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Several studies have documented low rates of agreement between clinician- and researcher-generated
diagnoses. However, little is known about whether this lack of agreement has implications for the
processes and outcomes of subsequent treatment. To study this possibility, the authors used diagnostic
agreement to predict therapy engagement and outcomes for 197 youths treated in 5 community mental
health clinics. Diagnostic agreement predicted better therapy engagement, with the agree group having
fewer therapy no-shows and cancellations and a decreased likelihood of therapy dropout. Additionally,
support for a link between agreement and treatment outcomes was found, as the agree group obtained
larger reductions in parent-reported internalizing problems during treatment. These findings suggest that
diagnostic accuracy may be an important precursor to successful treatment and highlight the importance
of future research to find ways to incorporate standardized diagnostic procedures into clinical care
settings.
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Diagnosis plays a central role in the treatment of psychological
distress. The assignment of a diagnosis from the Diagnostic and
Statistical Manual of Mental Disorders (DSM) is often the first
step in treatment planning, because many clinics and third-party
payers require a DSM diagnosis for authorization of treatment. In
addition, diagnoses play a role in determining eligibility for par-
ticular services (e.g., psychotherapy or wraparound services)
within many mental health systems. Diagnoses also can aid clini-
cians in treatment planning, as many psychosocial and pharmaco-
logical interventions have been designed for and tested with par-
ticular diagnostic groups.

In clinical practice settings, diagnoses have traditionally been
assigned through unstructured interviews, in which clinicians
interview clients and/or family members to gather diagnostic
information. Surveys indicate that the unstructured clinical in-
terview is the assessment method used most often by clinicians
(e.g., Cashel, 2002) and that it is often the only method used to
generate diagnoses (Anderson & Paulosky, 2004).

Despite the frequent use of unstructured diagnostic inter-
views, questions have been raised about whether they generate
valid diagnoses. Research has shown that clinicians are suscep-
tible to several information-gathering biases that could influ-

ence the diagnostic process, such as deciding on a diagnosis
before collecting all relevant data, seeking information to con-
firm that diagnosis while ignoring conflicting information,
combining information in ways that do not match DSM criteria,
and making decisions based on assumptions about gender,
ethnicity, and/or age (Angold & Fisher, 1999; Garb, 1998,
2005). Many researchers have compared diagnoses assigned by
clinicians with those generated through use of research diag-
nostic interviews conducted in accordance with standard rules
for information gathering. These studies were combined in a
recent meta-analysis (Rettew, Doyle, Achenbach, Dumenci, &
Ivanova, 2006). The overall agreement between clinician- and
researcher-generated diagnoses for children in Rettew et al. was
� � .15, which is considered “poor” agreement (Landis &
Koch, 1977).

This lack of agreement does not necessarily mean in and of
itself that the research instruments are correct and the clinicians
are incorrect. However, when indicators of validity are used for
the comparison, research instruments have been found to be
more valid than are clinician-generated diagnoses. For example,
Basco et al. (2000) found that research instruments had higher
concordance than did clinician diagnoses with “gold standard
diagnoses,” which were generated by experts who reviewed all
available information—including medical records, the clinician
diagnoses, and the results of the research interview—and had
the opportunity to ask clients additional follow-up questions
before rendering a final diagnosis. Other studies that compared
both sets of diagnoses to external indicators of validity, such as
independent reports of daily behavior (Jewell, Handwerk,
Almquist, & Lucas, 2004) and measures of constructs expected
to be associated with the diagnosis assessed (e.g., impaired
functioning; Tenney, Schotte, Denys, van Megen, & Westen-
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berg, 2003), have suggested higher validity of the research
interviews.1

Given the important roles diagnoses play in clinical settings,
these findings are cause for concern. They suggest that many
clients who are being seen in clinical practice settings may be
receiving the wrong diagnoses. Theoretically, there are many
mechanisms by which this misdiagnosis could impact a client’s
course of treatment. First, poor diagnostic accuracy could nega-
tively impact the process of treatment. For example, many authors
have argued that agreement on therapy goals is an essential com-
ponent of a strong working alliance during therapy (e.g., Bordin,
1979; Horvath & Luborsky, 1993); this argument suggests that
misdiagnosis could negatively impact the therapeutic alliance.
Given the significant association between therapy alliance and
treatment engagement (e.g., Hawley & Weisz, 2005), one might
hypothesize that misdiagnosis would also be associated with de-
creased therapy engagement (e.g., increased numbers of session
no-shows and cancellations) and increased likelihood of therapy
dropout. Second, misdiagnosis could negatively impact the out-
comes of treatment. Treatment that is focused on the wrong diag-
nosis might well fail to address the correct diagnosis and might
thus lead to worse treatment outcomes. Moreover, therapy out-
comes could be adversely affected if misdiagnosis undermines
therapy alliance and engagement, given the importance of alliance
and engagement to treatment success (e.g., McKay & Bannon,
2004; Shirk & Karver, 2003). In addition, many psychotherapies
and medications are developed and tested in research studies in
which structured diagnostic interviews are used to determine study
eligibility. It is therefore possible that clients diagnosed through
unstructured interviews could be assigned to an inappropriate
course of treatment that would result in worse treatment outcomes.

Surprisingly, however, little is known about whether an accurate
diagnosis is actually important for successful treatment. Many
efforts to improve the quality of psychological services, such as the
empirically supported treatments movement (e.g., Chambless et
al., 1996, 1998), are based on the assumption that treatment
outcomes can be improved by matching evidence-based practices
to clients with a particular DSM disorder. However, the assump-
tion that treatment should be matched to diagnoses is largely
untested, and the treatment utility of diagnoses (i.e., whether
having accurate diagnostic assessment data actually improves
treatment outcomes) is not well established (Nelson-Gray, 2003).

The link between accurate DSM diagnosis and treatment out-
comes has received more attention in the primary care literature
than in the mental health literature. In primary care settings,
studies have focused on accurate detection of adult depression,
with “accuracy” conceptualized as agreement between the
provider-assigned diagnoses and diagnoses generated by a stan-
dardized research instrument. Not surprisingly, accurate detection
of depression has been found to impact the process of treatment by
increasing the likelihood of antidepressant prescription (e.g., Be-
rardi et al., 2005); however, findings are mixed as to whether
accurate detection improves treatment outcomes (Pini, Perkonnig,
Tansella, & Wittchen, 1999; Tiemens, Ormel, & Simon, 1996).
Although interesting, these findings from primary care settings, in
which undetected cases likely receive no mental health treatment,
do not directly address the question of accurate diagnosis in mental
health settings, in which all clients receive some form of mental
health treatment.

To our knowledge, only two studies have tested the impact of
diagnostic accuracy within mental health settings, with “accuracy”
operationalized as agreement between clinician- and researcher-
generated diagnoses. Utilizing a sample of adolescent inpatients,
Pogge et al. (2001) examined the implication of agreement on
diagnoses of manic episodes. When they compared treatment
process and outcomes for the youths with mania for whom chart
and research diagnoses agreed and for the youths diagnosed with
mania in the charts only, they found no impact of agreement on
length of stay, readmissions, or post-treatment functioning mea-
sures. However, they did find that the agree group had greater
reductions in depression symptoms after treatment. Kramer, Rob-
bins, Phillips, Miller, and Burns (2003) examined the impact of
accurate detection of substance use disorders among adolescents
who were seeking mental health services. They found that adoles-
cents with undetected substance use were less likely to receive
substance use services and were more likely to experience legal
problems at a 6-month follow-up than were adolescents with
detected substance use, although the two groups did not differ on
other indices of symptom and functioning outcomes.

These two studies suggest that accurate diagnosis may play a
small but substantive role in treatment process and outcome.
However, there is a need for additional studies that focus on a
broader range of diagnoses. It is possible that agreement is more
important for diagnoses with a high level of impact on functioning,
such as mania and substance use, but that agreement on other
diagnoses might not be as important. Given the high prevalence of
other diagnoses, such as depression, disruptive behavior disorders,
attention-deficit/hyperactivity disorder, and anxiety disorders in
youth mental health settings (e.g., Garland et al., 2001), research
should ascertain whether accuracy of these diagnoses impacts
treatment process and outcomes.

The present study was designed to address this gap through
examination of the implications of diagnostic agreement—the as-
signment of chart diagnoses that match the results of a structured
diagnostic interview—on treatment process and outcomes among
children seeking mental health services in community mental
health clinics. Using a sample in which low levels of diagnostic
agreement had previously been documented (Jensen & Weisz,
2002), we tested whether diagnostic agreement predicted treatment
processes and outcomes. To better understand the extent to which
diagnostic agreement might be important, we examined agreement
on both the client’s primary diagnosis, as identified by the clini-
cian, and all diagnoses assigned by either source. We hypothesized
that diagnostic disagreement would be associated with changes in
therapy process, as evidenced by decreased engagement (shorter
time in treatment, increased session cancellations and no-shows,
and increased likelihood of therapy dropout) and by increased
likelihood of ending treatment due to problems in the therapeutic

1 A recent meta-analysis (Aegisdottir et al., 2006) that compared diag-
noses based on clinical judgment with those generated through statistical
methods found mathematical methods to be more efficient, but not more
accurate, than were clinicians. However, because this meta-analysis in-
cluded only studies in which the two forms of decision making were based
on the same information, it did not take into account threats to reliability
and/or validity that might result from biases during the information-
gathering stage of diagnosis.
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alliance. We also hypothesized that diagnostic disagreement would
be associated with worse treatment outcomes, as indicated by
smaller improvements in parent- and child-reported symptoms
during treatment and worse symptom outcomes after the end of
treatment. Finally, we tested whether any associations between
diagnostic disagreement and outcomes were mediated by the ther-
apy process variables and conducted secondary analyses to clarify
the role of diagnostic agreement in therapy processes and out-
comes.

Method

Participants

Participants were families of children 7–17 years of age who
were seeking treatment in five outpatient community mental health
clinics in Southern California. All families were participants in a
previous study on agreement between researcher- and clinician-
generated diagnoses (Jensen & Weisz, 2002), which was part of a
larger study on the processes and outcomes of clinical care in
community mental health clinics. Participants were recruited at the
time of their clinic intake. To be included in the present analyses,
children had to have received a diagnosis based on the Diagnostic
and Statistical Manual of Mental Disorders (3rd ed., rev.; DSM–
III–R; American Psychiatric Association, 1987) at their clinic
intake, and their primary intake diagnosis had to fall into one of
five categories assessed by the project’s research diagnostic in-
strument (see Measures, below). Additionally, they had to have
participated in at least one of the project’s follow-up assessments
(see Procedures, below).

The sample from our original study on diagnostic agreement
consisted of 245 children (Jensen & Weisz, 2002). Of these, 34
were excluded from the current analyses due to lack of follow-up
data, 6 were excluded because their treatment ended after their
study participation, which precluded estimations of their change
during treatment (see Data Analysis, below), and 8 were excluded
because their primary intake diagnosis did not fall into one of the
five categories. These exclusions resulted in a sample size of 197
children. The sample included 132 boys (67.0%) and 65 girls
(32.8%) who ranged from 7 to 17 years of age (M � 11.10 years,
SD � 2.58). Of those sampled, 55.8% were Caucasian, 12.1%
(n � 24) were African American, 14.6% (n � 29) were Latino,
2.5% (n � 5) were Asian/Pacific Islander, and 12.1% (n � 24)
were mixed or other ethnicity (5 participants did not provide
information on ethnicity). Fifty-five percent (n � 108) of the
parents had completed at least 1 year of college. Two thirds of the
sample (n � 132) had an annual family income of less than
$30,000 per year. The children in the sample differed from the 48
excluded children on parental education and ethnicity, in that the
included children had more highly educated parents and were more
likely to be Caucasian. There were no differences between the two
groups on other demographic characteristics, initial parent- or
child-rated symptom levels, or therapist-rated functioning.

Procedures

During clinic intake, parents received a description of the study
and provided consent to be contacted for an interview. Study
recruitment took place from October 1991 through September

1995. At the pretreatment (Time 1) interview, parents and children
provided written consent and demographic data; they also sepa-
rately completed a battery of measures (the measures used in the
present analyses are described below). The Time 1 assessment
took place as soon as it could be scheduled after the clinic intake
appointment (M � 23.4 days after intake).2 During the interviews
conducted 6 months (Time 2), 1 year (Time 3), and 2 years (Time
4) after intake, parents and children again provided written consent
and completed measures of child symptoms. Following the Time 4
interview, clinic records were reviewed. The study was conducted
in compliance with the institutional review boards of the Univer-
sity of California, Los Angeles, and the participating clinics.

Participants received the routine treatment procedures delivered
through their respective clinics. Participants were treated by a total
of 72 therapists. Degree data were available for 45 of the treating
therapists, who were primarily master’s level (48.9%, n � 22),
followed by doctoral level (33.3%, n � 15) and bachelor’s level
(e.g., social work interns; 17.8%, n � 8).

Measures

Diagnostic Interview Schedule for Children (DISC). In the
research assessment, child diagnoses were obtained with the DISC
2.3 (Shaffer et al., 1993). A highly structured interview consisting
of a series of yes/no questions, it was administered by clinical
psychology graduate students who had received the standard DISC
interviewer training program designed by the DISC development
team at Columbia University. They entered the answers into a
computer algorithm to generate diagnoses based on DSM–III–R
criteria (American Psychiatric Association, 1987) for the five
primary diagnostic categories relevant to children: anxiety disor-
ders (panic disorder, obsessive-compulsive disorder, separation
anxiety disorder, overanxious disorder, avoidant disorder of child-
hood or adolescence, elective mutism, simple phobia, generalized
anxiety disorder, social phobia, and agoraphobia); depressive dis-
orders (major depressive disorder and dysthymia); disruptive be-
havior disorders (conduct disorder and oppositional defiant disor-
der); attention-deficit/hyperactivity disorders; and elimination
disorders (enuresis and encopresis).3 The numbers of children who
received diagnoses falling into each of these categories are pre-
sented in Table 1. Although the clinicians recorded their diagnoses
as being either primary or secondary, the DISC does not provide
decision rules for ranking diagnoses in this manner.

Test–retest reliability for the parent version of the DISC has
been shown to be good to excellent, with retest correlations rang-
ing from .77 to .87 (Schwab-Stone et al., 1993). Interrater reliabil-
ity has been shown to be high, with intraclass correlations of 1.00
for all of the major diagnoses except major depressive episode,
which showed intraclass correlations of .66 (Shaffer et al., 1993).
Investigations have established criterion validity of the DISC when

2 Our original analyses (Jensen & Weisz, 2002) indicated that the
amount of time elapsed between the clinic intake and the research assess-
ment was not related to diagnostic agreement.

3 The DISC also assessed tic disorders (Tourette’s disorder, chronic
motor or vocal tic disorder, and transient tic disorder). However, our
original analyses indicated that the clinicians did not assign tic disorder
diagnoses to any clinic clients (Jensen & Weisz, 2002), which precluded
their use in the present analyses.
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compared with other structured or semistructured interviews
(Schwab-Stone et al., 1996) and with “expert clinician” consensus
diagnoses (Fisher et al., 1993).

Of the adults interviewed, 90% were the child’s mother figure,
7% were the child’s father figure, 2% were another female relative,
and 1% were a female nonrelative. Because child-report DISC
diagnoses, unlike parent-report diagnoses, have shown only fair-
to-poor test–retest reliability for several diagnostic categories
(Schwab-Stone et al., 1993) and because poor reliability limits the
level of researcher–clinician agreement that can be obtained, we
relied on the parent-report DISC.

Clinician-generated diagnoses. Chart diagnoses were the
DSM–III–R diagnoses generated for each child by the intake
clinician assigned to that child, as a part of normal clinic intake,
assessment, and treatment-planning procedures. A total of 53
clinicians conducted the clinic intakes. The intake clinicians were
primarily master’s level (64.2%, n � 34), followed by doctoral
level (20.8%, n � 11) and bachelor’s level (15.1%, n � 8). Degree
information was not available for one intake therapist.

Per clinic policies, all diagnoses assigned by clinicians were
classified as either primary or secondary. Clinicians could place
multiple diagnoses in each category. Clinician diagnoses were
grouped into the same five categories used for the DISC diagnoses.
However, because the clinicians used some diagnoses that fell into
these categories but were not formally assessed by the DISC, the
clinician diagnostic categories included some additional diagnoses.
The anxiety disorders category included the diagnosis of adjust-
ment disorder with anxiety; the depressive disorders category
included adjustment disorder with depressed mood and depressive
disorder, not otherwise specified. Finally, adjustment disorder,
disturbance of conduct, pyromania, and intermittent explosive
disorder were included in the disruptive behavior disorders cate-
gory. Rates of clinician diagnoses falling into each category and
kappa statistics for agreement between clinician and DISC diag-
noses are reported in Table 1. All kappas fell into Fleiss’s (1981)
“poor” category (� � .40), except for agreement on elimination
disorders, which fell in the “fair-to-good” range (�s � .40–.74).

Symptom outcomes: Child Behavior Checklist (CBCL; Achen-
bach, 1991a) and Youth Self Report (YSR; Achenbach, 1991b).
These widely used, standardized parent-report (CBCL) and child-
report (YSR) symptom scales have 118 items, rated on a 3-point
scale (0–2). Extensive evidence of the reliability and validity of
these measures exists (cf. Achenbach, 1991a, 1991b).4 Because we

were interested in predicting longitudinal change over time and
development, we used raw scores on the scales, rather than t scores
adjusted for age and gender, in the analyses (Achenbach, 1991a,
1991b). The present analyses utilized the Internalizing broadband
scores, Externalizing broadband scores, and Total Problems scores
from the CBCL and YSR as the parent- and child-report outcome
data. Descriptive statistics for the CBCL and YSR can be found in
Table 2. Although raw scores were used in the analyses, t scores
are provided to facilitate comparison to other samples.

Process variables: Clinic records and Reasons for Ending Ther-
apy Questionnaire. Each child’s clinic record was examined and
several process variables were coded, among them, the number of
session cancellations (M � 2.44, SD � 3.82), the number of
session no-shows (i.e., failure to attend a session without notifying
the clinician; M � 1.55, SD � 2.58), the number of weeks the
child spent in treatment (M � 29.31, SD � 26.11), and therapy
dropout (whether or not treatment was terminated with concur-
rence of the clinician; available for 178 children, % dropout �
59.4). One master’s level and two bachelor’s level research assis-
tants coded the data. Forty records were randomly selected and
coded by all coders to establish interrater reliability. Mean Pearson
correlations were .83 for cancellations, .91 for no-shows, and .97
for treatment length, and the mean Cohen’s kappa (Cohen, 1960)
for therapy dropout was .72. All coders were blind to the study
hypotheses.

Finally, parent perceptions of therapist behavior that might have
been impacted by diagnostic agreement were obtained from the
Reasons for Ending Treatment Questionnaire (RETQ; Garcia &
Weisz, 2002). The RETQ is a 41-item measure that assesses the
degree to which various factors might have led the family to end
treatment. The measure asks parents to indicate whether each
factor was not important, somewhat important, or very important

4 Previous analyses published on the present sample have examined the
appropriateness of using YSR data for children who were below 11 years
of age, the age for which the YSR is normed (Yeh & Weisz, 2001). These
analyses suggested comparable coefficient alphas for the YSR scale scores
for children below age 11 (M � 0.76, SD � 0.15) and children age 11 and
older (M � 0.79, SD � 0.10). Six-month test–retest coefficients were
comparable for the younger (M � 0.76, SD � 0.15) and older (M � 0.76,
SD � 0.15) groups. Because internal consistency alphas and test–retest
reliability coefficients were very similar for the two groups, it was deemed
appropriate to include the YSR data from our younger participants.

Table 1
Diagnostic Data for the Sample

Diagnostic cluster
N (%) assigned

by DISC

N (%) assigned as a
primary chart

diagnosis

N (%) assigned as a
primary or

secondary chart
diagnosis

� for agreement between
primary chart diagnoses

and DISC

� for agreement between
all clinician diagnoses

and DISC

Anxiety disorders 92 (46.7) 20 (10.2) 23 (11.7) .078 .070
Depressive disorders 50 (25.4) 62 (31.5) 69 (35.0) �.045 .009
Disruptive behavior disorders 90 (45.7) 104 (52.8) 122 (61.9) .186�� .164�

ADHD 68 (34.5) 15 (7.6) 22 (11.2) .157�� .166��

Elimination disorders 17 (8.6) 2 (1.0) 6 (3.0) .088� .408���

Note. DISC � Diagnostic Interview Schedule for Children; ADHD � attention-deficit/hyperactivity disorder.
� p � .05. �� p � .01. ��� p � .001.
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in their decision to end treatment. The RETQ was completed by
141 parents after their children ended treatment. For the present
analyses, the therapeutic relationship factor was used as a measure
of whether families ended treatment due to a poor therapeutic
alliance. This factor had good internal consistency in the present
sample (� � .92).

Data Analysis

Definition of agreement. Before initiating data analyses, we
computed two diagnostic agreement variables for each participant.
First, we computed a variable that indicated agreement on the
child’s primary diagnostic category. Using the diagnostic catego-
ries described in the Measures section above, we coded this
variable as 0 (agree) if the child’s primary chart diagnosis was in
a category that was positive on the DISC (n � 94, 47.7%) and as
1 (disagree) if the child did not meet criteria for his or her primary
chart diagnostic category according to the DISC (n � 103, 52.3%).
Second, we computed a variable that indicated agreement on all of
the child’s diagnostic categories. This variable was coded as 0
(agree) if all diagnostic categories indicated in the charts were
positive on the DISC and vice versa (n � 19, 9.6%) and as 1
(disagree) if any chart diagnostic categories were negative on the
DISC or if the child met criteria for a DISC diagnostic category
that was not listed in the charts (n � 178, 90.4%). Use of these two
variables allowed us to examine the role of agreement on the
primary diagnosis or the diagnosis most likely to have impacted
the child’s treatment. It also allowed us to examine the role of
agreement on all diagnoses and to account for problems such as the
clinicians failing to detect a comorbid diagnosis.

Statistical analyses. Because the data gathered had a hierar-
chical structure, with repeated measures nested within clients, who
themselves were nested within therapists and within clinics, we
used multilevel or hierarchical linear modeling (HLM) with the
HLM 6.02a software package (Raudenbush, Bryk, & Congdon,
2005) to conduct the analyses. Because the present sample con-
sisted of only five clinics, we decided to analyze the treatment

outcome data using three-level hierarchical models (with repeated
measures at Level 1, children at Level 2, and therapists at Level 3),
with clinic effects accounted for by inclusion of four dummy-
coded variables representing clinic assignment entered at Level 3.
Because diagnostic agreement was not associated with intake
clinician characteristics, analyses were conducted with children
nested within their treating therapists, rather than their intake
therapists. In addition, previous studies on the present sample have
found that diagnostic agreement levels varied by diagnosis type
(Jensen & Weisz, 2002) and that symptom outcomes were signif-
icantly predicted by initial symptom severity levels (Jensen Doss
& Weisz, 2006). All analyses were therefore conducted controlling
for three variables coded to indicate whether or not the child’s
primary chart diagnoses were internalizing disorders, externalizing
disorders, or elimination disorders, and the outcome analyses were
conducted also controlling for either the initial CBCL or YSR
Total Problems scores (depending on whether the outcomes being
analyzed were from the CBCL or the YSR).

Our design consisted of up to 2 years of data for each partici-
pant, with variation in treatment end dates across participants. To
estimate the amount of change that occurred during treatment, we
analyzed the symptom outcome data using piecewise linear growth
models (Raudenbush & Bryk, 2002). These models allow one to
predict different parts of a growth curve separately by using
separate parameters. In the present piecewise models, two time
parameters were entered at Level 1. The first time parameter
represented the timing of the measures between the Time 1 inter-
view and the treatment end date. A second time parameter was
coded to represent only the time after the treatment end date. The
parameterization of time was centered around each child’s treat-
ment end date. To make the models more easily interpretable, we
subtracted each child’s initial severity level from the child’s out-
come data at each time point. When the model was constructed in
this fashion, the intercept represented the amount of symptom
change that occurred during treatment (e.g., Doss, Thum, Sevier,
Atkins, & Christensen, 2005). As all of our therapy process vari-

Table 2
Descriptive Statistics for CBCL and YSR Raw and T Scores

Measure

Time 1 Time 2 Time 3 Time 4

M (SD)a M (SD)b M (SD)c M (SD)d

Raw score
CBCL Internalizing 16.31 (9.18) 11.67 (8.04) 9.85 (7.63) 9.34 (8.48)
CBCL Externalizing 22.91 (11.36) 18.10 (11.15) 16.31 (11.13) 16.63 (11.00)
CBCL Total Problems 59.77 (27.03) 45.85 (25.60) 39.87 (25.05) 39.51 (27.27)
YSR Internalizing 18.49 (10.15) 14.72 (8.76) 13.42 (8.37) 12.11 (9.27)
YSR Externalizing 17.73 (9.08) 14.85 (9.49) 13.72 (8.47) 13.93 (9.04)
YSR Total Problems 61.82 (27.39) 51.62 (25.48) 47.09 (24.36) 45.01 (26.97)

t score
CBCL Internalizing 64.41 (10.41) 58.40 (11.08) 55.79 (11.17) 54.01 (12.31)
CBCL Externalizing 65.56 (10.48) 60.88 (11.09) 58.56 (12.01) 59.29 (11.54)
CBCL Total Problems 66.73 (9.33) 61.20 (10.54) 58.40 (11.37) 58.01 (11.71)
YSR Internalizing 58.58 (11.09) 54.21 (10.72) 52.70 (10.83) 50.64 (11.60)
YSR Externalizing 58.09 (11.97) 54.34 (12.55) 52.99 (11.58) 53.30 (12.02)
YSR Total Problems 60.59 (11.22) 56.24 (11.21) 54.26 (11.25) 52.93 (12.05)

Note. CBCL � Child Behavior Checklist; YSR � Youth Self Report.
a CBCL, n � 197; YSR, n � 182. b CBCL, n � 168; YSR, n � 136. c CBCL, n � 156; YSR, n � 137. d CBCL, n � 160; YSR, n � 122.
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ables were measured at a single point in time, they were analyzed
using two-level HLM analyses (children nested within therapists).

We conducted mediational analyses using the product of coef-
ficients model with asymmetric confidence intervals (PROD-
CLIN2; MacKinnon, Fritz, Williams, & Lockwood, 2007). This
method has more power than do traditional methods for testing
mediation (e.g., Baron & Kenny, 1986; cf. Fritz & MacKinnon,
2007; MacKinnon, Lockwood, Hoffman, West, & Sheets, 2002).
Unlike such traditional methods, these analyses are conducted on
all possible mediational relations, even in the context of a null
direct effect (i.e., the relation between diagnostic agreement and
outcomes), due to the possibility that mediators may be function-
ing as suppressor variables for the direct effect (MacKinnon, Krull,
& Lockwood, 2000) or that multiple mediators are operating in
opposite directions (e.g., Sheets & Braver, 1999). Finally, we
conducted secondary analyses to further explore relationships
among agreement, process, and outcomes and to rule out alterna-
tive explanations for our findings. These analyses are described in
turn below.

Results

Does Diagnostic Agreement Predict Therapy Process
Variables?

Because children varied in length of treatment, cancellations and
no-shows were analyzed as Poisson variables with variable expo-
sure rates (Raudenbush & Bryk, 2002), with weeks in treatment
used as the exposure indicator. Both forms of diagnostic agreement
were significantly predictive of session no-shows, such that the
disagree group had higher numbers of no-shows (primary diag-
noses, B � 0.34, p � .023; all diagnoses, B � 0.98, p � .001; due
to the nonnormal distribution of these data, effect size estimates
are not available for these models). Both forms were also signif-
icantly predictive of number of cancellations, with the disagree
group again having higher numbers of cancellations (primary
diagnoses, B � 0.34, p � .014; all diagnoses, B � 0.59, p � .011).

Neither form of agreement was significantly predictive of the
number of weeks in treatment. All process and outcome results are
presented in Table 3.

Because therapy dropout was a dichotomous variable, it was
analyzed with Bernouli HLM models (Raudenbush & Bryk, 2002).
Agreement on all diagnoses was significantly predictive of therapy
dropout, such that the disagree group was more than 5 times as
likely to terminate therapy without their clinician’s consent (B �
1.70, p � .005, odds ratio � 5.48). Finally, a relation between
diagnostic agreement and the RETQ Alliance scale was tested for
with continuous HLM models. Neither form of agreement was
significantly predictive of this scale.

Does Diagnostic Agreement Predict Symptom Outcomes?

We ran 12 models to examine the impact of agreement on
symptom outcomes, with separate models run for agreement on
primary diagnoses and agreement on all diagnoses and for
CBCL and YSR Internalizing, Externalizing, and Total Prob-
lems scores. In two cases, agreement significantly predicted the
amount of symptom change during treatment. First, agreement
on primary diagnoses was predictive of outcomes on the CBCL
Internalizing score (B � 1.76, p � .047). Conventions for
computing effect sizes in HLM are not well established. As the
regression coefficient for diagnostic agreement can be inter-
preted as the mean difference in symptom improvement be-
tween the agree and disagree groups, this coefficient was di-
vided by the standard deviation for that coefficient to
approximate a Cohen’s d effect size (ES; Cohen, 1988) for this
effect. The cutoff for a small Cohen’s d is 0.2; the medium
cutoff is 0.5, and the large cutoff is 0.8. The ES for the relation
between agreement on primary diagnoses and CBCL Internal-
izing outcomes was 0.46. The same pattern of results was
obtained for the relation between agreement on all diagnoses
and improvement in the CBCL Internalizing score (B � 3.22,
p � .013), with an ES that was much larger (0.84). In both

Table 3
Relation Between Diagnostic Agreement and Therapy Process and Outcomes

Measure

Agreement on primary diagnosis Agreement on all diagnoses

B SE B ES B SE B ES

Process variable
Weeks in treatment �5.42 3.81 �0.54 �6.71 6.28 �0.67
Cancellations 0.34� 0.13 0.59� 0.23
No-shows 0.37� 0.16 0.98�� 0.29
Dropout 0.74 0.38 2.09 1.70�� 0.60 5.48
RETQ Alliance �0.18 0.65 �0.08 �0.73 1.54 �0.32

Outcome variable
CBCL Internalizing during treatment 1.76� 0.88 0.46 3.22� 1.29 0.84
CBCL Externalizing during treatment 1.33 1.00 0.33 1.31 1.44 0.32
CBCL Total Problems during treatment 4.77 2.46 0.44 5.71 3.56 0.53
YSR Internalizing during treatment 1.10 0.95 0.26 1.47 1.56 0.34
YSR Externalizing during treatment 1.59 1.02 0.35 1.82 1.68 0.40
YSR Total Problems during treatment 4.48 2.61 0.42 4.81 4.27 0.45

Note. ES � effect sizes (approximation of Cohen’s d for continuous variables, odds ratio for dichotomous variables); RETQ � Reasons for Ending
Treatment Questionnaire; CBCL � Child Behavior Checklist; YSR � Youth Self Report.
� p � .05. �� p � .01.
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cases, disagreement predicted shallower reductions in internal-
izing problems than agreement. No other analyses predicting
symptom outcomes were significant, such that neither form of
agreement was significantly predictive of outcomes on the YSR
or the CBCL Externalizing or Total Problems scores. However,
all outcome analyses trended in the direction of the disagree
group having smaller treatment gains, with a mean ES value
across all analyses of 0.43.

Do Process Variables Mediate the Relation Between
Agreement and Outcomes?

To test for possible mediational relationships, we fit models in
which each of our six outcome variables was predicted from both
diagnostic agreement and each of our process variables. We then
utilized the results of these models in combination with those of
our analyses predicting the process variables from agreement to
test whether each process variable mediated the relationship be-
tween diagnostic agreement and each outcome variable by com-
puting a 95% confidence interval for the mediated effect with the
PRODCLIN2 program (MacKinnon et al., 2007).

For the relationship between agreement and child-reported out-
comes, we found evidence for two mediators working in opposite
directions. First, for the YSR Externalizing scale, dropout was a
significant mediator of the relation between both forms of agree-
ment and outcomes ( ps � .05), such that the disagree group had an
increased likelihood of dropout (primary diagnoses, B � 0.74, p �
.052; all diagnoses, B � 1.70, p � .005) and dropouts had smaller
symptom decreases (primary diagnoses, B � 2.74, p � .013; all
diagnoses, B � 2.78, p � .013). The same pattern was found for
the relation between agreement on all diagnoses and YSR Total
Problems and dropout (disagreement predicting dropout, B � 1.70,
p � .005; dropout predicting smaller symptom decreases, B �
6.24, p � .038). Number of cancellations was a significant medi-
ator of the relation between agreement on all diagnoses and both
child-reported Externalizing and Total Problems ( ps � .05); the
disagree group had a higher number of cancellations (B � 0.59,
p � .011), but higher numbers of cancellations were associated
with greater symptom decreases (YSR Externalizing, B � �0.41,
p � .009; YSR Total Problems, B � �0.87, p � .033). Thus, the
overall nonsignificant positive direct relationship between diag-
nostic disagreement and smaller decreases in YSR Externalizing
and Total Problems was mediated through increased likelihood of
dropout (associated with worse outcomes), increased numbers of
cancellations (associated with better outcomes), and, possibly,
other unmeasured mediators.

For parent-reported outcomes, one significant mediator was
found. Dropout was a significant mediator of the relation between
agreement on all diagnoses and outcomes on the CBCL Internal-
izing scale ( p � .05). Again, disagreement was associated with an
increased likelihood of dropout (B � 1.70, p � .005), but dropout
was associated with greater symptom decreases (B � �1.95, p �
.042). Thus, the overall significant positive direct relationship
between diagnostic disagreement and smaller decreases in CBCL
Internalizing symptoms was likely mediated through increased
likelihood of dropout (associated with better outcomes) and
through unmeasured mediators more strongly associated with
worse outcomes.

Secondary Analyses to Further Explore the Relations
Between Agreement, Process, and Outcomes

Our mediational analyses suggested some ways in which
changes in therapy process help explain the relation between
diagnostic agreement and treatment outcomes. We next examined
other methodological and clinical considerations that might further
clarify our findings.

Did our definition of “agreement” impact our findings? Be-
cause we were interested in examining the impact of agreement on
therapy process and outcomes, we focused on agreement that
might have been expected to actually impact treatment planning.
As such, we considered agreement at the level of categories.
Included in these categories were diagnoses assigned by clinicians
that were not formally diagnosed by the DISC (e.g., depressive
disorder, not otherwise specified). To assess whether this decision
impacted our findings, we reran our outcome and process analyses
excluding the 25 children who had clinician diagnoses that fell into
one of our categories but that were not formally assessed by the
DISC. The findings obtained for this subsample were highly sim-
ilar to our original findings. For the process analyses, the only
change in results was that the relation between disagreement on the
primary diagnosis and higher numbers of no-shows was no longer
significant (B � 0.26, p � .14); all other significant findings held.
For the outcome analyses, the relation between disagreement on
the primary diagnosis and worse outcomes on the CBCL Internal-
izing scale was reduced to marginal significance (B � 1.80, p �
.058, ES � 0.57), apparently primarily because of reduced sample
size, because the overall effect size for the outcome analyses was
essentially unchanged (mean ES � 0.45).

Could our findings be explained by the “third variables” of
impairment and severity? One alternative explanation for our
findings (rather than agreement directly and or indirectly impact-
ing process and outcomes) is that children who are harder to
diagnose are also harder to treat. It is therefore possible that our
agreement, process, and outcome variables were related to each
other only because all were associated with factors such as higher
symptom severity or impaired functioning at the beginning of
treatment. Our original outcome analyses controlled for initial
severity, and we controlled for diagnosis type in all analyses; as an
added check, we reran all of our process and outcome analyses
controlling for chart diagnosis type, clinician-rated global assess-
ment of functioning, and either the initial CBCL or the initial YSR
Total Problems score (i.e., we ran two sets of analyses, one
including parent-rated severity and one including child-rated se-
verity). Controlling for these variables had little impact on our
findings. For the process variables, when we controlled for CBCL
Total Problems and the other variables, the association between
disagreement on the primary diagnosis and higher numbers of
cancellations was only marginally significant (B � 0.28, p � .074)
and the association between disagreement on all diagnoses and
higher numbers of no-shows was no longer significant (B � 0.66,
p � .203). However, controlling for these variables led to signif-
icant prediction of increased likelihood of therapy dropout from
disagreement on the primary diagnosis (B � 0.91, p � .053, odds
ratio � 2.49), and all other significant relationships held. For the
outcome analyses, all original significant findings held, and the
relationship between disagreement on the primary diagnosis and
smaller decreases in the CBCL Total Problems became significant
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(B � 5.09, p � .043, ES � 0.51). The overall effect size for the
outcome analyses was essentially unchanged (mean ES � 0.48).

What was the role of clinic policies requiring a diagnosis to
qualify for services? One factor that might have impacted agree-
ment was the fact that, in order to qualify for services, children had
to have a diagnosis; thus, clinicians may have felt pressured to
assign diagnoses they might not otherwise have assigned. To
explore what impact this policy might have had on our findings,
we reran our process and outcome analyses, excluding the 42
children who did not meet criteria for a diagnosis according to the
DISC. This exclusion resulted in a 21% reduction in sample size
and a reduced number of significant findings; the only significant
agreement-process relationships that held were between agreement
on all diagnoses and numbers of no-shows and likelihood of
dropout. On the other hand, exclusion of these children led to an
additional agreement–outcome relationship, with agreement on
the primary diagnosis and change in the CBCL Total Problems
scale becoming significant (B � 6.14, p � .033, ES � 0.57). The
overall mean ES for the outcome analyses was essentially un-
changed (mean ES � 0.38).

Does the impact of agreement vary developmentally? Given
the broad age range in our sample, we explored whether the impact
of agreement differed by age. For each of our process and outcome
analyses, we first tested whether there was an interaction between
age and diagnostic agreement. In cases of significant interactions,
we then ran our analyses separately for children (ages 7–10 years,
n � 90) and adolescents (ages 11–17 years, n � 107; mean age �
11 years). In two cases, there was a significant Age � Agreement
interaction. When predicting change in YSR Total Problems,
agreement on the primary diagnosis had a significant interaction
with age. Among children, agreement on the primary diagnosis
was a significant predictor of change in the YSR Total Problems
score, such that the disagree group had smaller treatment gains
(B � 11.07, p � .009, d � 1.07). Agreement on the primary
diagnosis was not a significant predictor of change in the YSR
Total Problems score for adolescents (B � �0.73, p � .82, ES �
�0.062). When predicting number of no-shows, agreement on the
primary diagnosis also interacted with age. Disagreement on the
primary diagnosis was significantly associated with a higher num-
ber of no-shows for children (B � 1.32, p � .001, ES � 1.30) but
not for adolescents (B � 0.036, p � .89, ES � 0.030).

Discussion

Does diagnostic agreement in child psychotherapy predict im-
proved therapy process or better treatment outcomes? We ad-
dressed this question by examining agreement on both primary
diagnosis (i.e., the diagnosis most likely to impact treatment plan-
ning) and all diagnoses (i.e., the full picture, including comorbidi-
ties). Results were highly similar for the two forms of agreement.
Both forms of agreement (i.e., on primary diagnosis and on all
diagnoses) were found to predict lower numbers of session no-
shows and cancellations. In addition, agreement on all diagnoses
was associated with a decreased likelihood of therapy dropout.
Both types of agreement also predicted greater symptom improve-
ment during treatment for parent-reported internalizing symptoms.
Although analyses predicting gains in parent-reported Externaliz-
ing symptoms, parent-reported Total Problems, and child-reported
outcomes were not significant, all outcome findings were in the

direction of the disagree group having fewer treatment gains, with
the average effect size approximating Cohen’s (1988) standard for
a medium effect.

Our mediation analyses suggested that the relation between
agreement and outcomes is likely complex and is mediated
through multiple pathways. For example, the modest but nonsig-
nificant relation between diagnostic disagreement and worse child-
reported outcomes was mediated through two variables examined
in the present study: (a) increased likelihood of therapy dropout,
which in turn was associated with worse outcomes; and (b) in-
creased numbers of cancellations, which were actually associated
with better outcomes, perhaps due to families whose children were
doing better in therapy being less motivated to attend every week.
The significant relation between diagnostic agreement and worse
parent-reported outcomes also was mediated through an increased
likelihood of dropout; however, in this case, increased likelihood
of dropout was associated with better parent-reported outcomes.
Given that this mediation pathway works in opposition of the
direct effect of agreement on parent-reported outcomes, there are
likely stronger unmeasured mediators of this relation. Possible
candidates for these mediators could be assignment to an inappro-
priate treatment or parent or child perceptions that the therapist is
focusing on the wrong problem. The fact that dropout was asso-
ciated with worse child-reported outcomes but better parent-
reported outcomes may be due to the possibility that parents might
be more motivated to go to the effort of taking their children to
treatment if they feel their children still need assistance, whereas
children might be less likely to want to continue participating in a
treatment they do not perceive to be helpful.

Finally, our secondary analyses provided some useful informa-
tion about the role of diagnostic agreement in clinical care. First,
by dropping children who did not meet criteria for any diagnosis
according to the DISC, we were able to explore the potential
impact of clinic policies that may pressure clinicians to assign
diagnoses in order to help a child qualify for services. Excluding
these children from our analyses led to fewer significant
agreement–process relationships; this result suggested that the
impact of diagnostic agreement on therapy engagement might be
particularly strong in families that are told their child has a diag-
nosis when, in fact, he or she may not. Second, we examined the
role of development in the relationship between agreement, pro-
cess, and outcomes. We found that the relation between agreement
and change in child-reported Total Problems was significant for
children but not for adolescents; the same was true for the relation
between agreement and no-shows. It may be that, as children move
into adolescence and begin to play a more active role in their own
treatment, agreement between therapist- and parent-reported diag-
noses may become less important.

Before the implications of these findings are discussed, several
limitations must be considered. First, without additional data to
assess the validity of the DISC and chart diagnoses, we cannot say
for certain that diagnostic agreement was equivalent to diagnostic
accuracy. However, considerable data exist regarding the validity
of the DISC (Fisher et al., 1993; Schwab-Stone et al., 1996), and
previous studies have concluded that structured diagnostic inter-
views are more valid than are clinician-generated diagnoses (Jew-
ell et al., 2004; Basco et al., 2000; Tenney et al., 2003). Such
studies suggest that it is reasonable to consider the DISC diagnoses
as more accurate than are the chart diagnoses. However, given that
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some studies have suggested that structured diagnostic interviews,
such as the DISC, may have lower validity than do semistructured
diagnostic interviews that allow the interviewer to clarify ques-
tions for confused participants and to explore participant responses
(e.g., Angold & Fisher, 1999), future examination of the implica-
tions of agreement with a semistructured interview would be
useful.

Second, the treatment outcomes considered were limited to
parent- and child-reported symptoms. In future studies, inclusion
of other indicators of outcome, such as teacher reports and func-
tioning measures, would be useful. Third, 48 children from our
original study sample were excluded due to lack of usable
follow-up data or lack of primary diagnoses falling into one of the
categories of interest; these excluded children were more likely
than were our included children to be members of ethnic minorities
and to have parents with lower levels of education. Although this
difference potentially places some limits on the generalizability of
our findings, we note that diagnostic agreement was not related to
child ethnicity in our original analyses (Jensen & Weisz, 2002); in
addition, a substantial number of our participants were members of
ethnic minorities (41.2%), and nearly half (45%) of the participat-
ing parents had received no postsecondary education.

Fourth, although we were able to examine the impact of agree-
ment on several process variables, as mentioned above, the present
study lacked measures of other processes that could have been
affected. For example, youths with mismatched diagnoses could
have been assigned to treatments that were not appropriate for their
“true” presenting problems, which would lead to worse treatment
outcomes. In addition, although we found that agreement was not
predictive of self-reports that parents had ended treatment due to a
poor therapeutic relationship, we possibly would have found a
relation between agreement and alliance if we had included a
measure designed specifically to measure the quality of the therapy
alliance. In addition, although we were able to document a link
between diagnostic agreement and therapy engagement as mea-
sured by session attendance and dropout, we were not able to
measure other aspects of therapy engagement, such as the quality
of parent and child participation during sessions or adherence to
treatment (e.g., completion of assigned therapy homework). Future
studies with in-depth measures of within-session therapy process
and with parent and child reports of the therapy alliance would
help elucidate the relation between agreement and therapy process.

Finally, our analyses of diagnostic agreement were limited to
analyses of agreement between a parent-report diagnostic inter-
view and clinician chart diagnoses that were likely generated after
interviews of both children and parents. Given the extensive liter-
ature documenting poor concordance between various reporters of
childhood psychopathology (cf. De Los Reyes & Kazdin, 2005),
one challenge faced by the diagnosing clinician likely was com-
bining disparate reports of the child’s symptoms and behaviors. It
is therefore possible that agreement between clinician-generated
and child-report diagnoses might have a different relation to pro-
cess and outcomes than would parent-report diagnoses. In partic-
ular, it is possible that we might have more links between child-
reported symptom outcomes and agreement had we utilized the
child-report DISC, particularly among adolescents. However, stud-
ies involving child-report diagnoses are complicated by the low
reliability of such diagnoses (e.g., Schwab-Stone et al., 1993). In
addition, it is possible that inclusion of child-report diagnoses

would not lead to different results, given the suggestion of previ-
ous analyses that combining child- and parent-report diagnoses
does not improve agreement with clinician diagnoses (Jensen &
Weisz, 2002).

Despite these limitations, this study had several strengths that
make it a useful contribution to the literature. First, our method-
ology focused on the implications of diagnostic agreement in
everyday clinical practice. We employed naturally occurring diag-
nostic procedures rather than contrived experimental conditions.
Second, our chart review methodology provided us with several
objective indicators of therapy engagement, including session no-
shows and cancellations, weeks in treatment, and therapy dropout.
Third, unlike previous studies, which focused on diagnostic agree-
ment in only one problem area (Kramer et al., 2003; Pogge et al.,
2001), this study investigated agreement on a broad range of
diagnoses. Finally, and most important, this study investigated the
implications of a well-documented finding in the field, that
clinician-generated diagnoses do not generally map onto those
diagnoses generated by research instruments. Although this phe-
nomenon has been replicated numerous times, few studies have
investigated whether this diagnostic disagreement is associated
with any aspect of the processes or outcomes of care, and none has
investigated this question in relation to such common youth mental
health problems as disruptive behavior disorders, depression, and
anxiety. Consistent with the two prior studies on this topic (Kramer
et al., 2003; Pogge et al., 2001), our findings suggest that diag-
nostic disagreement may have significant implications for treat-
ment process and outcomes.

Our findings suggest that diagnostic disagreement has a rela-
tionship with therapy engagement and treatment outcomes but that
the relation between disagreement and outcomes is complex and is
likely to be explained in part by mediators not measured in the
present study. These findings lend themselves to three possible
interpretations. First, it is possible that diagnostically complex
youths, for whom it is more difficult to assign diagnoses, are also
more difficult to engage in therapy and to treat; such increased
complexity might lead to associations between agreement and
engagement and outcomes. This interpretation is consistent with
prior literature suggesting that low concordance between different
informants of childhood psychopathology may be related to char-
acteristics of the child and family, such as problem type and
parental psychopathology (cf. De Los Reyes & Kazdin, 2005).
However, the fact that we found associations among these vari-
ables even after controlling for symptom severity, diagnosis type,
and clinician-rated global assessment of functioning suggests that
this was likely not the case. In addition, our prior analyses of
diagnostic agreement found that agreement between clinician and
DISC diagnoses in our sample was not a function of demographic
or clinical characteristics of the child or parent (Jensen & Weisz,
2002). However, it is possible that controlling for other indicators
of diagnostic complexity, such as other reports of impaired func-
tioning and other contextual variables (e.g., parent–child commu-
nication), might have led to different results. Future studies that
include more indicators of diagnostic complexity could shed light
on this issue.

A second possibility is that, by including clinician diagnosis not
formally assessed by the DISC (e.g., adjustment disorders), we
artificially inflated the relation between agreement, process, and
outcomes. If these diagnoses were associated with worse process
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and outcomes and children with these diagnoses were more likely
to be placed in the disagree group, inclusion of these clinician
diagnoses in our analyses could have artificially created associa-
tions between agreement, processes, and outcomes. However, ex-
cluding children with these diagnoses from our analyses had
minimal impact on our findings, other than what might be expected
from somewhat reducing the power of our analyses to detect
significant relationships.

A third possibility is that the assignment of an accurate diagno-
sis is an important precursor to treatment success, such that incor-
rect diagnoses negatively impact therapy process and outcomes.
This interpretation is consistent with previous literature document-
ing long-term implications of poor concordance between parents
and children for child outcomes (e.g., Ferdinand, van der Ende, &
Verhulst, 2004, 2006; Pelton & Forehand, 2001) and for parental
involvement in treatment (Israel, Thomsen, Langeveld, & Stor-
mark, 2007). If this is the case, these findings suggest that inter-
ventions to improve the accuracy of clinician-generated diagnoses
have the potential to positively impact the processes and outcomes
of clinical care. Studies in the primary care literature suggest that
providing medical professionals with feedback from standardized
mental health measures can impact the process of care (Espallar-
gues, Valderas, & Alonso, 2000), but little work has been con-
ducted on this topic in mental health settings. Two studies have
addressed this topic by randomly assigning children (Hughes et al.,
2005) and adults (Kashner et al., 2003) either to diagnostic assess-
ment as usual or to participation in a research diagnostic battery,
with feedback provided to the treating psychiatrist. The authors of
both studies concluded that providing psychiatrists with this feed-
back had a positive impact on treatment process and outcomes.
However, as neither study conducted a research evaluation on the
assessment-as-usual group, it is difficult to know whether these
results are attributable to increased diagnostic accuracy or to other
effects of participating in a research battery, such as priming
clients to consider symptom areas they might not have readily
discussed with their providers. In addition, these two studies
focused on psychiatrists and the process variables involved in
medication practices. Future studies involving therapy clients
should show whether these interventions would improve the pro-
cesses and outcomes of child therapy.

Given the present findings and those of previous studies
(Kramer et al., 2003; Pogge et al., 2001) suggesting that diagnostic
agreement is associated with improved therapy process and out-
comes, further randomized studies of the effects of incorporating
standardized assessment tools into clinical practice settings are
warranted. This work would build upon findings suggesting that
incorporating standardized measures of therapy outcome into prac-
tice settings can have a positive impact on therapy outcome (e.g.,
Lambert, Hansen, & Finch, 2001). To rule out the possibility that
the experience of participating in the research interview, not the
use of the results of the interview, impacts processes and out-
comes, researchers should administer the interview to all partici-
pants and should provide the results only to the experimental
group’s providers. By randomly assigning participants to feedback
conditions, such studies would help rule out alternative explana-
tions (e.g., diagnostic complexity) for the link between diagnostic
agreement, process, and outcomes. They would also help establish
the treatment utility of diagnosis, an assumption made by many in
the field that is actually not well tested (Nelson-Gray, 2003).

Given the length of many standardized interviews (e.g., 90–120
min per participant for the current version of the DISC; Shaffer,
Fisher, Lucas, Dulcan, & Schwab-Stone, 2000), these studies
could explore the benefit of utilizing less time-consuming or costly
methods, such as rating scales, screening tools (e.g., the DISC
Predictive Scales; Lucas et al., 2001), or self-administered,
computer-guided diagnostic interviews (e.g., the Voice DISC;
Shaffer et al., 2000). Finally, such studies would allow the field to
explore the exciting possibility that the incorporation of standard-
ized diagnostic instruments into clinical practice settings might
have a positive impact on therapy processes and outcomes for
youths.
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