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To address implementation challenges faced by some evidence-based youth psychotherapies,
we developed an efﬁcient transdiagnostic approach—a potential “ﬁrst course” in evidencebased treatment (EBP)—guided by ﬁve empirically supported principles of therapeutic change.
An open trial of the resulting FIRST protocol was conducted in community clinics. Following a
2-day training, staff practitioners treated 24 clinically referred youths ages 7–15, 50% male,
87% White and 13% Latino, all with the Schedule for Affective Disorders and Schizophrenia for
School-Age Children Diagnostic and Statistical Manual of Mental Disorders (4th ed.) anxiety,
depressive, or conduct-related disorders, and averaging 2.21 disorders. We evaluated the
protocol’s (a) feasibility for use in everyday clinical practice (examining therapy process, client
engagement, and therapist adherence and competence in using the protocol), (b) acceptability
(examining therapeutic alliance and treatment satisfaction by youths, caregivers, and therapists),
and (c) potential for clinical beneﬁt (examining treatment outcomes across multiple measures
and time points). FIRST scored well on measures of feasibility, acceptability to clients and
clinicians, and clinical outcomes, matching or exceeding the corresponding scores in most
benchmarking comparisons. Observational coding of sessions showed high levels of protocol
adherence (86.6%) and good therapist competence in the evidence-based skills. Weekly assessments throughout treatment showed effect sizes for clinical improvement ranging from .41 to
2.66 on weekly total problems and problems deemed “most important” by caregivers and
youths. The FIRST protocol showed evidence of feasibility, acceptability, and clinical beneﬁt
when used by practitioners with referred youths treated in community clinics. The ﬁndings
suggest sufﬁcient potential to justify a full randomized controlled trial of FIRST.

A notable success story in clinical science has been the
emergence of evidence-based psychotherapies (EBPs) for
children and adolescents (herein “youths”). Over the past

50 years, scores of manual-guided youth protocols have
shown beneﬁcial effects in research trials, and dozens of
these now meet criteria for the status of “evidence-based
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psychotherapies” (National Registry of Evidence-Based
Programs and Practices [http://www.nrepp.samhsa.gov/];
Silverman & Hinshaw, 2008; Southam-Gerow & Prinstein,
2014). Meta-analyses and systematic reviews (e.g., Piquero,
Farrington, Welsh, Tremblay, & Jenkins, 2008; Verdeli,
Mufson, Lee, & Keith, 2006; Weisz, Weiss, Han, Granger,
& Morton, 1995) have shown signiﬁcant mean effect sizes for
tested youth therapies, with most means in the 0.5 to 0.8
range—medium to large effects by Cohen’s (1988) standards.
Most of the youth EBPs are focal treatments, that is,
interventions designed for use with one speciﬁc disorder
or problem domain, or a homogeneous cluster (e.g., one
protocol for obsessive-compulsive disorder, another for conduct problems). A case can be made that these focal EBPs
are the treatments of choice for their speciﬁc target conditions and that an important goal for our ﬁeld is to increase
practitioner expertise in, and thus community access to,
these treatments. There is broad support for this goal, within
the United States (e.g., Comer & Barlow, 2014; U.S.
Surgeon General, 2004) and internationally (e.g., Gardner,
Montgomery, & Knerr, 2015).
Although this goal is widely endorsed, efforts at broad
implementation face certain challenges:
1. Implementation burden. Effective implementation on a
broad scale requires signiﬁcant time and funding, for the
clinician training, case consultation, and skill building
that are needed, particularly given the number of focal
EBPs that would be required to address the heterogeneous caseloads found in everyday practice (Bearman &
Weisz, 2015). Funding for training is quite limited in
many practice settings, and productivity requirements
often limit the time available for any unbillable activity.
A recent report on practitioners’ perspectives identiﬁed
the need to learn multiple EBPs to address caseload
demands as a major barrier to implementation (Powell,
Hausmann-Stabile, & McMillen, 2013).
2. Co-occurring problems and comorbidity. Focal EBPs
may not be a perfect match to the structure of psychopathology in most clinically referred youths, for
whom problem co-occurrence and diagnostic comorbidity are common (Angold, Costello, & Erkanli,
1999; Hogue & Dauber, 2013; Merikangas et al.,
2010). Experts in focal EBPs do often treat comorbid
youths, but the treatments are typically not designed
to address the comorbid conditions, and clients with
potentially interfering comorbidities have often been
excluded from trials of focal EBPs (Bearman &
Weisz, 2015). A challenge for everyday implementation is that co-occurring conditions often warrant
treatment in their own right.
3. Flux during treatment. Youth treatment needs in
everyday practice may shift during episodes of care.
Changes in problem severity, functional impairment,
or environmental conditions during treatment may
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lead to changes in what is most pressing, or “primary”
(Weisz, Krumholz, Santucci, Thomassin, & Ng,
2015). Focal EBPs often entail a series of sessions
delivered in a prescribed order, typically built on
sound logic in which early level skills build a foundation for more complex skills. This logic, although
compelling, may not work so well when treatment
needs shift markedly—as when a youth being treated
for depression develops serious conduct problems that
must be addressed during the treatment episode.
4. Insufﬁcient dose. Youths in clinical care often fail
to complete the course of treatment their therapist
had planned. When focal EBP protocols require
completion of multiple logically sequenced sessions, many youths fail to complete the protocol
(see Zhou et al., 2015), leaving application of the
EBP incomplete and potentially violating the logic
of the treatment models. As an example, in a recent
RCT with referred youths in community practice
settings (Weisz et al., 2012), clinicians in one of
the treatment conditions used a focal CBT protocol
(16 sessions) to treat anxiety, another focal CBT
protocol (20 sessions) to treat depression, and a
focal behavioral parent training protocol (15 sessions) to treat conduct-related problems. In this
study, 13% of anxiety cases, 33% of depression
cases, and 52% of conduct cases completed less
than half the number of sessions prescribed in the
protocol; only 65% of the anxiety cases, 60% of
depression cases, and 20% of conduct cases completed 90% or more of the prescribed sessions. In
such situations, many youths may miss the dose
prescribed in the EBP protocol, and perhaps the
dose required to generate beneﬁcial effects.
5. Practitioner choice. Even when practitioners learn to
deliver focal EBPs with sessions in a prescribed order
—as in treatment trials or training initiatives—the use
of the full EBP as prescribed tends to break down
afterward, when the clinicians are free to choose
(Adelman & Taylor, 2003; Chu et al., 2015; Rye &
Kimberly, 2007; Simpson & Flynn, 2007).
Practitioners often gravitate toward using some of
the treatment components, ﬂexibly on an as-applicable basis, without regard to the order prescribed in
the EBP protocol (see Chu et al., 2015).
To summarize, although focal EBPs are excellent in
many ways, they may face implementation challenges
when applied in everyday clinical practice, particularly
by clinicians who have not had previous EBP experience.
It may thus be useful to complement focal EBPs with
approaches designed to address barriers in everyday clinical care. Based on the preceding review, such a complementary approach might include the following
characteristics:
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1. Brevity and efﬁcient learnability. To address the challenge faced by clinicians who have limited funding
and limited time for new learning, the approach might
consist of a manageable amount of content related to
evidence-based intervention, to permit busy clinicians
to learn it efﬁciently, without high cost or serious loss
of productivity.
2. Caseload and comorbidity coverage. The evidencebased content should be appropriate for multiple disorders in a typical clinician’s caseload, and for common forms of comorbidity. For youth treatment this
should encompass both internalizing and externalizing problems for which psychotherapies have been
shown to be effective.
3. Flexibility for ﬂux. The approach should permit
informed and appropriate shifts in focus in response
to changes in treatment needs during episodes of care.
4. Stand-alone elements and skills. To permit selective
use by clinicians, and to beneﬁt youths who do not
stay in treatment very long, the approach should
ideally include components that have the potential
for beneﬁcial effects as solo interventions.
5. Informed by practitioner and researcher feedback. To
enhance prospects for sustained use by practitioners,
and effectiveness with referred youths, the approach
should reﬂect guidance from practitioners on what
features will work in everyday practice and from
treatment researchers on what will be effective.
We designed a treatment protocol with these ﬁve characteristics in mind. To do so, we shifted from a focus on
detailed descriptions of many speciﬁc treatment procedures
to a focus on broad principles of therapeutic change. Using
research literature reviews (e.g., Silverman & Hinshaw,
2008; Weisz, Hawley, & Jensen Doss, 2004), we identiﬁed
ﬁve core principles that (a) are often included in youth EBPs
for common internalizing and externalizing disorders, (b)
have been shown to be efﬁcacious as stand-alone interventions, (c) can be applied to multiple youth problems that
often co-occur, and (d) can be learned efﬁciently. The nature
of the evidence base led us to draw most heavily from
behavioral and cognitive-behavioral models of intervention.
Our principle-guided protocol joins other approaches to
transdiagnostic treatment. Examples include the “uniﬁed
protocol” for treatment of emotional disorders across the
affective-anxiety spectrum in adults (Barlow et al., 2011),
and modiﬁed for children (Ehrenreich-May & Bilek, 2012);
other youth protocols that address internalizing disorders
(Chu, Merson, Zandberg, & Areizaga, 2012; Weersing,
Rozenman, Maher-Bridge, & Campo, 2012); and Modular
Approach to Therapy for Children (MATCH; Chorpita &
Weisz, 2009), which integrates 33 treatment procedures
derived from EBPs for youth disorders and problems in
the anxiety, depression, and misconduct domains. Each of
these protocols meets some, but not all, of the goals

described in the introduction. Except for MATCH, the transdiagnostic protocols address only internalizing problems,
and MATCH is lengthier and more complex, with 33 treatment modules, requiring more training (6 days) than may be
feasible for some clinicians.
We viewed our new protocol as a potential “ﬁrst
course” in evidence-based practice, one that might complement other transdiagnostic treatments by offering a
simpler design and fewer detailed instructions, paired
with a conceptual approach to learning that might enhance
training efﬁciency. The protocol, called FIRST, was organized around ﬁve well-tested principles of youth psychotherapy. It was reviewed by practitioners and
treatment researchers and reﬁned based on their feedback.
We thought the brevity and efﬁciency of FIRST might
make it a useful addition but might also carry a risk:
Shifting from a long list of procedures with detailed
instructions to a short list of core principles more brieﬂy
described might be insufﬁcient to meet clinicians’ needs.
This could undermine the feasibility, acceptability, or clinical effectiveness of FIRST. As an initial step toward
ﬁnding out, we tested FIRST in an open trial.
To provide evidence on FIRST, we evaluated (a) its feasibility for use in everyday clinical practice (examining therapy
process, client engagement, and therapist adherence and competence in using the protocol), (b) its acceptability (examining
therapeutic alliance and treatment satisfaction by youths, caregivers, and therapists), and (c) its potential for clinical beneﬁt
(examining treatment outcomes across multiple measures and
time points). Because MATCH (Chorpita & Weisz, 2009, as
just noted) is similar to FIRST in the youth problem areas
addressed, but much more detailed and comprehensive, we
compared our ﬁndings in the present study to ﬁndings from
MATCH research; we made benchmarking comparisons to
other research, as well, where measures and samples were
comparable to those used in this study.

METHOD
Protocol Development and Reﬁnement
Our review of the youth psychotherapy research literature
and of systematic research reviews (e.g., Silverman &
Hinshaw, 2008; Weisz et al., 2004) led to identiﬁcation of
ﬁve core principles of evidence-based practice with youths.
These principles appear in multiple tested interventions for
different problems and disorders, and each has shown signiﬁcant effects when used alone (Weisz et al., 2004). In
addition, each of these principles can be readily applied to
treatment of anxiety, depression, and conduct problems. The
ﬁve principles are as follows:
●

Feeling calm. This is self-calming and relaxation,
including both progressive muscle relaxation and
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●

●

●

●

quick calming techniques for reducing short-term
situational tension and the accompanying emotional
arousal that can be associated with anxiety, depression,
or conduct problems.
Increasing motivation. Using environmental contingencies to make adaptive behavior more rewarding
than maladaptive behavior, in the context of anxiety,
depression, or conduct-related dysfunction. Motivation
may be enhanced via such standard principles as differential attention and judicious use of praise and tangible rewards.
Repairing thoughts. Identifying and changing biased
or distorted cognitions. The cognitions may be overestimates of threat in anxiety, unrealistically pessimistic or self-blaming thoughts in depression, or bias
toward perceiving hostile intent in others in the case
of conduct-related disorders and problems.
Solving problems. Building skill in sequential problem solving (e.g., identify the problem, set a goal,
think of solutions, weigh the pros and cons, etc.). The
skills may be applied to problems arising from anxiety,
depression, or conduct-related dysfunction.
Trying the opposite. Engaging in activities that
directly counter the behavioral problem. Examples
include graduated exposure for anxiety, behavioral
activation for depression, and practicing adaptive
responses to interpersonal conﬂict in the context of
conduct-related problems.

We integrated these principles to create an initial manual
prototype, then reﬁned it based on feedback from a team of
seven community practitioners (80% female; 57% doctoral
and 43% master’s level) who were experienced in youth
psychotherapy; this involved six 3-hr collaborative meetings
spanning 6 months. The practitioners read draft materials
prior to each meeting, discussed and critiqued them during
the meetings, then reviewed revised drafts prior to the next
meeting. After the ﬁnal clinician feedback, we submitted the
draft to ﬁve prominent treatment researchers for their feedback; all offered detailed comments, and we modiﬁed the
draft based on their input.
Structure of the Protocol
The resulting FIRST protocol was designed for individual
administration to youths, caregivers, and youth–caregiver
combinations as indicated. The protocol included an initial
overview of the ﬁve principles and their potential role in
treatment of youth anxiety, depression, and conduct problems. This was followed by guidelines to assist clinicians
in beginning treatment; a collection of relevant information
from both youth and caregiver to determine initial treatment
target; an understanding of the nature of youth anxiety,
depression, and conduct problems; and materials to help
clients and caregivers understand the nature of these three
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problem areas and the need for intervention. Subsequent
sections focused, in order, on each of the ﬁve psychotherapy
principles, with discussion and examples of how each could
be applied to anxiety, depression, and conduct problems. An
appendix focused on special cases (e.g., how to address
panic disorder or obsessive-compulsive disorder [OCD]
within FIRST), frequently asked questions, and additional
treatment resources for the clinician (e.g., sample fear hierarchies, sample reward system plans), and a research bibliography. A decision tree was used together with weekly
problem reports from youths and caregivers (next) to guide
such decisions as how to sequence treatment steps and
whether or when to shift from one principle or treatment
focus to another.
Youth and Caregiver Participants
Participants were 24 youths who had been referred for
treatment through normal community pathways to one of
two urban community mental health clinics in the northeastern United States. The study was approved by the
Institutional Review Board, with informed consent and
assent obtained by research staff, and compensation was
provided to participants for their time completing study
measures, as per Institutional Review Board review.
Figure 1 shows the steps leading to enrollment.
Youth age ranged from 7.11 to 15.40 (M = 11.03,
SD = 2.69), reﬂecting our effort to carry out FIRST treatment across a relatively broad developmental range. The
lower end of the range was based on the youngest age
level at which study self-report measures were deemed
appropriate; the upper end was based on the approximate
oldest age at which signiﬁcant parental involvement is a
common part of outpatient youth psychotherapy. Half the
sample members were boys; the ethnic composition was
87% White and 13% Latino. One youth lived with adoptive
parents and 23 with biological parents. Annual family
income was below $40,000 for 25% of the sample,
$40,000–$79,000 for 29%, $80,000–$119,000 for 8%, and
$120,000 or more for 25% (three families did not report
their income). Some 54% of caregivers were married, 42%
divorced/separated, and 4% never married. Mean total problems T score was 60.46 (SD = 9.47) on the Child Behavior
Checklist (CBCL) and 55.96 (SD = 11.10) on the Youth
Self-Report (YSR; see Table 1). All youths met criteria for
at least one Diagnostic and Statistical Manual of Mental
Disorders (4th ed. [DSM-IV]; American Psychiatric
Association, 1994) disorder based on a standardized diagnostic interview (see next), and the mean number of disorders was 2.21 (SD = 1.18; see Tables 1 and 2).
Participating Therapists and Clinics
Study therapists were 14 licensed practitioners from two
community mental health clinics. Both clinics served youths
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Family gave permission to be
contacted by project staff (n=94)

Family was contacted by project staff
and invited to do screening (n=91)

Family consented to do screening
and was screened (n=74)

Youth passed screening and family invited to
full pre-treatment assessment (n=66)

Family scheduled full pre-treatment assessment
(n=44)

Family completed pre-treatment assessment (n=33)

Pre-treatment assessment conducted and youth
met inclusion criteria (n=25)

Family consented to participate in the study (n=24)

Family completed initial weekly measures (n=24)

Youth attended first therapy session (n=24)

Youth completed at least two weekly assessments
(n=24)
FIGURE 1 Participant enrollment ﬂowchart.

with a broad range of referral problems. Therapists were
79% female, 93% Caucasian, and 7% Latino, with mean age
of 35.57 (SD = 8.69) and mean years of clinical experience
at 7.96 (SD = 9.16). Some 43% were psychologists, 50%
social workers, and 7% Licensed Mental Health Counselors.
The therapists reported mainly eclectic orientations, with all
indicating they used multiple theoretical orientations for
both case formulation and therapy.
Experimental Design and Study Procedure
The open trial (pre/posttreatment design) was structured to
assess how FIRST would function within an outpatient
community clinic context, including its feasibility and
acceptability, and whether changes in clinical measures
from pre- to posttreatment might suggest potential for clinical beneﬁt and thus readiness for a full randomized

controlled trial (RCT). Because FIRST was comparable in
its problem coverage (anxiety, depression, and conduct) to
the more detailed and extensive MATCH program (Chorpita
& Weisz, 2009), we used data from previous MATCH
studies (Chorpita et al., 2015; Weisz et al., 2012, 2016) as
benchmarks to help interpret the present ﬁndings; missing
comparisons, in the Results section, indicate data for which
no benchmarks were available from MATCH research.
Youths were included only if they met full diagnostic
criteria for one or more disorders within the anxiety,
depression, or conduct-related clusters (based on the
K-SADS; Kaufman et al., 1997; see next). Because evidence (e.g., MTA Cooperative Group, 1999, 2004) suggests that stimulant medication produces larger acute
effects than psychological interventions for the core symptoms of attention deﬁcit/hyperactivity disorder (ADHD),
and because the principles included in FIRST were not
expected to ameliorate attention deﬁcits, impulsivity, or
overactivity, we excluded youths for whom ADHD was
identiﬁed as the primary disorder (but we included youths
with ADHD if they met criteria for an anxiety-, depression-, or conduct-related disorder that was identiﬁed as
primary).
Clinic reception and intake staff were asked to invite
families who inquired about treatment for their 7- to
15-year-old child to be contacted about the study by
our staff. Families who gave permission were contacted
by project staff and screened by phone. Those who met
initial inclusion criteria were invited to a project interview. If the K-SADS in that interview identiﬁed only
one disorder, and it was an anxiety, depressive, or conduct-related disorder, the family was invited to enroll in
the trial. If the K-SADS identiﬁed additional disorders,
treatment priority was assessed, using K-SADS symptom
counts and interference-impairment ratings, plus other
clinical measures in the measurement model (see next).
Project staff and family members discussed these data to
reach a consensus on which disorder should be the
initial focus of treatment. This focus could change later
if the most pressing treatment needs shifted during treatment. Such decisions were informed by weekly data on
youth treatment response (see Measurement Model
section).
Measurement Model
Project measures were selected to provide evidence bearing on (a) the feasibility of FIRST for use in everyday
clinical practice (measures of therapy process, client
engagement, and therapist adherence to the protocol),
(b) acceptability (measures of therapeutic alliance, and
treatment satisfaction by youths, caregivers, and therapists), and (c) potential for mental health beneﬁt (measures of outcome across multiple clinical measures and
time points).

TEST OF PRINCIPLE-GUIDED YOUTH PSYCHOTHERAPY
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TABLE 1
Descriptive Statistics and Outcome Analyses for Measures of Clinical Beneﬁt

Measure
Primary Clinical Measuresb
BPC Total – Parent
BPC Total – Youth
BPC Internalizing - Parent
BPC Internalizing - Youth
BPC Externalizing - Parent
BPC Externalizing - Youth
TPA – Parent
TPA – Youth
CGI
Secondary Clinical Measures
K-SADS – No. of Diagnoses
CBCL - Total Problems
YSR - Total Problems
CBCL - Internalizing
YSR – Internalizing
CBCL – Externalizing
YSR – Externalizing

Slope Estimatesa

Pre

Post

Treatment M (SD)

Treatment M (SD)

9.04
6.12
4.62
2.92
4.42
3.21
7.85
7.54
3.80

(4.61)
(4.57)
(3.44)
(2.77)
(2.98
(2.48)
(1.78)
(1.29)
(.41)

6.25
4.70
3.58
2.74
2.67
1.96
6.25
4.70
2.09

(5.74)
(5.01)
(3.59)
(3.53)
(2.93)
(1.89)
(5.74)
(5.01)
(1.23)

2.21
60.46
55.96
62.17
57.26
56.58
50.96

(1.38)
(9.47)
(10.58)
(11.98)
(11.96)
(11.40)
(10.58)

.88
50.94
43.16
56.18
46.00
47.41
43.16

(1.32)
(11.00)
(10.86)
(11.95)
(11.78)
(7.42)
(10.86)

Slope

95% CI

p

ES

−.80
−.35
−.42
−.12
−.38
−.22
−.78
−.72
−.68

−1.18,
−.61,
−.68,
−.30,
−.57,
−.40,
−1.04,
−1.07,
−.85,

−.41
−.089
−.16
.060
−.19
−.040
−.32
−.37
−.51

< .001
.013
.004
.124
.001
.023
< .001
.001
< .001

.66
.41
.29
.11
.67
.62
1.91
2.66
3.43

−1.29
−8.68
−12.62
−6.08
−11.18
−8.73
−8.62

−2.01,
−14.24,
−17.60,
−11.63,
−17.61,
−15.29,
−13.98,

−.53
−3.12
−7.64
−.53
−4.75
−2.17
−3.27

.009
.012
< .001
.038
.005
.021
.008

.96
.85
1.15
.51
.94
.93
.94

Note: Effect sizes are computed as estimated pre–post Cohen’s d values. BPC = Brief Problem Checklist (Chorpita et al., 2010); Top Problems = Top
Problems Assessment (TPA; Weisz et al., 2011); K-SADS = Schedule for Affective Disorders and Schizophrenia for School-Age Children (Kaufman et al.,
1997); CGI = Clinical Global Impression-Improvement (Guy, 1976); CBCL = Child Behavior Checklist (Achenbach & Rescorla, 2001); YSR = Youth Self
Report (Achenbach & Rescorla, 2001).
a
Results of multilevel modeling analyses estimating the change per log day in the primary clinical measures and pre–post change for the secondary clinical
measures.
b
Primary clinical measures were administered weekly throughout treatment. Means and standard deviations are presented for the ﬁrst and last assessment
points.

Feasibility Measures
Family engagement. Engagement measures included
(a) percentage of scheduled sessions attended, attended on
time, cancelled, and missed due to no-show and (b) whether
treatment was terminated as planned with therapist
agreement versus against therapist advice.

Therapist treatment integrity. Treatment integrity—
including therapist adherence and therapist competence in
delivering the FIRST protocol—was assessed using the
Therapist Integrity in Evidence Based Interventions coding
system for FIRST (TIEBI; Bearman, Herren, & Weisz, 2012;
adapted from a coding system used in Weisz et al., 2012). In
this system, treatment session recordings are coded, in 5-min
segments, for the presence/absence of 19 items reﬂecting
FIRST content. Coding includes therapist adherence (based
on the percentage of 5-min segments in which prescribed
content from FIRST was present) and therapist competence
(skillfulness of delivery, rated from 0 [not at all] to 4 [expert]).
TIEBI coders (N = 7) were bachelor’s- and master’s-level
research assistants in the primary coding system developer’s
laboratory. Coding training consisted of four steps. Coders ﬁrst
observed a full clinician training for the treatment of anxiety,
depression, and conduct, which covered all therapeutic content

included in the FIRST protocol. Next, coders attended a
didactic training in which both the FIRST manual and the
TIEBI coding manual were reviewed in detail, and in which
each item in the coding manual was paired with exemplar
sections of session recordings. Following the didactic
training, coders independently coded three sessions and met
together with the coding system developer to review each
session. Finally, all coders independently coded the same six
sessions, and reliability was assessed against master codes
produced by the ﬁrst two authors of the coding system. To be
permitted to code independently for the study, coders had to
demonstrate mean item agreement for both adherence and
competence that was above the threshold for “good”
reliability (intraclass correlation coefﬁcient [ICC] > .59),
according to the standards recommended by Cicchetti
(1994). All coders scored in the good-to-excellent range for
both adherence, M ICC [2, 2] = .83 (range = .65–.90) and
competence, ICC [2, 2] = .78 (range = .66–.90) on this sample,
and thus qualiﬁed to code the remainder of the sessions
randomly assigned to them.
All client treatment sessions were video-recorded
throughout the study. Sessions in each treatment episode
were randomly selected for coding using the following
procedures: (a) First sessions were omitted (these often
included clinic administrative content), (b) all remaining
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TABLE 2
Diagnostic and Statistical Manual of Mental Disorders (4th ed.)
Diagnostic Composition of Sample

Diagnosis
ADHD (Any Type)
ADHD, Combined type
ADHD, Predominantly Inattentive Type
ADHD NOS
ADHD, Predominantly HyperactiveImpulsive Type
Adjustment Disorder (Any Type)
Anxiety Disorder (Any Type)
Speciﬁc Phobia
Separation Anxiety Disorder
Generalized Anxiety Disorder
Social Phobia
Obsessive-Compulsive Disorder
Posttraumatic Stress Disorder
Panic Disorder Without Agoraphobia
Anxiety Disorder NOS
Conduct-Related Disorder (Any Type)
Oppositional Deﬁant Disorder
Conduct Disorder
Disruptive Behavior Disorder NOS
Elimination Disorder
Mood Disorder (Any Type)
Major Depressive Disorder
Dysthymic Disorder
Depressive Disorder NOS
Bipolar Disorder
Psychosis
Autism Spectrum Disorder
Tic Disorder

Primary, No.
(%)

Anywhere, No.
(%)

0
0
0
0
0

16
6
3
7
0

(66.6)
(25.0)
(12.5)
(29.2)

0
10 (41.6)
0
2 (8.3)
3 (12.5)
2 (8.3)
2 (8.3)
0
0
1 (4.2)
11 (45.8)
5 (20.8)
0
6 (25.0)
0
3 (12.5)
1 (4.2)
0
2 (8.3)
0
0
0
0

1
14
4
3
9
4
2
0
1
5
15
5
0
10
1
5
3
0
2
0
1
1
1

(4.00)
(58.3)
(16.7)
(12.5)
(37.5)
(16.7)
(8.3)
(4.16)
(20.8)
(62.5)
(20.8)
(41.7)
(4.2)
(20.8)
(12.5)
(0.00)
(8.3)
(0.00)
(4.2)
(4.2)
(4.2)

Note: ADHD = attention deﬁcit/hyperactivity disorder; NOS = not
otherwise speciﬁed.

sessions were divided into thirds (early, middle, late phase
of treatment), and (c) 30% of audible sessions within each
phase were randomly selected to be coded. If three or fewer
sessions were available, all were coded. Sessions shorter
than 15 min or longer than 75 min were omitted (these
were typically unrepresentative, e.g., clinic paperwork). Of
the 360 recordings, 107 were randomly assigned by session
phase to the seven coders, who were blind to study purposes. To generate a mean adherence score for each coded
treatment session for each FIRST content item, the number
of 5-min segments in which that item was coded “present”
was summed, multiplied by 5 (number of minutes in each
segment), and divided by the total time of the session in
minutes. The resulting means were averaged across all the
coded sessions for each youth’s treatment episode. To generate a mean competence score for each youth’s treatment
episode for each FIRST content item, each of the global
compentency codes for each “present” item were averaged
across all global competency codes in a given session, and
these means were, in turn, averaged across all coded sessions in the treatment episode.

Over the course of the coding, 31 sessions (29%) were
randomly selected for double coding to assess agreement
between independent coders. Each session was coded by a
random subset of two raters, intended to represent the larger
population of similar raters, and reliability estimates corresponded to a single measurement. Average reliability was in
the excellent range for both adherence, M ICC [1, 1] = .87
(range = .53–.99), and competence, M ICC [1, 1] = .88
(range = .63–.97). We compared FIRST ﬁndings on both
measures to ﬁndings with parallel TIEBI measures
employed to code the modular MATCH program used by
community practitioners with their young clients in two
separate RCTs (both including the standard 6-day clinician
training, and weekly clinician case consultation with
MATCH experts). One of these RCTs (Weisz et al., 2012)
had used the TIEBI to assess MATCH adherence (309
sessions coded), the other (Weisz et al., 2016) had used
the TIEBI to assess MATCH competence (N = 391 sessions
coded). The coding team and training procedures were the
same for the FIRST ﬁndings and for the second MATCH
RCT; for the ﬁrst MATCH RCT, a different coding team
was used, but training procedures were identical. In both
studies, coders were unaware of study hypotheses and study
condition.
Measures of Treatment Acceptability
Youth and parent-reported therapeutic alliance.
Alliance was assessed via the Therapeutic Alliance Scale
for Youths (TASC-C) and Parents (TASC-P). The TASC-C
has shown good internal consistency (α = .84), and 7- to 14day test–retest reliability (r = .65) in samples of clinicreferred youths (Shirk & Saiz, 1992). The TASC-P has also
shown good internal consistency (α = .92) and 7- to 14-day
test–retest reliability (r = .82) in parents of clinic-referred
youth (Shirk & Saiz, 1992). In the current study, the TASC-C
and TASC-P showed alphas of .78 and .83, respectively.
Youth and caregiver satisfaction with treatment.
The Client Satisfaction Questionnaire (CSQ-8; Larsen,
Attkisson, Hargreaves, & Nguyen, 1979) and Youth
Satisfaction Questionnaire (YSQ) were completed by
caregivers and youths, respectively, to assess satisfaction
with treatment received. The eight-item caregiver measure
(CSQ-8; sample item: “In an overall, general sense, how
satisﬁed are you with the service you have received?”) has
been found to be substantially correlated with treatment
dropout, number of therapy sessions attended, and change
in client-reported symptoms (Attkisson & Zwick, 1982).
The eight-item youth measure (YSQ) was developed using
existing satisfaction measures as a guide (e.g., CSQ-8;
Larsen et al., 1979) but using youth-appropriate language
(sample item: “Do you think the help you got here will
make things better for you later on?”). CSQ-8 and YSQ
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items use a 4-point response scale with total scores ranging
from 8 to 32 (higher scores indicate greater satisfaction). In
the current sample, the parent and youth measures showed
Cronbach’s alphas of .91 and .84, respectively.
Therapist satisfaction with treatment. Each time
treatment ended for a project case, the therapist completed
the Therapist Satisfaction Inventory (TSI; Chorpita et al.,
2015) for that case. The TSI is a 16-item therapist-report
measure derived partly from Addis and Krasnow’s (2000)
report on therapist attitudes toward manualized treatments.
A study with 145 youths treated by 77 therapists (Chorpita
et al., 2015) revealed two factors reﬂecting perceived
responsiveness and perceived effectiveness of treatment
(Cronbach’s α = .83 for total score, .82 for responsiveness,
.81 for effectiveness). Total TSI satisfaction scores were
found to be higher for cases in which therapists used a
ﬂexible modular treatment program based on evidencebased elements than for cases in which usual care was
employed; other comparisons showed signiﬁcant
differences on the Responsiveness and Effectiveness
subscales. Cronbach’s alpha for the current sample was .79
for total score, .72 for responsiveness, and .77 for
effectiveness.

Measures of Clinical Beneﬁt
Primary clinical measures: Weekly symptom, target
problem, and clinical ratings. The Brief Problem
Checklist (BPC; Chorpita et al., 2010) is a 12-item
measure of internalizing (six items; scores range 0–12),
externalizing conduct (six items; range = 0–12), and total
problems, developed by applying item response theory and
factor analysis to large samples of data from the CBCL and
YSR. In a psychometric study with 184 clinic-referred 8- to
13-year-olds (Chorpita et al., 2010), the 12-item total score
showed alphas of .82 for parents and .76 for youths, and
correlations between scores on corresponding BPC and
CBCL/YSR scales were substantial (all > .57). The BPC
was used for weekly tracking of problem trajectories. (Note:
The BPC has now been replaced by the Brief Problem
Monitor, which includes ADHD symptoms [Achenbach,
McConaughy, Ivanova, & Rescorla, 2011], but the BPC
was included here to permit benchmarking with Weisz
et al. [2012], in which the BPC was used.)
The Top Problems Assessment (TPA; Weisz et al., 2011)
entails youth and parent severity ratings (on a scale of 0–10)
of the top three problems the youth and parent independently identiﬁed as most important to them in separate
structured pretreatment interviews. Psychometric analyses
in a sample of 178 clinic-referred youths showed substantial
evidence of test–retest reliability (.69–.91, across 5- to 21day intervals), convergent and discriminant validity (in
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relation to standardized problem-report measures), and sensitivity to clinical change during treatment (Weisz et al.,
2011).
The 7-point Clinical Global Impression–Improvement
(CGI) Scale (Guy, 1976) was completed by practitioners
each week to provide their rating of client change relative
to baseline severity: 1 [very much improved] to 7 [very
much worse]. The CGI has been used to assess treatment
response in studies testing treatments for youth anxiety
disorders (e.g., Walkup et al., 2008), youth depression
(e.g., TADS Team, 2004), and youth ADHD (Swanson
et al., 2001). The measure has shown convergent validity
between clinicians and independent assessors ratings of
youth response to treatment (κ = .58; Kratochvil et al.,
2006).
Secondary
clinical
measures:
Preand
posttreatment diagnoses and symptoms. The
K-SADS (Kaufman et al., 1997) was used to diagnose
DSM-IV disorders. Research on the K-SADS has shown
acceptable test–retest reliability (κs = .60–1.00) and
interrater reliability (κs = .60–1.00), and discrimination
between disordered and nondisordered youths (Ambrosini,
2000; Kaufman et al., 1997; Lewinsohn et al., 1994).
Interviewers (minimum postbachelor’s) received 24 hr of
training, with interview simulation, observation, and
feedback. Next, they reviewed and scored six prerecorded
interviews and were required to show minimum kappa of
.80 with expert raters before beginning data collection. A
refresher training workshop was conducted 6 months after
the initial training. Assessors audio-recorded all their
interviews, and a random sample was monitored by
supervisors throughout the study to prevent drift.
The CBCL (Achenbach & Rescorla, 2001) obtains parent
reports on 118 youth/adolescent problems, each rated on a
0–1–2 scale (2 = very true or very often true). Age- and
gender-adjusted T scores for the broadband Internalizing and
Externalizing scales, and Total Problems, were used as outcome measures. CBCL validity and reliability evidence is
strong and extensive (Achenbach & Rescorla, 2001).
The YSR (Achenbach & Rescorla, 2001) is a 112-item
youth-report counterpart to the CBCL. As with the CBCL,
we used T scores for Internalizing, Externalizing, and Total
Problems. YSR validity and reliability evidence is strong
and extensive (Achenbach & Rescorla, 2001).
Pretreatment and weekly medication monitoring.
Medication questions from the Services for Youths &
Adolescents–Parent Interview (SCAPI; Hoagwood et al.,
2004; Jensen et al., 2004) were used to assess prescription
medications for behavioral and emotional problems at preand posttreatment and weekly during treatment. The SCAPI
was administered to parents at each time point, except when
they reported no change in medications. The SCAPI has
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been found to have acceptable test-–retest reliability
(κ = .98; Hoagwood et al., 2004) and to discriminate participants in a randomized trial (MTA) from a local control
group with regard to total daily medication dose (Jensen
et al., 2004). Interviewers (minimum postbachelor’s)
received 2 hr of training, followed by interview simulation,
observation, and feedback.
Therapist Training, Treatment, and Study Procedures
FIRST therapists completed all routine clinic procedures
(including paperwork) and conducted treatment on clinic
premises following usual clinic routines, procedures, and
requirements. At the beginning of the project, the therapists
received one 2-day (14-hr) training. The training combined
didactics, modeling, video illustrations, and practitioner
role-plays with trainer feedback. After training and throughout the study, therapists joined group consultation meetings
1 hr per week, focused on implementation of FIRST with
study cases, and therapists and consultants had web-based
access to the weekly youth and caregiver BPC and TPA
reports. All treatment involved individual sessions, typically
45- to 60-min long, with youths most often, caregivers less
frequently, and sometimes joint youth–caregiver sessions.
All sessions were video-recorded, with subsequent coding
(see Measurement Model section).
Data Analysis Plan
All study analyses were conducted using SPSS Statistics
version 22.0 (IBM Corp, 2013) or HLM 7.01
(Raudenbush, Bryk, Cheong, Congdon, & Du Toit, 2011).
Where our data permitted, we used an intent-to-treat data
analysis strategy, with all youths included who had been
enrolled initially; ITT was not used with measures for which
we had only baseline assessments. In reporting ﬁndings, we
include benchmarking against comparable previous studies
where the same measures were reported (summary provided
in Table 3).
Feasibility analyses were primarily descriptive in nature.
Analyses of trajectories of change across weekly measures
during treatment (shown in Figure 2) were structured as
random-effects three-level multilevel models, estimating
the rate of change over time using all available measurement
occasions for each participant accounting for clustering
within clinicians (see Hedeker & Gibbons, 2006). These
analyses focused on the BPC Total Problems,
Internalizing, and Externalizing measures, the TPA top problem severity ratings, and the therapists’ GGI-I ratings.
Prior to analysis, following Snijders and Bosker (1999),
deviance statistics for both linear and loglinear models
were compared to intercept-only models for each dependent
variable; these analyses suggested either model would be
appropriate, so the loglinear models were selected to facilitate comparison to previous trials using these same

measures (see, e.g., Table 3 in Weisz et al., 2012). To assess
the appropriateness of a three-level modeling approach, the
proportion of variance in model intercepts and slopes at the
youth and therapist levels were computed. Across outcome
variables, between 2.1% and 70.1% of variance in intercept
and between 14.4% and 74.2% of the variance in slope were
at the clinician level. This information was used to compute
the design effect, which takes cluster size into account.
Design effect values ranged from 1.02 to 1.74. In studies
such as this one, which had an average therapist cluster size
of 2, design effects greater than 1.1 are considered nonignorable (Lai & Kwok, 2015), so three level models were
used to analyze the data.
No accepted standard for computing effect sizes for
models like this exists; effect sizes were computed by
using the model parameters to estimate the group mean at
168.28 days (i.e., the average length of treatment), subtracting that estimated mean from the baseline mean, and dividing the difference by the pretreatment standard deviation to
estimate a within-subjects effect size (Hedges’s gav; Lakens,
2013; a version of Cohen’s d for within-subject comparisons), where .20 is considered a small effect, .50 a medium
effect, and .80 a large effect (Cohen, 1988). Negative signs
were changed to positive, such that more positive effect
sizes indicated greater treatment beneﬁt.
Analysis of measures collected only at pre and post
(i.e., the KSADS, CBCL, and YSR) were also analyzed
via three-level multilevel models. Estimates of changes
from pre to post were generated via these models, and
effect sizes were computed by dividing the pre–post
slope by the pre–standard deviation (with negative signs
converted to positive). For both weekly and pre–post measures, all analyses were also conducted a second time,
controlling for medication use.

RESULTS
Preliminary Analyses
To assess the impact of attrition on study ﬁndings, participants without posttreatment data (n = 4) were compared
to those with available data on baseline demographic and
clinical characteristics. No signiﬁcant differences were
found between postassessment completers and noncompleters on age, gender, ethnicity, baseline CBCL
Internalizing, Externalizing or Total Problem scores, baseline YSR Internalizing, Externalizing or Total Problem
scores, or number of parent- or youth-reported K-SADS
diagnoses (all ps > .20). Postassessment completers and
noncompleters did not differ signiﬁcantly in their trajectories of change on the weekly outcome measures (see
next for a description of the trajectory analyses), except on
the CGI, where measure completers showed larger gains
during treatment than noncompleters (p = .047). The two
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TABLE 3
Benchmarking Comparisons of FIRST Findings With Previous Research Findings
Measures of Treatment Process, Feasibility, Acceptability, and Diagnostic Change
Measure

FIRST

Usual Care

Standard EBPs

2 days
24.06 wk.
86.60%
2.27
25.59
12.31
13.27
58.64%

0 daysa
39.35 wk.a
8.47%a
0.93b
23.31c
12.00c
11.31c
24.70%a

6 daysa
28.03 wk.a
92.75%a
NA
23.88c
10.90c
13.00c
52.55%a

6 daysa
30.02 wk.a
82.95%a
2.15b
25.74c
12.28c
13.47c
59.92%a

Slopes of Clinical Change: Brief Problem Checklist and Top Problems Severity
Measure
FIRST
Usual Care
BPC Total – Parent
−.80
−.50a
BPC Total – Youth
−.35
−.44a
Top Problems – Parent
−.78
−.32a
Top Problems – Youth
−.72
−.47a

Standard EBPs
−.59a
−.23a
−.54a
−.34a

MATCH
−.94a
−.67a
−.65a
−.61a

One-Year Change Estimates: Brief Problem Checklist and Top Problems Severity
Measure
FIRST
Usual Care
BPC Total – Parent
−4.72
−2.94a
BPC Total – Youth
−2.06
−2.61a
Top Problems – Parent
−4.60
−1.87a
Top Problems – Youth
−4.01
−2.75a

Standard EBPs
−3.48a
−1.33a
−3.17a
−2.02a

MATCH
−5.55a
−4.04a
−3.84a
−3.57a

Training Time Required
M Treatment Duration
Protocol adherence
Therapist Competence
TSI Therapist Satisfaction Total
TSI Ther. Sat. Responsiveness
TSI Ther. Sat. Effectiveness
% Reduction in K-SADS Dx

MATCH

Note: The table includes only study measures for which benchmarking measure comparisons could be identiﬁed in previous research using Modular
Approach to Therapy for Children (MATCH), usual care, and standard evidence-based treatment protocols. Protocol adherence and therapist competence were
coded from treatment sessions using the Therapist Integrity in Evidence-Based Interventions observational coding system (Bearman et al., 2012). EBPs =
evidence-based psychotherapies; wk. = week; TSI = Therapist Satisfaction Inventory (Chorpita et al., 2015); K-SADS = Schedule for Affective Disorders and
Schizophrenia for School-Age Children (Kaufman et al., 1997); BPC = Brief Problem Checklist (Chorpita et al., 2010); Top Problems = Top Problems
Assessment (Weisz et al., 2011).
a
Weisz et al. (2012).
b
Weisz et al. (2016).
c
Chorpita et al. (2015).

groups also did not differ signiﬁcantly on measures of
treatment feasibility, including process (number of sessions and weeks in treatment), engagement (percentage
of sessions attended and attended on time, agreement
with termination), or integrity (adherence and competence
with FIRST). In terms of acceptability, therapist report of
satisfaction with treatment did differ by group, with satisfaction higher for clients who completed the assessments
(p = .035); families who did not complete posttreatment
assessments provided no data on the youth or parent
satisfaction measures, so we were not able to compare
groups on these measures.
Feasibility of FIRST for Use by Practitioners in
Everyday Clinical Practice
Treatment process. Across the full sample, the mean
number of therapy sessions was 18.63 (SD = 13.05, range =
2–59), and mean treatment duration was 24.06 weeks
(SD = 16.10), somewhat shorter than the mean of 30.02
for the modular MATCH program in Weisz et al. (2012). On
average, sessions lasted 48.6 min (SD = 7.07). Across the 24

treatment episodes, 23 included some involvement of
caregivers in sessions; in those cases, 76.2% of sessions
included some caregiver involvement.

Engagement. Session attendance was high, with
92.7% of scheduled sessions attended, and 98.9% of these on
time. For 68.2% of cases, termination was planned in advance
and agreed upon between therapist and client/caregiver.

Treatment integrity. TIEBI adherence coding showed
that therapists adhered closely to the evidence-based content
of the FIRST protocol. Some 86.6% of the 5-min segments
of each session contained that content (M = 86.60% of the
5-min segments, SD = 26.20), somewhat higher than the
82.95% and the 80.14% found for therapists trained in the
modular MATCH protocol in two previous studies (Weisz
et al., 2012, 2016). TIEBI coding showed mean therapist
competence at 2.27 (SD = 0.80), somewhat higher than the
means of 2.15 obtained for MATCH in the second RCT
noted previously (Weisz et al., 2016).
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FIGURE 2 Mean change over time in weekly youth, caregiver, and therapist measures. Note: TPA = Top Problems Assessments (scores range 0–10, with 10
being most severe); BPC = Brief Problem Checklist (scores range 0–12, with 12 being most severe); CGI = Clinical Global Impression: Improvement (scores
range 1 [very much improved relative to baseline] to 7 [very much worse relative to baseline]).

Acceptability of FIRST
Therapeutic alliance. Caregiver report of therapeutic
alliance on the TASC-P was high, with a mean score of
34.00 (SD = 2.45) out of a possible 36. Youth alliance on
the TASC-C was also relatively high, with a mean of 29.60
(SD = 6.00) out of a possible 36.

Treatment satisfaction. Satisfaction with treatment
was rated high by caregivers using the CSQ (M = 29.11,
SD = 3.51) and youths using the YSQ (M = 28.12,
SD = 3.79), both out of maximum total scores of 32. The
caregiver mean compares favorably to the mean of 26.75
found in a treatment trial using CBT with depressed
adolescents exposed to interpersonal trauma (Shirk,
DePrince, Crisostomo, & Labus, 2014) and 26.80 found in
another treatment trial using CBT to treat children with
anxiety disorders (Khanna & Kendall, 2010). Therapist
satisfaction with treatment was also high. The mean TSI
Total score was 25.59 (SD = 3.54) out of a possible 30, very
similar to the mean of 25.74 for the MATCH modular
program in Chorpita et al. (2015; and that mean was
signiﬁcantly higher than the mean for standard EBPs and
for usual care in the same study). The mean TSI
Responsiveness scale score was 12.31 (SD = 1.94) out of
a possible 15, very similar to the mean of 12.28 for MATCH
in Chorpita et al. (2015; and that mean was signiﬁcantly
higher than the mean for standard EBPs). The mean TSI

Effectiveness scale score was 13.27 (SD = 2.21) out of a
possible 15, very similar to the mean of 13.47 for MATCH
in Chorpita et al. (2015; and that mean was signiﬁcantly
higher than the mean for usual care).

Primary Clinical Measures: Trajectories of Change
Across Weekly Assessments
Descriptive statistics and outcome analyses for the primary
clinical measures are presented in Table 1. On the BPC Total
Problems scale, both parents (slope = −0.80, p < .001,
ES = .66), 95% CI [–1.18, .41], and youths (slope = –0.35,
p = .013, ES = .41), 95% CI [–.61, .089], reported signiﬁcant
improvements over the course of treatment. Similarly, both
reported signiﬁcant improvements in the BPC Externalizing
scores: parents (slope = –0.38, p = .001, ES = .67), 95%
CI [–.57, –.19]; youths (slope = –0.22, p = .023, ES = .62),
95% CI [–.40, –.040]; however, only parent-reported
improvements were signiﬁcant for the BPC Internalizing
scale: parents (slope = –0.42, p = .004, ES = .29), 95%
CI [–.68, –.16]; youths (slope = –0.12, p = .124, ES = .11),
95% CI [–.30, –.060]. Both parents (slope = –0.78, p < .001,
ES = 1.91), 95% CI [–1.04, –.32], and youths (slope = –0.72,
p = .001, ES = 2.66), 95% CI [–1.07, –.37], reported signiﬁcant improvements on the Top Problems measure, and clinicians reported signiﬁcant improvements on the CGI
(slope = –0.68, p < .001, ES = 3.43), 95% CI [–.85, –.51].
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Controlling for medication use. Weekly measures
analyses were repeated controlling for medication use. Nearly
all slopes remained signiﬁcant, except for youth-reported BPC
Total (slope = –0.35, p = .062, ES = .38), 95% CI [–.71, .023],
and Externalizing (slope = –0.20, p = .11, ES = .56), 95%
CI [–.45, .051], scores. Although the p values in these
analyses increased slightly to over .05, the slopes and effect
sizes remained essentially the same, suggesting that this p value
change was largely a function of adding a predictor to an
analysis with a relatively small sample size, rather than a
meaningful change in the magnitude of the slopes.

Secondary Clinical Measures: Pre- Versus
Posttreatment Assessments
Descriptive statistics and outcome analyses for the secondary
clinical measures are presented in Table 1. On the K-SADS,
we found signiﬁcant reductions from pre to post in the total
number of diagnoses. Slope estimates indicated that, on average, the number of diagnoses was reduced by 1.29 (58.64%)
over the course of treatment (p = .009, ES = .96), 95% CI [–
2.01, –.53], from a pretreatment mean of 2.20 to a posttreatment mean of .911; for 81.30% of the sample, the index
disorder identiﬁed as the primary intervention target at pretreatment had been eliminated by posttreatment. The 58.64%
reduction in diagnoses achieved by FIRST can be compared to
the 59.92% reduction achieved by MATCH, 52.55% by standard EBPs, and 24.70% by usual care, in Weisz et al. (2012).
Pre- versus post comparisons on the CBCL Total
Problems, Internalizing, and Externalizing T scores showed
signiﬁcant decreases on all three scales. Slope estimates
indicated that, on average, parents reported 8.68-point
decreases (p = .012, ES = .85), 95% CI [–14.24, –3.12],
on the Total Problems T score; 6.08-point decreases
(p = .038, ES = .51), 95% CI [–11.63, –.53], on the
Internalizing T score; and 8.73-point decreases (p = .021,
ES = .93), 95% CI [–15.29, –2.17], on the Externalizing T
score. In terms of clinical signiﬁcance, at post- compared to
pretreatment, fewer youths scored above the clinical cutoff
on the Total Problems score (pre = 33.3%; post = 11.8%),
Internalizing score (pre = 54.2%, post = 29.4%), and
Externalizing score (pre = 33.3%; post = 8.3%).
Pre versus post comparisons on the YSR Total Problems,
Internalizing, and Externalizing T scores also showed signiﬁcant decreases on all three scales. Slope estimates indicated
that, on average, youths reported 12.62-point decreases
(p < .001, ES = 1.15), 95% CI [–17.60, –7.64], on the Total
Problems T score; 11.18-point decreases (p = .005, ES = .94),

1
Data presented here are model estimates of means and changes over
time that take therapist-level nesting into account. Data in Table 1 are raw
data.
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95% CI [–17.61, –4.75], on the Internalizing T score; and 8.62point decreases (p = .008, ES = .94), 95% CI [–13.98, –3.27],
on the Externalizing T score. At post- compared to pretreatment, fewer youth scored above the clinical cutoff on the Total
Problems score (pre = 17.4%, post = 5.3%), Internalizing score
(pre = 13.0%, post = 10.5%), and Externalizing score (pre =
17.4%, post = 5.3%).
Controlling for medication use. In an additional wave
of analyses, to determine whether ﬁndings differed with
medication controlled, all the analyses of pre–post data were
rerun examining use of medication (n = 10 yes vs. n = 14 no) as
a time-invariant covariate. The ﬁndings showed that decreases
in CBCL Total Problems (slope = −7.91, p = .055, ES = .77),
95% CI [–16.14, .32]; CBCL Internalizing (slope = –4.83,
p = .15, ES = .40), 95% CI [–12.87, 3.21]; CBCL
Externalizing (slope = –7.89, p = .082, ES = .83), 95% CI [–
17.64, –1.86]; and YSR Internalizing (slope = –8.05, p = .062,
ES = .68), 95% CI [–12.87, 3.21], scores were no longer
statistically signiﬁcant. However, the magnitudes of the
slopes were again very similar, and effect sizes remained in
the medium-to-large range, suggesting that the small increases
in p values were likely artifacts of lowered power from adding
a predictor to the models.

DISCUSSION
FIRST was developed as a way to make transdiagnostic
treatment, informed by evidence, accessible to clinicians
who are motivated but have limited time and resources
for new learning. We used as a simplifying framework
the fact that diverse EBP approaches share certain core
principles of therapeutic change. Five such core principles were integrated to form FIRST. We examined the
performance of FIRST across multiple dimensions, with
community clinic practitioners treating clinic-referred
youths.
The ﬁndings suggest that this efﬁcient principle-guided
approach may have potential as a complement to the existing armamentarium of excellent youth treatment programs.
Our data analyses focused in part on measures of the feasibility of FIRST for use in clinical practice and on acceptability to the participants in therapy. FIRST appeared to
generate strong therapeutic engagement and high levels of
satisfaction. Session attendance was strong, with low levels
of missed appointments. There were also relatively high
rates of therapy completion, deﬁned in terms of therapist
concurrence with the decision to terminate. Findings also
showed high levels of therapeutic alliance, as rated by
young clients and their caregivers; scores were high on
questionnaire measures of youth, caregiver, and therapist
satisfaction with treatment. It is important that coding of
FIRST session recordings showed levels of both protocol
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adherence and competence in delivery by therapists to be
slightly higher than adherence and competence scores
achieved by therapists using MATCH in earlier research.
This suggests that the relatively brief training required for
FIRST, combined with modest levels of subsequent group
consultation, was sufﬁcient to produce good ﬁdelity to the
FIRST treatment model.
Other analyses focused on whether FIRST showed evidence of potential clinical beneﬁt. In support of this notion,
we found signiﬁcant improvement on multiple clinical measures. These ﬁndings were derived from pre/post comparisons on standardized diagnoses and on standardized parent
and youth symptom checklists, as well as trajectory of
change analyses of weekly standardized problem reports
by youths and caregivers, weekly severity ratings on the
“top problems” identiﬁed by youths and caregivers at pretreatment, and weekly clinical global improvement ratings
by the therapists.
To put these patterns into context, we provided benchmarking comparisons, where available, with ﬁndings from
previous research with the modular MATCH treatment program (Chorpita & Weisz, 2009). The comparison was useful
because MATCH and FIRST were designed to address
youths within a similar age range and with a similar range
of mental health problems, and because studies with
MATCH and FIRST have both been done in similar clinical
service contexts, with practitioners treating clinically
referred youths. However, the two treatment programs are
designed differently, with MATCH focused on 33 speciﬁc
treatment procedures embodied within modules and FIRST
focused on ﬁve broad therapeutic principles. The MATCH
manual is 267 pages, and training requires 6 days. The
FIRST manual is 98 pages with a 14-page appendix, and
FIRST training requires 2 days. Given these substantial
differences, we would certainly not expect FIRST to outperform MATCH, but benchmarking seemed useful as a
way to determine how much might be lost—in feasibility,
acceptability, and clinical outcomes—when a simpler, principle-guided protocol was used. It is helpful that the
MATCH research also provided some comparative evidence
on feasibility, acceptability, and clinical outcomes associated
with usual clinical care and with standard, focal EBPs (i.e.,
single-disorder treatment protocols for anxiety, depression,
and conduct problems; in Chorpita et al., 2015, and Weisz
et al., 2012).
In general, the benchmarking comparisons (shown in
Table 3) showed more favorable scores for FIRST than
for usual care and standard EBPs, with FIRST and
MATCH rather similar on most measures. On our trajectory of change analyses of the weekly clinical measures,
MATCH showed somewhat steeper slopes of improvement on the standardized problem reports, whereas
FIRST showed steeper slopes than MATCH on the top
problems identiﬁed as most important by youths and
caregivers. On diagnostic change from pre- to

posttreatment, and on several other measures, FIRST
and MATCH were strikingly similar. Without tests of
statistical signiﬁcance, these benchmarking comparisons
are not deﬁnitive, but they do suggest that the principleguided approach represented by FIRST may be sufﬁciently feasible and acceptable and may have sufﬁcient
potential for clinical beneﬁt, to merit further testing.
Certain limitations of the study should be noted. The
purpose was to examine feasibility and determine whether
there was sufﬁcient evidence of treatment beneﬁt to justify
further research. Thus, we used a small sample and an
open trial design, features that impose limitations on statistical power and the interpretation of ﬁndings. Diversity
was also limited, with an 87% White sample, and income
distribution was rather wide. Our sample also appeared
somewhat less severe on CBCL and YSR baseline scores
than that found in some community clinics, and the baseline similarity to benchmarking samples varied across measures; the FIRST sample, compared to benchmarks at
baseline, was similar in number of DSM disorders, somewhat higher in top problem severity, and somewhat lower
in BPC ratings. A useful next step will be a full randomized trial with sample size and diversity sufﬁcient to
provide a rigorous test of the treatment and shed light on
potential moderators of treatment impact. Another limitation, from the perspective of several transdiagnostic treatments noted in the introduction, may be our limited
coverage, in FIRST, of the broad array of speciﬁc treatment procedures available in the EBPs. This reﬂects our
effort to complement the rich procedurally based
approaches already available with a protocol that emphasizes broad principles of therapeutic change more than
detailed descriptions of treatment techniques. Whether
this principle-guided model has value as a complement to
the excellent transdiagnostic approaches currently available
is ultimately an empirical question.
If the principle-guided FIRST approach does prove to
be useful and effective, the clinical implications could be
signiﬁcant, particularly for efforts to implement EBPs in
clinical practice contexts. A treatment protocol guided by
a small number of empirically supported therapeutic principles, and designed for efﬁcient training and ease of
implementation, could help extend empirically supported
treatment to youths across a range of clinical care contexts in which more extensive and expensive programs
might be out of reach. Further testing, within a more fully
elaborated randomized controlled trial, will help evaluate
this possibility.
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