and to determine 

whether youth and caregivers in an effectiveness trial could provide meaningful data on EBPs. 

The measure, designed to elicit information on treatment content covered during a recent session, 

was intended as a first step in developing an informative and more efficient quality assurance 

tool for the MATCH-ADTC intervention. As discussed in Daleiden and Chorpita (2005), data on 

treatment fidelity can be beneficial in determining how to proceed when a youth is not 

progressing in treatment and a quality review process is triggered. The use of client-report in 

quality assurance systems has been examined by multiple research teams (Schoenwald et al., 

2004; Bruns et al., 2005; Miranda et al., 2010) and results have generally supported its utility. 

However, whereas many of these studies have focused on administering clients more global, 

forced choice prompts, this study uses an open-ended interview format to examine client’s ability 

to generate more specific treatment-related content. By eliciting detailed responses on particular 

practices, the SRM was designed to identify discrepancies in report regarding session content 
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with greater specificity. It is the first study, to our knowledge, to assess client-generated 

treatment content using a mixed-methods design. 

Results demonstrated that the SRM met the feasibility standards set forth in the study 

according to the proposed tests of equivalence. The number of phone call attempts required prior 

to successful completion of the SRM did not significantly differ from those required for weekly 

outcome calls within two attempts and the length of calls for both youth and caregivers did not 

significantly differ from the projected estimates of eight to twelve minutes within two minutes. 

Efforts involved in reaching families and phone call lengths were thus not markedly different 

from what was expected. However, these feasibility standards are likely too stringent for families 

in community mental health settings. As the results suggest, it is somewhat difficult to reach 

families on the first attempt, often requiring an average of two to three attempts prior to 

completion of the measure. This average was similar but somewhat lower for phone calls 

gathering weekly outcome data, which may be influenced by a more consistent relationship 

between the caller and the family. A phone call lasting eight to twelve minutes on average could 

also be considered a burden for participants, especially if occurring on a weekly basis, and would 

likely not allow for consistent participation.  

The phone call strategy was implemented to obtain detailed, verbatim responses from 

clients to examine their capacity for reporting on treatment practices. Thus, it was not considered 

to be the most efficient method of obtaining data. At this stage of development, it was most 

important to determine whether youth and caregivers could provide an adequate report of their 

treatment session content and contribute feedback that would be useful in quality review. 

Although it was possible to obtain client report through phone calls, future work in this area 
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should consider employing alternate methods of obtaining data that can be more easily 

incorporated into community practice (e.g., in-session measures, technology-based measures).  

In evaluating the psychometric properties of the SRM, results showed that coders were 

initially highly reliable and remained so over the course of coding. This is particularly important 

given the wide range of client response and the nuances involved in distinguishing between 

similar MATCH practices (e.g., the learning to relax and quick calming modules involve similar 

relaxation techniques but differ in application). Findings thus indicate that variance in client 

report was not due to differences among coders and can be attributed to clients themselves.  

Contrary to hypotheses, client and therapist reports of specific MATCH practices covered 

in session were not highly correlated with one another. Client response was not a strong predictor 

of MATCH therapist response and did not explain a large portion of the variance in therapist 

response. This was true for the session that was discussed during the SRM call and the 

participant’s previous three sessions, suggesting that clients were able to distinguish content 

related to the session in question and were not combining information from multiple recent 

sessions. In addition, in instances where clients and MATCH therapists endorsed content, they 

disagreed on endorsement of specific practices more often than they agreed.  Interestingly, 

however, clients and therapists in the MATCH condition reported a similar amount of specific 

practices across sessions and there were no significant differences in the number of specific 

practices endorsed between them, suggesting that clients were reporting information related to 

specific practices quite often, just not the same practices as therapists.   

In addition to report on specific practices covered in session, youth and caregivers were 

able to provide, on average, at least a moderate amount of detail regarding session domains.  

This suggests that clients were able to provide information regarding various domains of a 
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treatment session and provide somewhat detailed information on treatment content in those 

domains. Results further indicated that, in instances where youth and caregivers endorsed content 

in a session domain, they also demonstrated comprehension of that content a majority of the 

time. These findings, when taken together, suggest that clients were able to respond to SRM 

questions with conceptually meaningful information. Although it is still unclear whether SRM 

items would elicit further detail if they included different terminology, it appears that the current 

items elicited some appropriate content. This is in keeping with findings from Kendall and 

Southam-Gerow (1996), in which youth who were treated for anxiety disorders were able to 

recall important perceived and theoretical factors of the treatment (i.e., exposures, relaxation 

exercises) two years after their participation in treatment ended.   

There are multiple reasons why clients and therapists might have discrepant reports. 

MATCH modules are often made up of multiple components (e.g., cognitive BLUE involves 

drawing a connection between thoughts and feelings, explaining four different kinds of negative 

thinking, and identifying counter thoughts). It is possible that clients may hone in on one specific 

component that could be seen as multiple practices. For example, a youth describing the 

cognitive BLUE module may just talk about making the connection between thoughts and 

feelings, which could be interpreted as the learning about depression psychoeducation module. 

Results indicating that clients and therapists in the UC condition agreed on practice and process 

codes a greater percentage of the time than clients and therapists in the MATCH condition 

agreed on MATCH practices suggest that it may be easier for informants to agree on treatment 

content with fewer components (e.g., therapeutic game play, case management). In general, UC 

practice and process codes included less detailed content.    
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In addition, therapists might have chosen to review previously-covered practices in 

session and may not have reported these on the MATCH consultation record because they were 

only reviewed for a short period of time or were incorporated organically into a new practice. 

However, this may be the practice that the youth or caregiver remembered most and which he or 

she reported on the SRM. Youth and caregivers might also have left a session with a different 

understanding of a practice than what the therapist was intending and then have described the 

practice in a way that did not line up with MATCH practice codes. Despite best efforts to orient 

clients to the most recent session with the appropriate clinician, youth and caregivers may also 

have had trouble distinguishing the multiple services they were receiving and may have 

described treatment covered with another service provider quite accurately.  

In community mental health and other settings, we typically rely heavily on therapists to 

review their treatment practices with their supervisors and provide accurate feedback on their 

sessions. Although the MATCH Consultation Record was validated in a similar sample and 

results indicated that therapist report was largely in agreement with practices on coded tapes, it 

may be that the therapist is not the most accurate reporter on treatment content. Prior research 

suggests that there is a bias for therapists to overreport treatment content on fidelity measures 

(Carroll et al., 1998; Hurlburt et al., 2010). In this study, there was no significant difference 

between the number of practices endorsed by therapists and coders per session but it is difficult 

to know whether overreporting occurred without comparison to session tapes. Overall, it seems 

clients may offer an important and unique perspective. Although they play an essential role in the 

therapeutic process, clients have only recently been included in fidelity measurement and usually 

it is in a more cursory way (e.g., providing outcome or satisfaction data). It could be that clients 

are the more accurate reporters of session practices.  Future work can examine this question by 
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comparing both reports to coded tapes. However, regardless of which report correlates more 

strongly with coded tape, it is likely that both reports would be helpful in compiling feedback on 

session practices that can be used for treatment planning. If clients do not understand session 

practices and have difficulty describing these practices, this indicates that further review is 

needed and both parties might benefit from addressing the discrepancy.  

It is an interesting finding that youth age did not seem to have an impact on client-

therapist agreement regarding MATCH session practices. It would seem that older children 

would be better able to describe treatment than younger children due to their higher capacity for 

abstract reasoning and advanced verbal skills. However, it may also be the case that older 

children are not as inclined to talk openly about their treatment with an outsider. This indicates 

that, for some youth and caregivers, an outside caller might not be the most appropriate person to 

inquire about receipt of treatment practices. This role may be better occupied by the therapist, 

who can inquire about receipt either before or during session. The therapist will more likely have 

developed rapport with the family and will be more knowledgeable about recent treatment 

content in order to better guide youths and their caregivers on specific items. By reviewing in 

session, the therapist may also gain important insight into the client’s level of understanding of 

treatment practices and can resolve any misunderstandings in the moment.   

Results regarding discriminant validity suggest that MATCH participants were endorsing 

a significantly larger amount of MATCH practices as compared to UC participants but this was 

only to a minimal degree. This is likely due to the fact that participants in the UC condition were 

often receiving evidence-based interventions with similar practices to MATCH, such as PCIT or 

TF-CBT, as part of the LACDMH PEI program. Frequencies of endorsement of MATCH and 

additional practice codes indicate that EBPs were often included in treatment. Outside of these 
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practices, as is consistent with the literature (Garland et al., 2010), clients most often endorsed 

engaging in therapeutic game play during sessions, as well as learning affect management 

techniques, receiving case management, and improving communication skills.  

Youth and caregiver agreement could only be examined for approximately one-third of 

available sessions as, especially in school-based settings, multiple sessions were conducted with 

only one participant. Results indicated that, although youth and caregivers often provided a 

similar amount of detail about the same session, they did not often report that the same practices 

occurred. This may be due to real differences in how youth and caregivers perceive similar 

treatment content but it might also be due to the fact that youth and caregivers often receive 

different treatment content. For example, youth and caregiver psychoeducation regarding anxiety 

is contained in two separate modules which are similar to one another but which also include 

unique content. These two modules would be coded separately and the agreement statistics 

would not consider this a match, despite the similarity of content, thus diminishing the level of 

agreement. A caregiver might also receive psychoeducation about disruptive behavior whereas 

the child is asked to make a list of possible rewards with the therapist. In this case, the youth and 

caregiver reports, if they are accurate, should not be expected to agree because it is expected that 

each participant would receive different content.  

In line with the literature on youth and caregiver agreement, results also showed that 

having a target problem area focused on externalizing as opposed to internalizing behavior 

significantly predicted an increase in caregiver extensiveness ratings and a decrease in youth 

extensiveness ratings on specific practices. This suggests that caregivers were the more detailed 

informants when the youth’s problem area was focused on conduct problems and that youth were 

the more detailed informants when their problem area focused on anxiety, depression, or trauma. 
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Difference scores, however, were not strongly correlated with problem area, suggesting that 

there are other factors that have a greater impact on the discrepancy in informant report. In 

obtaining feedback from clients, it may be important to focus on the primary participant in 

treatment and, thus, elicit feedback from caregivers when the target problem is externalizing 

behavior and elicit feedback from youth when the target problem is internalizing behavior. 

However, given the small number of sessions that could be examined in the present study, 

further research is warranted.  

Changes in agreement between client and therapist report over time could only be 

analyzed in approximately half of the families (50% of caregivers, 56% of youth) assigned to the 

MATCH condition due to difficulty in reaching some families after the first call and time 

restrictions (e.g., client ended treatment episode between the first and second call, study ended 

prior to next call date). Contrary to hypotheses, results indicated that agreement between client 

and therapist report on treatment practices did not improve as a function of time. Bivariate 

correlations between client and therapist report tended to be similar across calls for most families 

and significantly increased or decreased only in some instances. Although it appears that time 

and, therefore, greater familiarity with treatment did not significantly impact the level of 

agreement regarding treatment practices, it is not clear whether other factors may better account 

for those instances in which there were significant changes. It is possible that factors related to 

individual clients, such as previous treatment history, age, and IQ, or to specific treatment 

practices, such as complexity, have a greater impact on agreement at different time points. 

However, given the small sample size, these results should be interpreted with caution.  

 It is important to note certain limitations of the present study. Results from ratings on 

phone caller quality indicate that there was a difference in quality among the six phone callers. 
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Although rater drift may account for these ratings, phone caller status had an impact on results in 

that there was a difference in the number of practices endorsed by coders per session and in 

mean extensiveness ratings based on caller. It is possible that some phone callers may have gone 

into greater detail on specific items, prompting the participant to provide more substantial report, 

which led to a greater number of practices endorsed. Caller status did not have a significant 

effect on the correlation between coder and therapist report, however. Due to time restrictions, 

the SRM was also not administered to all participants in the overall effectiveness trial. Although 

there were no significant differences in demographic characteristics between those participants 

that received SRM calls and those that did not, there may have been important differences in 

participant response to SRM items that were not captured.  

Future work in this area should compare client and therapist report to coded tapes to 

determine the level of agreement with each source. It will also be important to examine whether 

client receipt is related to client outcome. If this is the case, it will be even more important to 

ensure that clients understand session practices and have a feedback mechanism in place to 

report any misunderstandings or barriers to receipt. It would also be interesting to conduct a 

qualitative analysis of the SRM item assessing the most important thing covered in a recent 

treatment session. The session content that clients report as the most important might differ 

greatly from the therapist’s belief about what is most important and may offer insight into the 

practices the client is most likely to retain over time. The SRM was intended to assess clients’ 

ability to report on treatment content using their own language and, thus, included open-ended 

items related to broad session domains. These items were free from specific terminology so as 

not to prime clients. However, it is possible that these items were too broad for clients to apply to 

their recent session and may require more scaffolding to guide client responses to reflect more 
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specific treatment practices (e.g., Did you and your therapist work on what you can do when 

your child is acting out at a store?; Did you and your therapist come up with a list of things you 

can do when you’re feeling down?). It would be valuable to investigate whether depth of report 

or agreement with therapist report would improve given more targeted questions and greater 

scaffolding in a future study.   
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Table 1 
 
Demographic Characteristics for the SRM and Total Sample 

 SRM Sample (N =52) Total Sample (N=152) 
Variable N (%) M (SD) N (%) M (SD) 
Youth      
   Male 32 (61.5)  84 (55.3)  
   Age   9.10 (2.84)  8.79 (2.82) 
   Race/Ethnicity     
         Latino/Hispanic 41 (78.8)  117 (77.0)  
         African-American 4 (7.7)  16 (10.5)  
         Mixed 5 (9.6)  11 (7.2)  
         Caucasian  2 (3.8)  5 (3.3)  
         Missing --  3 (2.0)  
Primary Caregiver     
    Male 5 (9.6)  15 (9.9)  
    Age  35.90 (7.95)  36.35 (9.09) 
    Number of Dependents  4.52 (1.21)  4.03 (1.48) 
    Race/Ethnicity     
         Latino/Hispanic 44 (84.6)  124 (81.6)  
         African-American 3 (5.8)  13 (8.6)  
         Mixed 1 (1.9)  5 (3.3)  
         Caucasian 4 (7.7)  8 (5.3)  
         Missing --  2 (1.3)  
    Income     
          $0-19,000 33 (63.5)  107 (70.4)  
          $20,000-39,000 13 (25.0)  31 (20.4)  
          $40,000-59,000 5 (9.6)  8 (5.3)  
          Missing 1 (1.9)  6 (3.9)  
    Education     
          9th or less 12 (23.1)  35 (23.0)  
          10th, 11th  8 (15.4)  30 (19.7)  
          HS Diploma  8 (15.4)  22 (14.5)  
          GED 2 (3.8)  7 (4.6)  
          At least 1 yr college 16 (30.8)  37 (24.3)  
          College degree 5 (9.6)  11 (7.2)  
          Graduate degree 1 (1.9)  6 (3.9)  
          Missing --  4 (2.6)  
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Table 2 

Equivalency Tests for Failed Attempts Prior to Successful Completion of SRM Versus Weekly Phone Calls  

Call 
SRM Weekly Difference   90% CI 

M SD M SD M SE ta pb   

Call 1 Y (N = 40) 2.20 1.57 1.64 2.49 .48 .40 -3.82 < .001* -.20 1.15 
Call 1 CG (N = 52) 2.27 1.90 1.87 2.64 .40 .42 -3.83 < .001* -.29 1.10 
Call 2 Y (N = 22) 2.09 2.13 1.64 1.99 .18 .60 -3.02 < .01* -.85 1.22 
Call 2 CG (N = 30) 1.60 1.65 1.55 1.95 .20 .45 -3.99 < .01* -.57 .97 
Call 3 Y (N = 12) 3.15 3.21 1.00 1.48 1.58 .57 -.73 .24 .56 2.61 
Call 3 CG (N = 17) 2.59 2.94 1.41 2.55 1.18 .87 -.95 .18 -.34 2.69 
Call 4 Y (N = 11) 3.36 2.84 2.55 2.98 .82 1.26 -.94 .18 -1.46 3.10 
Call 4 CG (N = 13) 3.08 2.50 2.54 3.02 .54 1.15 -1.27 .11 -1.51 2.58 
Mean Total Calls Y (N = 42) 2.44 1.75 1.58 2.20 .79 .38 -3.16 < .01* .14 1.43 
Mean Total Calls CG  (N = 52) 2.30 1.87 1.71 2.11 .59 .36 -3.93 < .001* -.01 1.19 

a Criterion is ± 2 phone call attempts  
b The highest p value of the two one-sided tests has been reported.  
* denotes a significant result whereby the means of the two groups are statistically equivalent. 
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Table 3  
 

Equivalency Tests for SRM Call Length Compared to Projected Length 

Call 
SRM   90% CI 

M SD ta pb   

Call 1 Length Y (N = 35) 8.77 3.53 -8.76 < .001* 7.76 9.78 
Call 1 Length CG (N = 51) 11.96 5.37 -2.71 < .01* 10.70 13.22 
Call 2 Length Y (N = 22) 7.64 2.46 3.12 < .01* 6.73 8.54 
Call 2 Length CG (N = 30) 12.37 10.59 -0.84 .20 9.08 15.65 
Call 3 Length Y (N = 13) 7.46 3.46 1.53 .08 5.75 9.17 
Call 3 Length CG (N = 17) 12.47 6.15 -1.03 .16 9.87 15.07 
Call 4 Length Y (N = 11) 8.36 3.01 2.61 .01* 6.72 10.01 
Call 4 Length CG (N = 13) 11.46 5.98 -1.53 .08 8.55 14.42 
Mean Length All Calls Y (N = 40) 8.14 2.75 -13.50 .001* 7.40 8.87 
Mean Length All Calls CG (N = 51) 11.7 5.21 -3.15 .001* 10.48 12.92 

a Criterion is ± 2 minutes the projected time length (8-12 minutes) per informant per phone call  
b The highest p value of the two one-sided tests has been reported.  
* denotes a significant result whereby the means of the two groups are statistically equivalent. 
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Table 4 
 

*p < .05, † p < .10

Descriptive Statistics for Client Report on Session Domains 

 MATCH UC MATCH + UC 
Item N % M (SD) N % M (SD) N % M (SD) 

Involvement 81 94.2 4.01 (1.12) 86 88.7 4.05 (1.26) 167 91.3 4.03 (1.18) 
Global Content 77 89.5 4.09 (1.16) 82 84.5 3.74 (1.32)† 159 86.9 3.91 (1.25) 
Activity 43 50.0 3.93 (1.40) 45 46.4 3.28 (1.56)* 88 48.1 3.60 (1.51) 
Skill 40 46.5 3.73 (1.36) 33 34.0 3.94 (1.56) 73 39.9 3.82 (1.45) 
Rating 51* 59.3 4.24 (1.21) 23 23.7 3.41 (1.82)† 74 40.4 3.96 (1.47) 
Teaching 42 48.8 3.70 (1.39) 35 36.1 3.31 (1.49) 77 42.1 3.52 (1.44) 
Homework 40 46.5 3.90 (1.28) 32 33.0 3.72 (1.53) 72 39.3 3.82 (1.39) 
Most Important Part 67 77.9 3.54 (1.40) 78 80.4 3.60 (1.26) 145 79.2 3.55 (1.33) 
What Was Learned 14 16.3 4.07 (0.96) 12 12.4 3.17 (1.53) 26 14.2 3.67 (1.30) 
Additional Information 17 19.8 3.81 (1.60) 18 18.6 3.94 (1.47) 35 19.1 3.88 (1.51) 
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Table 5 
 
Bivariate Pearson correlations of Coder and Therapist Response 

 Youth Caregiver Total 
Target Session .17 .17 .14 
Previous Session .17 .17 .09 
Second Previous Session .07 .10 .07 
Third Previous Session   .04ns .09 .06 

ns = non-significant, all other correlations were significant at the p < .01 level 
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Table 6 
 

Regression Analyses for Coder Response Predicting Therapist Response 

Session B S.E. T r2 

Total     
     Target  .07 .02 8.78* .05 
     Previous  .07 .01 4.70* .04 
     Second Previous  .02 .01 2.01† .01 
     Third Previous  .03 .01 1.91† .01 
Caregiver     
     Target  .06 .02 2.62* .06 
     Previous  .06 .02 3.30* .05 
     Second Previous .02 .01 1.78† .01 
     Third Previous .03 .02 1.20 .03 
Youth     
     Target .07 .03 2.07† .05 
     Previous .06 .03 2.63* .04 
     Second Previous .03 .02 1.48 .02 
     Third Previous .05 .04 1.20 .04 

*p < .05, †p < .10  
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Table 7 
 

Frequencies of Agreement between Coders and Therapists in the MATCH Condition 
regarding Specific MATCH Practices 

Module N (Total = 26) % 
Other 7 26.9 
Activity Selection 2 7.7 
Cognitive Blue 2 7.7 
Giving Effective Instructions 2 7.7 
Learning to Relax 2 7.7 
Rewards 2 7.7 
Cognitive TLC 1 3.8 
Fear Ladder 1 3.8 
Getting Acquainted – Depression 1 3.8 
Learning about Behavior  1 3.8 
Practicing 1 3.8 
Praise 1 3.8 
Quick Calming 1 3.8 
Wrap Up – Anxiety 1 3.8 
Wrap Up – Depression 1 3.8 

Note: Frequencies were calculated only for instances in which both therapists and coders 
completely agreed on practice content. 
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Table 8 
 

Frequencies of MATCH Practices Endorsed by Coder and Not Therapist in MATCH 
Condition 

Module N (Total = 90) % 
Problem Solving 13 14.4 
One on One Time 8 8.9 
Giving Effective Instructions 7 7.8 
Learning about Behavior  7 7.8 
Learning to Relax 6 6.7 
Quick Calming 6 6.7 
Praise 5 5.6 
Rewards 4 4.4 
Time Out 4 4.4 
Active Ignoring 3 3.3 
Activity Selection 3 3.3 
Fear Ladder 3 3.3 
Looking Ahead 3 3.3 
Other 3 3.3 
Cognitive BLUE 2 2.2 
Learning about Depression – Child 2 2.2 
Making a Plan 2 2.2 
Plans for Coping 2 2.2 
Cognitive STOP 1 1.1 
Daily Report Card 1 1.1 
Engaging Parents 1 1.1 
Getting Acquainted – Anxiety 1 1.1 
Getting Acquainted - Depression 1 1.1 
Maintenance  1 1.1 
Positive Self 1 1.1 

Note: Frequencies were calculated only for instances in which the coder endorsed MATCH 
practice content and the therapist in the MATCH condition did not.  
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Table 9 
 

Frequencies of MATCH Practices Endorsed by Therapist in MATCH Condition and 
Not Coder 

Module N (Total = 91) % 
Other 16 17.6 
Cognitive BLUE 8 8.8 
Problem Solving 5 5.5 
Daily Report Card 4 4.4 
Engaging Parents  4 4.4 
Fear Ladder 4 4.4 
Looking Ahead 4 4.4 
Plans for Coping 4 4.4 
Praise 4 4.4 
Quick Calming 4 4.4 
Activity Selection 3 3.3 
Learning about Behavior 3 3.3 
Learning about Depression - Child 3 3.3 
Learning about Depression - Parent 3 3.3 
Learning to Relax 3 3.3 
Rewards 3 3.3 
Wrap Up - Depression 3 3.3 
Cognitive STOP 2 2.2 
Cognitive TLC 2 2.2 
Learning about Anxiety - Child 2 2.2 
Practicing 2 2.2 
Wrap Up - Anxiety 2 2.2 
Getting Acquainted - Depression 1 1.1 
Learning about Anxiety - Parent 1 1.1 
One on One Time 1 1.1 

Note: Frequencies were calculated only for instances in which the therapist in the MATCH 
condition endorsed MATCH practice content and the coder did not. 
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Table 10 
 

Frequencies of Agreement between Coders and Therapists in the UC Condition on Any 
Practices 

Practice /Process Code N (Total = 44) % 

Therapeutic Game Play/Play Therapy 8 18.2 
Affect Management 5 11.4 
Case Management 5 11.4 
Communication Skills 4 9.1 
Goal Setting/Review  3 6.8 
Praise 3 6.8 
Giving Effective Instructions 2 4.5 
Learning to Relax 2 4.5 
One on one Time 2 4.5 
Assertiveness Training 1 2.3 
Exploring Family Relationships 1 2.3 
Information Gathering 1 2.3 
Learning about Anxiety - Parent 1 2.3 
Positive Self 1 2.3 
Processing DCFS Involvement 1 2.3 
Quick Calming 1 2.3 
Rapport Building 1 2.3 
Rewards 1 2.3 
Supportive Therapy - Caregiver 1 2.3 

Note: Frequencies were calculated only for instances in which the coder and therapist in the UC 
condition endorsed the same practice or process content. 
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Table 11 
 

Frequencies of Non-MATCH Practice and Process Codes Endorsed by Coders for 
Both MATCH and UC Conditions 

Practice/Process Code N (Total = 261) % 

Therapeutic Game Play/Play Therapy 48 18.4 
Affect Management 34 13.0 
Case Management 27 10.3 
Communication Skills 27 10.3 
Goal Setting/Goal Review 22 8.4 
Information Gathering 22 8.4 
Supportive Treatment – Caregiver 22 8.4 
Exploring Family Relationships 13 5.0 
Monitoring 13 5.0 
Rapport Building 7 2.7 
Other 6 2.3 
Assertiveness Training  5 1.9 
Engagement 5 1.9 
Supportive Treatment – Youth 5 1.9 
Processing DCFS Involvement 3 1.1 
Motivational Interviewing 2 0.8 

Note: Frequencies include any instance in which coders endorsed a non-MATCH practice or 
process code 
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Table 12 
 

Session-specific and Average Pearson Correlations between Individual Caregiver and 
Therapists in the MATCH Condition                                                                                                                                                                                                                                                                                                                                                       

Client ID Call 1 r Call 2 r Call 3 r Call 4 r Average r 

14 -.03 -- -- -- -.03 
18 -.03 -- -- -- -.03 
63 .47 -.04 -- -- .22 
68 -.04 -.04 -.03 -.05 -.04 
104 -.03 -.03 -.03 -.04 -.03 
133 -.10 -- -- -- -.10 
158 .61 -.04 -- -- .28 
166 -.04 -.03 -.04 -.03 -.04 
170 -.06 1.00 -- -- .47 
174 -.04 -.04 -.03 -.03 -.04 
175 .36 .38 -- -- .33 
179 -.04 -.04 -- -- -.04 
182 1.00 -- -- -- 1.00 
185 -.04 -.05 -.05 -.03 -.05 
200 -.03 -.05 .87 -- .26 
201 1.00 .99 .29 -- .75 
204 -.04 -- -- -- -.04 
213 -.05 -- -- -- -.05 
214 -.04 -- -- -- -.04 
219 -.03 -- -- -- -.03 
222 .70 -- -- -- .70 
233 -.03 -- -- -- -.03 
242 -.06 -- -- -- -.06 
244 .60 -- -- -- .60 
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Table 13 

 
Session-specific and Average Pearson Correlations between Individual Youth and Therapist 
in the MATCH Condition  

Client ID Call 1 r Call 2 r Call 3 r Call 4 r Average r 
14 -.03 -- -- -- -.03 
68 -.04 -.04 -.03 -.03 -.04 
104 -.03 -.03 -.03 -- -.03 
133 -.04 -- -- -- -.04 
158 -- -.03 -.03 -- -.03 
166 -.03 -.03 -.03 -.03 -.03 
170 -.04 -.03 -- -- -.04 
174 .35 -.04 -- -.03 .04 
179 .46 .65 .63 -- .58 
185 -.04 -.03 -.04 -- -.04 
201 -.04 -- -.03 -- -.03 
204 -.06 -- -- -- -.06 
213 -.03 -- -- -- -.03 
233 -.04 -- -- -- -.04 
242 .43 -- -- -- .43 
244 -.03 -- -- -- -.03 
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Table 14 
 

Results of Growth Model Examining Change in Agreement of Therapist and Client Report 
Over Time for the MATCH Condition 

Variable Coefficient S.E. t 

Fixed Effect    
    Initial Status .18 .07 2.45* 
    Linear Growth < .00 < .00 .14 
    Acceleration < .00 < .00 -.61 
    Informant -.09 .07 -1.27 

 Variance Component χ2 df 

Random Effect    
    Intercept .02 20.44* 11 
    Growth Rate < .00 16.46 11 
    Level 1 error .07   

*p < .05 
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Appendix A: Measures 
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Child STEPs Service Review Measure – Caregiver 
 

Caller:     Respondent:   [caregiver’s name] 
Call Start Time:  ___    Call End Time: ______                         Youth:                    _[youth’s name]_____ 
Number of attempts prior to completion of measure:               Phone Number:    _____________ 

 
 

Introduction 
“Hi, my name is ____, and I am calling from Child STEPs at UCLA.” 
 

If family was recently consented by phone caller, say:  
“I know that [assigned phone caller] recently spoke to you about a smaller project we are 
working on and I am calling to follow up about that”  then continue 

 
If family consented at the initial assessment, begin with the following script: 
“I know that you normally receive weekly calls from [assigned phone caller] to check on how 
things are going in general but this call is a little different. I am calling to get a sense of how 
things have been going in your meetings with [youth’s therapist] at [youth’s clinic].  As part of 
the project, we are trying to evaluate the services you receive and make sure that we are doing 
the best job possible. We are contacting all families who are currently participating and would 
really appreciate the time to ask you a few questions to get your point of view on these things. 
I am specifically wondering about your last meeting with [youth’s therapist] on [date].  Did you 
attend that meeting this week?” Circle one:   YES  NO 

 
If no: “Okay then, we will try to contact you again soon when there is a meeting scheduled. 
Thank you very much for your time.” [If this occurs, contact project leader to reschedule 
for a week when a session occurs.] 
 
If yes: “Okay, then, is this an OK time to ask a few questions?” 

 
If yes: “Okay, great. It would be very helpful if you can be as specific as possible in your 
answers. If you feel you do not know the answer to any questions, please try to give your 
best guess. I also want to make sure that I follow along with your responses as closely as 
possible so I may have to ask you to pause or repeat something.  OK?”   
 
If no: “Okay, If this is not a good time for you, when would be a good time for you?” [Try 
to reschedule to talk at some point during the same week that is most convenient for 
the family.] 

 
1) So, just to start out, can you give me a sense of how involved you were in the last 

meeting? Did you attend the whole meeting or just part of it? Did [child’s name] also 
attend? [If caregiver not involved in or aware of session at all, DISCONTINUE measure 
here.] 
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2) Could you please tell me about what you and/or [child’s name] and [youth’s therapist] 
worked on in your/their last meeting? [If caregiver and youth both attended part of 
session, inquire about both] 

 
 
 
 

[If you do not get enough detail in question 1, ask:] 
2a) Can you please tell me about some of the things you and/or [child’s name] did with 
[youth’s therapist] during your/their last meeting? For example, [youth’s therapist] 
might have talked about scheduling positive time with your child or about creating a 
chart or maybe a crisis that came up over the week.  

 

 

 

      [If caregiver did not previously talk about an activity, ask:] 
3) Did you and/or [child’s name] do an activity with [youth’s therapist]? For example, you 

might have practiced doing something together or went over a worksheet together or 
came up with a list together. [If caregiver only mentions one thing, ask:] “Anything else?”  

 
 
 
 

[If caregiver does not give a lot of detail about the activity, ask:] 
3a) Can you tell me a little more about the activity you and/or [child’s name] did with 
[youth’s therapist]? 

 

 

 
[If previous answer did not involve practicing a skill, ask:] 

4) Did you and/or [child’s name]  practice how to do something with [youth’s therapist]? For 
example, you might have practiced how to give a command to your child or how to praise 
him/her or [child’s name] might have practiced how to relax.  

 
 
 

 
[If caregiver does not give a lot of detail about practicing a skill, ask:] 
4a)  Can you tell me a little more about what you and/or [child’s name] practiced how to 
do with [youth’s therapist]? 

 
 
 
 



 

76 
 

[If caregiver did not previously talk about ratings, ask:] 
5) Did [youth’s therapist] ask you to give him/her a rating of [child’s name]’s feelings or 

behaviors? For example, your therapist might have asked you to rate [child’s name] ‘s 
behavior from 0-10 or 1-5 or to rate things that make him/her feel uncomfortable, 
unhappy, or afraid.  

 
 

 
[If caregiver does not give a lot of detail about ratings, ask:]  
5a) Can you tell me a little more about the rating system you used and what you rated?    

 
 
 

[If caregiver has not previously spoken about having therapist teach something, ask:] 
6) Did [youth’s therapist] teach you and/or [child’s name] anything? For example, he/she 

might have talked about the link between thoughts, feelings, and behaviors or about why 
children misbehave.  

 
 
 
 

[If caregiver does not give a lot of detail about teaching, ask:] 
6a)  Can you tell me a little more about what [youth’s therapist] taught you and/or 
[child’s name]?  

 

 

[If caregiver has not previously discussed homework, ask:] 
7) Did [youth’s therapist] assign homework in the last meeting? For example, he/she might have 

asked you to monitor something over the week or to practice what you did in the meeting at 
home.  

[If no, say “Okay” and move on to next question]. 
 

[If yes, ask:]  
7a) What did [youth’s therapist] ask you and/or [child’s name]  to do for homework? 

 

 

8) Out of all of the things you and/or [child’s name] did this last meeting with [youth’s 
therapist], what would you say was the most important thing? 

 

 

 
[If caregiver did not emphasize what he/she learned in last question, ask:] 
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9) Again, thinking over all of the things you and/or [child’s name] worked on in the last 
meeting with [youth’s therapist], is there anything that you would want to tell me about 
what you learned? 

 
 
 
 

[If caregiver does not give a lot of detail regarding what he/she learned, ask:] 
9a)  What would you say is the most important thing you and/or [child’s name]  learned 

in the last meeting with [youth’s therapist]? 
 
 
 
 

10) Finally, is there anything that you want to tell me about you and/or [child’s name]‘s last 
meeting with [youth’s therapist] that I didn’t ask about? 

 
 
 
 

 
Wrap-up: “Those are all the questions I have for you today. Thank you so much for your time, it 
was very helpful to hear your thoughts on our services and we hope to use these responses to 
improve our program. We will send you a $5 gift certificate in the mail soon for your time. We 
will contact you again in the next two months to find out about another meeting. Have a good 
day/night.” 
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Child STEPs Service Review Measure – Caregiver (Spanish) 
 

Caller:       Respondent:  [caregiver’s name] 
Call Start Time:  ___    Call End Time: ______                            Youth:                   _[youth’s name]_____ 
Number of attempts prior to completion of measure:            Phone Number:    _____________ 

 
 

Introduction 
Hola, mi nombre es ____, y estoy llamando de parte del Proyecto de Child STEPs de la Universidad 
de California de Los Ángeles.  
 
If family was recently consented by phone caller, say:  
“Sé que [assigned phone caller] habló recientemente con usted acerca de un programa pequeño que 
estamos trabajando en y estoy llamando para dar seguimiento acerca de eso.” 
 
If family consented at the initial assessment, begin with the following script: 
“Yo trabajo con [assigned phone caller] y sé que usted regularmente recibe llamadas semanales 
de parte de él/ella para ver cómo van las cosas en general, pero esta llamada es un poco 
diferente. Estoy llamando para tener una idea de cómo las cosas han estado sucediendo en sus 
sitas con [youth’s therapist] en [youth’s clinic].  Como parte del proyecto, nosotros estamos 
intentando de evaluar los servicios que usted recibe y asegurarnos que estamos haciendo el 
mejor trabajo posible. Estamos contactando a todas las familias quienes están actualmente 
participando y  realmente apreciaría su tiempo para preguntarle unas cuantas preguntas para 
recibir su punto de vista sobre estas cosas. Estoy preguntando específicamente acerca de su 
último reunion con [youth’s therapist] el [date].  ¿Asistió a la reunión de esta semana?” Circle 
one:   YES  NO 
 
If no: “Bueno, intentaremos ponernos en contacto otra vez  con usted cuando haya una reunión 
programada. Muchas gracias por su tiempo.” [If this occurs, contact project leader to reschedule 
for a week when a session occurs.] 
 
If yes: “¿Está bien, entonces, es este un momento apropiado para hacerle algunas preguntas?” 
  

If yes: “Bueno, que bien. Sería muy útil si usted puede ser lo más especifico/a posible en 
sus respuestas.  Si usted siente que no sabe la respuesta a cualquier pregunta, por favor 
trate de dar su mejor respuesta. “También quiero asegurarme que yo siga bien sus 
respuestas lo mas cerca posible así que talvez tendré que pedirle que haga una pausa o 
que repita algo.¿De acuerdo?  

 
If no: “Esta bien, si este no es un buen momento para usted, ¿Cuándo sería un buen 
momento?” [Try to reschedule to talk at some point during the same week that is most 
convenient for the family.] 

 
1) ¿Entonces, sólo para empezar, puede darme una idea de que tan involucrado/a estaba 

usted en la reunión? ¿Asistió toda la reunión completa o solo parte de ella? [If not 
involved in or aware of session at all, discontinue measure here.] 
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2) ¿Podría por favor decirme algo acerca de lo que usted/ [child’s name] y [youth’s 

therapist] trabajaron en la ultima reunión?  
 
 
 

[If you do not get enough detail in question 1, ask:] 
2a) ¿Puede usted decirme algo acerca de una de las cosas que usted/ [child’s name] hizo 
con [youth’s therapist] en la ultima reunión? Por ejemplo, [youth’s therapist] podría 
haber hablado acerca de la programación de tiempo positivo con su hijo/a, o acerca de 
cómo crear una tabla o tal vez una crisis que surgió sobre la semana.  

 

 

      [If caregiver did not previously talk about an activity, ask:] 
3) Hizo usted /[child’s name] una actividad con [youth’s therapist]?Por ejemplo, podrían 

haber practicado hacer algo juntos o repasar una hoja de trabajo juntos, o creado una 
lista juntos. [If caregiver only mentions one thing, ask:] “¿Algo más?”  

 
 
 

 
 

[If caregiver does not give a lot of detail about the activity, ask:] 
3a) ¿Puede decirme un poco más acerca de la actividad que usted/[child’s name] hizo 
con [youth’s therapist]? 

 

 

 
[If previous answer did not involve practicing a skill, ask:] 

4) ¿Practico usted /[child’s name]  como hacer algo con [youth’s therapist]? Por ejemplo, 
usted podría haber practicado cómo dar una orden a su niño/a o cómo alabar a el/ ella  
o [child’s name] podría haber practicado cómo relajarse.  
 
 
 

 
[If caregiver does not give a lot of detail about practicing a skill, ask:] 
4a)  ¿Puede decirme un poco más acerca de la actividad que usted/[child’s name] 
practico cómo hacer con [youth’s therapist]? 
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[If caregiver did not previously talk about ratings, ask:] 
5) ¿Le pidió [youth’s therapist] que le diera a él/ella una calificación de los sentimientos o 

el comportamiento de [child’s name]? Por ejemplo, su terapueta tal vez le podu haber 
preguntado que calificara el comportamiento de [child’s name]  de 0-10 o 1-5 o calificar 
cosas que le/la hacen a él/ella sentir incomodo,triste, o a sustado.  

 
 

[If caregiver does not give a lot of detail about ratings, ask:]  
5a) ¿Puede decirme un poco más sobre el sistema de calificación que utilizo y que fue lo 
que califico?  

 
 
 

[If caregiver has not previously spoken about having therapist teach something, ask:] 
6) ¿Le enseño [youth’s therapist] a usted/[child’s name] cualquier cosa? Por ejemplo, 

él/ella talvez hablo sobre la relación entre pensamientos, sentimientos, y 
comportamientos o porque los niños se portan mal.  

 
 
 

[If caregiver does not give a lot of detail about teaching, ask:] 
6a) ¿Puede decirme un poco más sobre lo que [youth’s therapist] le enseño a usted/ 
[child’s name]?  

 

 

[If caregiver has not previously discussed homework, ask:] 
7) ¿Asigno [youth’s therapist] tarea la ultima semana? Por ejemplo, él/ella le podría haber 

preguntado que controlara algo durante la semana o practicar lo que hizo en la reunión en 
su casa.  
[If no, say “Okay” and move on to next question]. 

     “Bueno” 
 

[If yes, ask:]  
7a) ¿Que le pidió [youth’s therapist] a usted/[child’s name] que hiciera para tarea? 

 

8) ¿De todas las cosas que usted /[child’s name] hizo esta ultima semana con [youth’s 
therapist], que diría usted que fue la cosa más importante? 

 

 
 

[If caregiver did not emphasize what he/she learned in last question, ask:] 
9) ¿Una vez más,  pensado sobre toda las cosas que usted/[child’s name]  trabajo en la 

ultima reunión con [youth’s therapist], ay algo  que me quisiera contar acerca de lo que 
usted aprendió?  
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[If caregiver does not give a lot of detail regarding what he/she learned, ask:] 
9a) ¿Que diría usted que es la cosa más importante que usted/[child’s name] aprendió 

en la ultima reunión con [youth’s therapist]?  
 
 
 
 

10) Por ultimo, hay algo más que usted me quiere decir acerca de su/[child’s name]‘s ultima 
reunión con [youth’s therapist]  que no pregunte?  

 
 
 
 

 
Wrap-up: “Esas son todas las preguntas que tengo para usted con respecto a hoy. Muchas 
gracias por su tiempo, fue muy útil escuchar sus opiniones sobre nuestros servicios y esperamos 
usar sus respuestas para mejorar nuestro programa. Usted recibirá un certificado de regalo de 
$5 en el coreo pronto por su tiempo. Nos pondremos en contacto con usted de nuevo en los 
próximos dos meses para averiguar acerca de otra reunión. Tenga un buen día/noche.” 
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Child STEPs Service Review Measure – Youth 
 

Caller:        Respondent:  [caregiver’s name] 
Call Start Time:  ___    Call End Time: ______                            Youth:                   _[youth’s name]_____ 
Number of attempts prior to completion of measure:            Phone Number:      _____________ 

     
 

Introduction 
Hi, my name is ____, and I am calling from Child STEPs at UCLA.  
 
If family was recently consented by phone caller, say: “I know that [assigned phone caller] 
recently spoke to you about a smaller project we are working on and I am calling to follow up 
about that”  
 
If family consented at the initial assessment, begin with the following script: 
I work with [assigned phone caller] and know he/she usually calls you every week to check on 
how things are going. I am calling to ask you to get a sense of how things have been going in your 
meetings with [youth’s therapist] at [youth’s clinic].  We want to make sure that we are doing the 
best job possible and would really appreciate the time to ask you some questions. I am specifically 
wondering about your last meeting with [youth’s therapist] on _[date]_.  Did you have that 
meeting this week? Circle one:   YES  NO 
 
[If no:] “Okay then, we will try to contact you again soon when there is a meeting. Thank you very 
much for speaking with me.” 
 
[If yes:] “Okay, then, is this an OK time to ask a few questions?   
 

[If yes:] “Okay, great. It would be very helpful if you can be as specific as possible in your 
answers. If you feel you do not know the answer to any questions, please try to give your best 
guess. I also want to make sure that I follow along with your responses as closely as possible 
so I may have to ask you to pause or repeat something.  OK?”   

 
[If no, adolescent:] “Okay, If this is not a good time for you, when would be a good time for 
you?” __________ 
[If no, child:] “Okay, I will talk to your parent to see what the best time would be. Thanks for 
letting me know.” 

 
1) So, just to start out, can you give me a sense of how much you were a part of the last 

meeting? Were you there for the whole meeting or just part of it? [If only caregiver 
attends meeting, ask:] Do you know what your [caregiver] has been doing? [If not 
involved in or aware of treatment at all, discontinue measure here.] 

 

2) Could you please tell me about what you/your [caregiver] and [youth’s therapist] worked on 
in your last meeting?  
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[If youth does not give enough detail in question 1, ask:] 
2a)  Can you please tell me about some of the things [youth’s therapist] did in your last 

meeting? For example, he/she might have talked about practicing things you are afraid 
of or how to solve a problem you are having. 

       Did you do anything like that?   
 

 

[If youth did not previously talk about an activity, ask:] 
3) Did you/your [caregiver] do an activity with [youth’s therapist]? For example, you might 

have practiced how to relax or went over a worksheet together or came up with a list 
together. [If youth only mentions one thing, ask:] “Anything else?”  

 
 
 

[If youth does not give a lot of detail about the activity, ask:] 
3a) Can you tell me a little more about the activity you/your [caregiver] and [youth’s 
therapist] did? 

 
 
[If previous answer did not involve practicing a skill, ask:] 

4) Did you/your [caregiver] practice how to do something with [youth’s therapist]? For 
example, you might have practiced doing a pleasant activity, doing something you are good 
at, or solving a problem together.  
 

 
 

[If youth does not give a lot of detail about practicing a skill, ask:] 
4a)  Can you tell me a little more about what you/your [caregiver]  and [youth’s therapist] 
practiced in your last meeting? 

 
 
 

[If youth did not previously talk about ratings, ask:] 
5) Did [youth’s therapist] ask you/your [caregiver]  to rate anything? For example, he/she 

might have asked you to rate your mood from 0-10 or 1-5 or to rate things that make you 
feel uncomfortable, unhappy, or afraid.  

 
 

 
[If youth does not give a lot of detail about ratings, ask:]  
5a) Can you tell me a little more about what you rated and how you rated it?    

 
 
 

[If youth has not previously spoken about having therapist teach something, ask:] 
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6) Did [youth’s therapist] teach you/your [caregiver] something? For example, he/she might 
have talked about the link between thoughts, feelings, and behaviors or about why children 
might feel down or scared.  

 
[If youth does not give a lot of detail about teaching, ask:] 
6a) Can you tell me a little more about what [youth’s therapist] taught you/your [caregiver]?  

 

 

[If youth has not previously discussed homework, ask:] 
7) Did [youth’s therapist] give you/your [caregiver] homework in your last meeting? For 

example, he/she might have asked you to keep track of something over the week or to 
practice what you did in the meeting at home.  
[If no, say “Okay” and move on to next question]. 

 
[If yes, ask:]  
7a) What did [youth’s therapist] ask you/your [caregiver] to do for homework? 

 

8) Out of all of the things you/your [caregiver] did this last meeting with [youth’s 
therapist], what would you say was the most important thing? 

 

 
 
[If youth did not emphasize what he/she learned in last question, ask:] 

9) Again, thinking over all of the things you/your [caregiver] worked on in the last meeting 
with [youth’s therapist], is there anything that you would want to tell me about what 
you learned? 

 
 
 

[If youth does not give a lot of detail regarding what he/she learned, ask:] 
9a) What would you say is the most important thing you/your [caregiver] learned in the last 

meeting with [youth’s therapist]? 
 
 

 
10) Finally, is there anything that I you wish I asked about your/your [caregiver] ‘s last 

meeting with [youth’s therapist] but didn’t? 
 
 

Wrap-up: “That’s all I have to ask you today. Thanks so much for talking to me; it was very 
helpful to hear what you worked on with [youth’s therapist]. We will contact you again 
sometime soon with similar questions and your family will get a $5 gift certificate in the mail for 
all of your help. Have a good day/night.” 
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Other Examples for Service Review Measure 

 
Other things therapists might have worked on (Q2):   

• Dealing with a bully at school 
• Problem solving an issue in the family 
• Taught family about a problem and what we usually do to help 
• Thinking of coping thoughts or more positive thoughts 

 
Other specific activities (Q3): 

• Practiced how to give effective instructions 
• Practiced doing things your child is afraid of  
• Went through problem solving STEPS 
• Practiced how to relax and do deep breathing 

 
Other specific skills family might have practiced (Q4): 

 
• Practiced something your child is good at 
• Practiced spending positive time with your child 
• Practiced coping thoughts by acting out a scary or uncomfortable situation 
• Practiced ignoring bad behavior 

 
Other things that might have been rated/systems used (Q5): 
 

• Rate mood 
• Rate amount of anger child feels 
• Rate how child feels after doing something positive 
• Rate how child feels before doing something scary 
• Might use butterflies for scary situations, sad faces 
• Might use scale of 0, 1, 2, 3 or 0-100 
 

Other things therapist might teach (Q6): 
 

• Why children try to act out 
• Why children feel scared when there is no reason to 
• How our bodies feel when we’re scared, sad, or mad 
• Why doing fun things makes us feel better 

 
Other homework assignments (Q7): 
 

• Practice doing things that are scary (on the fear ladder) 
• Practice doing things that you are good at 
• Practice ignoring bad behavior at home 
• Keep track of behavior on a chart at home 
• Come up with new coping or positive thoughts 
• Get help from a friend to deal with a problem 
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Client ID: ___________ Site: ___________ Date Form Completed: _________ 

Date of Call: __________ Informant: Y/CG Coder Initials: ____________ 
 
 
 

Questionnaire for Rating Quality of Phone Callers 
 
1) The phone caller followed the phone script thoroughly (i.e., confirmed the most recent session date 

was correct, read the exact questions, abided by skip-outs, offered examples only after youth or 
caregiver demonstrated need for more information). 

 

 
 

2) The phone caller responded appropriately to youth or caregiver questions or concerns. 
 

 
 

3) The phone caller tried to elicit as much specific information from the client as possible (e.g., asking 
follow-up questions, inquiring about whether there is any additional information to report). 

 

 
 

4) The phone caller followed up on any responses that were difficult to understand and clarified what 
the youth or caregiver intended to say (in cases where it is very difficult to understand the 
participant after repeated prompts, rate the callers attempts to clarify) 

 

 
 

5) The phone caller mirrored the language that the youth or caregiver used and did not insert their 
own terminology when discussing practices. 
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6) The phone caller tried to make the family feel as comfortable as possible.  
 

 
 

7) The phone caller was able to bring discussion back to the most recent session’s content in a 
reasonable time frame (e.g., 5-7 minutes) when discussion veered off-topic.  

 

 
 
8) The overall quality of the call (in terms of the areas assessed above) 
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Appendix B: Coding System 
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Child STEPs Service Review Measure Coding Sheet 
 

Session Information:  

 
                                                                                                                                                                                                                                                                     
Depth of response/comprehension coding:     

Coder Initials:      Session Date:      Informant:   Caregiver/Youth  
Date of Call:      Version: Transcript/Original Measure Language:    English/Spanish 

 
1. Was the youth or caregiver involved 

in this session?  
YES NO 

1a. How involved in the session did 
the youth/caregiver appear to 
be? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

2.    Was youth/caregiver able to provide 
a global description of the session? 

 
YES  

 
NO 

2a.  How detailed was the description 
the youth/caregiver provided? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

2b. Did youth/caregiver appear to 
understand what he/she 
discussed in global description? 

YES (more description) NO N/A 

3.    Did youth/caregiver talk about doing 
a specific activity? YES NO N/A 
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3a.  How detailed was the response 
the youth/caregiver provided 
about the specific activity? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

3b. Did youth/caregiver appear to 
understand the purpose of the 
specific activity (at any point)? 

YES NO N/A 

4.    Did youth/caregiver talk about 
practicing a skill?  YES NO N/A 

4a.  How detailed was the response 
the youth/caregiver provided 
about practicing a skill? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

4b.  Did youth/caregiver appear to 
understand the purpose of skill? YES NO N/A 

5.    Did youth/caregiver talk about 
providing ratings? YES NO N/A 

5a.  How detailed was the response 
the youth/caregiver provided 
about ratings? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

5b.  Did the youth/caregiver appear 
to understand purpose of rating? 

 
YES NO N/A 

6.    Did youth/caregiver talk about being 
taught anything? YES NO N/A 

6a.  How detailed was the response 
the youth/caregiver provided 
about being taught? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 
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6b. Did the youth/caregiver appear to 
understand what he/she was 
taught? 

YES NO N/A 

7.    Did youth/caregiver talk about being 
assigned homework? YES NO N/A 

7a.  How detailed was the response 
the youth/caregiver talk provided 
about assigned homework? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

7b. Did the youth/caregiver appear to 
understand purpose of 
homework? 

YES NO N/A 

8.    Could youth/caregiver talk about the 
most important part of the session? YES NO 

8a.  How detailed was the response 
the youth/caregiver provided 
about the most important part of 
the session? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

8b. Did youth/caregiver appear to 
understand the purpose of what 
he/she found to be important? 

YES NO N/A 

9.    Could youth/caregiver comment on 
what he/she learned? YES NO N/A 

9a.  How detailed was the response 
the youth/caregiver provided 
about what he/she learned? 

 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6  
Extensively 

9b. Did youth/caregiver appear to 
understand the purpose of what 
he/she learned? 

YES NO N/A 
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Practice-Specific Coding 
 
MATCH Codes 
 

Getting Acquainted – Anxiety 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Fear Ladder 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Learning Anxiety-Child 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Learning Anxiety-Parent 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Practicing 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

10. Did youth or caregiver want to report 
any additional information?  YES NO 

10a. How detailed was the response 
the youth/caregiver provided on 
additional information? 

0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot 

6  
Extensively 

10b. Did youth/caregiver appear to 
understand the purpose of 
additional information 

YES NO N/A 
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Maintenance 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Cognitive STOP 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Wrap Up – Anxiety 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Safety Planning 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Trauma Narrative 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Getting Acquainted – Depression 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Learning Depression-Child 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Learning Depression-Parent 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Problem Solving 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 
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Activity Selection 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Learning to Relax 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Quick Calming 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Positive Self 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Cognitive BLUE 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Cognitive TLC 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Plans for Coping 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Wrap Up – Depression 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Engaging Parents 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 
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Learning about Behavior 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

One-on-One Time 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Praise 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Active Ignoring 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Giving Effective Instructions 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Rewards 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Time Out 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Making a Plan 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Daily Report Card 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 
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Looking Ahead 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

Booster 0 
Not at all 

1 
Very little 

2 
A little 

3 
Somewhat 

4 
Average 

5  
A lot  

6 
Extensively 

 
 
Process Codes  

Affect Management (Emotion Regulation) YES NO 

Assertiveness Training YES NO 

Case Management YES NO 

Communication Skills YES NO 

Engagement YES NO 

Exploring Family Relationships YES NO 

Goal Setting/Goal Review YES NO 

Information Gathering YES NO 
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Monitoring YES NO 

Motivational Interviewing YES NO 

Processing DCFS Involvement YES NO 

Rapport Building YES NO 

Supportive Therapy – Youth YES NO 

Supportive Therapy – Caregiver YES NO 

Therapeutic Game Play/Play Therapy YES NO 

Other: ____________ YES NO 

 
 
Notes regarding the measure: 
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