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ABSTRACT

Objective: Almost all of the efforts to study and implement evidence-based practice (EBP) have used individual treatments

as the unit of analysis. A complementary approach using aggregated common elements of multiple individual evidence-

based treatment programs has been introduced. The purpose of this article is to describe a new method for identifying

common elements of EBP and to present common elements resulting from a systematic review of interventions for children

with disruptive behavior problems and their parents. Method: We identified eight individual treatment programs with

established efficacy for children ages 4 to 13 with disruptive behavior problems, reviewed all of the treatment materials

thoroughly, identified core elements of each treatment, and determined which elements were common to at least half of the

programs. The validity of these common core elements was confirmed through a survey of national experts using a

modified Delphi technique. Results: We identified 21 treatment elements that were common to multiple evidence-based

treatment programs. These included therapeutic content (e.g., principles of positive reinforcement, problem-solving skills

training), treatment techniques (e.g., role-playing, assigning homework), aspects of the working alliance, and other

parameters such as treatment duration. Conclusions: Identification of common core elements of EBP has important

implications for efforts to characterize practice, as well as therapist training and implementation of EBP in community-

based service settings. Therapist training and ongoing supervision that builds on common elements of EBP could

potentially improve the effectiveness of care overall. It could also build a strong foundation for targeted individual treatment

implementation efforts by enhancing therapists’ skills and attitudes about EBP. J. Am. Acad. Child Adolesc. Psychiatry,

2008;47(5):505Y514. Key Words: evidence-based practice, conduct problems.

Sustained, effective implementation of evidence-based
psychosocial treatments in usual clinical practice is a
national priority.1,2 Despite widespread publication of
lists of evidence-based treatments in journals,3,4

books,5,6 and the World Wide Web (e.g., http://
www.effectivechildtherapy.com/, http://www.nrepp.
samhsa.gov/, http://cachildwelfareclearinghouse.org), a
large gap remains between knowledge about empirically
supported practice and delivery of usual care.7 Several
promising models for the implementation of evidence-
based treatments have been proposed and are being
tested,5,8 but much remains to be learned about barriers
to dissemination and implementation of evidence-based
practice (EBP) and about how to support its effective
ongoing delivery in community-based settings.
Most of the EBP dissemination models proposed and

the EBP implementation efforts to date have focused on
identifying individual treatment protocols, or manuals,
with empirical efficacy support (e.g., multisystemic
therapy, parentYchild interaction therapy, Incredible
Years), and testing the effectiveness of those protocols
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in practice settings.9Y12 Although efforts to implement
individual treatment protocols in community-based
settings are important to improving care, there may be
limits to relying exclusively on this individual treatment
implementation approach.13 In this article, we discuss
the strengths and limitations of an individual treatment
manual-based implementation approach and present a
complementary approach to operationalizing EBP. This
complementary approach suggests that there are
common elements across multiple individual treatment
protocols for similar disorders and that identification of
these common elements may be a promising approach
to implementing EBP in routine care settings. We then
apply this approach to identify common core treatment
elements for EBP for children with disruptive behavior
disorders. We believe that this approach has the
potential to improve usual practice by increasing both
the feasibility and acceptability of EBP implementation
efforts in community settings that serve diverse children
and families. It also has important methodological
implications for ongoing efforts to characterize treat-
ment processes within routine practice.

Strengths and Limitations of the Individual Treatment

Manuals Approach in Community-Based Practice

The development and use of treatment manuals have
been instrumental in advancing research and knowledge
about treatment efficacy and effectiveness. Clear oper-
ationalization of treatment is essential for research
attempting to monitor or describe treatment or to link
treatment processes to treatment outcomes. To test
whether a particular intervention can work for a particular
population, efficacy trials rely on rigorous, detailed
characterization of treatment processes to train therapists
to implement the intervention and assess the integrity
with which the intervention has been delivered by those
therapists. During the past 2 decades, detailed treatment
manuals have become the standard mechanism by which
treatment processes are operationalized and codified for
training and assessment in efficacy trials. Individual
treatment manuals provide a sound structure for replica-
tion of a psychosocial intervention.14 The careful use of a
manual, along with proper training and supervision,
allows for a genuine test of an intervention with new
settings, therapists, or populations. As such, the develop-
ment and dissemination of individual evidence-based
treatment manuals provide a sensible approach to faithful
implementation of EBP in community care settings.

Individual evidence-based treatment manuals have
other advantages in care delivery. Evidence-based
manuals are usually organized sequentially, providing a
logical rationale for the progression of treatment from
one focus to the next, thus modeling an orderly
progression of treatment. In addition, evidence-based
manuals often incorporate standardized assessment of
symptoms or functioning, which may aid accurate
diagnosis and regular assessment of progress toward
desired outcomes. More explicit attention to outcome
monitoring itself has been associated with care improve-
ments.15 Consumer satisfaction ratings for many EBP
manuals are high,16Y18 providing evidence that struc-
tured, skill-based interventions are often well received by
patients and families. These satisfaction data, combined
with the impressive patient outcome data found in many
trials of individual treatment protocols, provide strong
support for continued efforts to effectively disseminate
and implement individual treatment protocols in
community care settings. However, there may be
limitations to the exclusive use of individual treatment
manuals as mechanisms for widespread and sustained
improvement of mental health care quality. Chorpita
and colleagues13 identified several limitations of the
exclusive use of treatment manuals as the mechanism
for identification and implementation of EBP, includ-
ing methodology, clinical utility, and ecological validity
challenges. Based on our experiences conducting
practice-based research, we share some of these
concerns.
Methodologically, if treatment manuals represent the

sole level of analysis for effective treatment, then any
revisions or adaptations to a manual require new tests of
treatment efficacy and effectiveness, creating unrealistic
demands for research. In addition, overspecification of
interventions can lead to unnecessary duplication
among technologies. A focus on the independent
development of individual manuals for each problem
area and each patient population can foster isolated
research development as opposed to integrated efforts to
aggregate and advance knowledge.13

Clinically, exclusive focus on individual treatment
manuals for defining or implementing treatment may
not be universally accepted by practicing therapists in
usual care settings. Recent studies of therapist attitudes
indicate that although therapists are generally interested
in improving care by integrating knowledge gained
through research trials into their practice, the majority
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do not embrace the use of individual treatment manuals
and many view manuals as rigid and mechanistic.19,20

Researchers who have tried to implement empirically
supported treatments in community-based settings have
highlighted the need to respect the significance of
attitudinal factors that may affect implementation of
EBP.7,21 Even the most efficacious intervention risks
failure to have an impact on public health if therapists
are unable or unwilling to implement it with enthusiasm
and fidelity.

Furthermore, given the large number of manual-
based interventions that have been empirically sup-
ported for a variety of populations and presenting
problems, therapists and policymakers are faced with the
challenge of deciding which one(s) to adopt within and
across conditions14 and how to integrate the use of
strategies from more than one manual if a patient seems
likely to benefit from more than one applicable manual.
This may be especially challenging in community
settings in which therapists serve patients presenting
with highly diverse and complex diagnostic and family
contextual profiles. Research on children and adoles-
cents entering community-based treatment suggests that
diagnostic comorbidity is the rule rather than the
exception, with at least one study reporting a mean of
approximately three diagnoses per child in outpatient
treatment.22

A Complementary Approach: Common Treatment Elements

as the Level of Analysis

For many diagnostic groups, multiple evidence-based
treatment protocols have been developed and empiri-
cally supported.23,24 This is certainly true for children
with disruptive behavior problems (DBPs), and
although the protocols vary in their features and format,
there is also substantial overlap among them. For
example, training parents to properly use positive and
negative reinforcement with their child is often an
important component of evidence-based parent training
programs.17,18,25 Shared treatment strategies likely stem
from a common foundation in operant and social
learning theories for many of the supported treatment
programs. Given the similarities in specific treatment
strategies and in broad theoretical foundation, systema-
tic identification of common treatment elements across
these individual manuals can provide a complementary
approach to individual manual-based efforts to dis-
seminate and implement EBP.

There are a number of arguments for identifying and
selecting elements of empirically supported treatments
that are common across multiple individual treatment
protocols. For therapists from diverse educational and
professional backgrounds, training in common elements
of EBP can provide a foundation for improved practice,
emphasizing the ongoing development of critical
treatment skills that are likely to apply to a variety of
clients. It may be more practical for individual therapists
to learn and master several core elements rather than to
learn several entire treatment protocols. Implementation
models that therapists perceive as more flexible, allowing
tailoring to individual patient needs, may inspire
stronger intentions to change practice and thereby
increase the likelihood that evidence-based treatment
strategies are actually adopted and sustained over time.7

A focus on flexibly applying and individually tailoring
common EBP treatment elements to the client may also
fit better with the diagnostic complexity and comorbid-
ity so common in community-based patient popula-
tions. Common core elements of EBP may be more
readily integrated into ongoing treatments and com-
bined for patients with comorbid problems than could
two or more entire manuals.13 There may even be
common elements of EBP that span diagnoses or
presenting problems. For example, affect management
strategies may be common to empirically supported
treatment programs for a range of problems; specifically,
anger management techniques may overlap quite a bit
with techniques for managing worry or sadness (e.g.,
relaxation, problem-solving, challenging automatic
attributions, distraction). A common elements approach
to implementation of EBP may better meet the diverse
clinical needs of children served in community settings
and may more readily fit within the existing service
context (i.e., organization, therapists).
This common elements approach to EBP also has

potential methodological implications. Identification of
common elements of EBP provides a valuable bench-
mark to use when examining the characteristics of
current practice. For example, efforts to make improve-
ments in care could benefit substantially from increased
knowledge about existing practice patterns, but there is
lamentably little research characterizing treatment
process in usual care.26Y28 Such work is under way by
our team and others to empirically examine the extent to
which elements of EBP are, or are not, delivered in
community-based care. It is not feasible to assess and
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compare usual care treatment to all individual treatment
protocols, but it is possible to compare usual care
treatment to common elements of evidence-based
treatments. Greater knowledge of the extent of diver-
gence and convergence of community-based care with
EBP elements can facilitate future implementation
efforts by revealing common ground to build upon
and predicting treatment elements that may be most
resistant to change.
Although promising, a common EBP elements

approach to examining and/or improving care is highly
speculative and exploratory. Whether this way of
conceptualizing EBP can be operationalized effectively
and translated into methods to improve care must be
tested. Identification of common elements of EBP for
different patient populations is the first step. Although
several specific intervention packages have treatment
fidelity measures, there are few comprehensive taxo-
nomies of treatment elements, so the extent to which
diverse treatment elements can be operationally defined
and reliably assessed has not been established. The
definition and identification of treatment elements
require multiple decisions that rely more on a con-
ceptual understanding on intervention procedures than
on direct guidance from available literature (e.g., how
specific or broad is a treatment element?).13 The
identification of treatment elements as Bcore^ elements
is particularly speculative and will benefit from ongoing
efforts to identify the active or essential ingredients of
successful treatment.29

Chorpita and colleagues13,30 have presented a dis-
tillation and matching model for deriving profiles of
common elements of EBP. They define practice
elements as discrete, operationalizable clinical strategies
(techniques and procedures) that exist within a larger
intervention protocol. They have demonstrated that it is
possible to Bdistill^ out specific practice elements that
are common across multiple evidence-based treatment
protocols for specific disorders/presenting problems.
Their team developed a codebook of 26 practice
elements based on input from practitioners, interven-
tion developers, and other experts. They then coded
individual treatment protocols for the presence or
absence of the 26 practice elements to produce EBP
element profiles for different clinical conditions and
patient characteristics. They have argued that a common
elements approach to EBP may be more compatible and
useful for routine practice settings, and thus has the

potential to guide clinical EBP decision making and
ultimately improve care.30

Although motivated by the same general aims, our
method of identifying common elements of evidence-
based treatment was different from that of Chorpita and
colleagues. We pursued an iterative, open-ended process
starting with the individual treatment protocols as
opposed to selecting practice elements a priori. We also
found it helpful to separate practice elements directed to
children versus parents and to separate therapeutic content
and therapist techniques. In addition, we added practice
elements such as frequency and intensity of treatment.
The Bcase example^ of identifying common core

elements of EBP presented here focuses exclusively on
treatment for children withDBPs. This target population
was selected because the vast majority of youths across
outpatient and inpatient settings in public mental health
service systems are referred for these types of problems,
including oppositional, defiant, aggressive, and/or delin-
quent behavior.31,32 In addition, multiple psychosocial
intervention protocols have demonstrated efficacy for
youth DBPs (for review, see Brestan and Eyberg23, Burns
et al.,33 Carr,34 Kazdin and Weisz,35 and Ollendick and
King36). This work was conducted as a prerequisite step
in our efforts to characterize community-based out-
patient therapy for children with DBPs and to examine
how such care reflects elements of EBP.
The purpose of this article is to describe our method

for identifying common core elements of EBP for
children with DBPs and their parents and to present the
resulting common core elements.

METHOD

To identify common core elements of EBP, we used an adaptation
of the Delphi technique for eliciting expert opinion. The Delphi
technique is a well-established iterative group judgment technique
often used in quality of care research to identify quality of care
indicators in various types of health care, in which the goal is to
identify health care guidelines based on scientific evidence and expert
clinical consensus and contrast these guidelines to usual care
practice.37,38 Our process consisted of three major steps, outlined
below. Our procedure differed from some common applications of
the Delphi technique in that we were interested in identifying and
gaining expert consensus on empirically supported treatment
elements; most quality of care studies seek indicators derived from
both empirical evidence and clinical judgment.

Identification of Treatments With Strong Evidence

of Efficacy

We searched reviews of empirically supported psychosocial
interventions published between 1996 and 2002 to identify
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efficacious treatments for children ages 4 to 13 years with
DBPs.3,23,33Y36,39Y43 We selected the treatments that were identified
in multiple reviews and/or were identified as demonstrating at least
probable efficacy (as defined by the American Psychological
Association’s criteria). The eight selected treatments included
behaviorally oriented parent training (e.g., Incredible Years,44

parentYchild interaction therapy,25 parent management training,45

Oregon Social Learning Center Parent Training;17 Time-Out With
Signal Seat,46 Delinquency Prevention Program,47 and cognitive-
behaviorally oriented youth skills training (e.g., anger coping
therapy,48 problem-solving skills training,49,50 Delinquency Preven-
tion Program51). Notable evidence-based treatments are not
included in this list because they did not meet our criteria for this
patient population. For example, multisystemic therapy52 is a well-
established treatment for DBPs, but most of the trials had been
conducted with adolescents and we were focusing on established
treatments for children ages 4 to 13 years.

Reviewing Treatment Materials and Recording and

Comparing Core Elements of Treatment

We retrieved all of the available supporting materials for these
treatments including treatmentmanuals, research articles, chapters, and
books. Specifically, for six of the eight identified treatment protocols,
we reviewed treatment manuals plus additional articles and chapters.
Treatment manuals were not available for two of the protocols, but we
reviewed eight different sources each for these treatments, including
books and book chapters, as well as research articles.
All of the materials for each of the eight treatments were reviewed

intensively by at least three research team members, including at least
one member with a Ph.D. in psychology. There were eight total
team members, with three with Ph.D. degrees (A.G., K.H., and
M.H.). The purpose of the independent review was to identify the
core elements for each treatment package as presented in the
treatment materials. We chose to review these primary treatment
sources to identify practice elements that were emphasized in the
treatment materials, as opposed to surveying the treatment
developers to identify aspects of the treatment that may be
conceptually or theoretically important. Treatment elements may
be defined with various levels of specificity.13 For example, problem-
solving skills training could be defined as a single treatment element
or broken down into more specific elements representing different
steps or approaches to problem-solving skills training. For the
purposes of this project, we used relatively broad definitions of
treatment elements, such as role-playing and psychoeducation. To
be considered a core element, the materials must have emphasized
the use of the treatment strategy in the protocol, as reflected in
duration or frequency of use and/or explicit details about how to use
the strategy. Each individual coder produced a preliminary list of
core treatment elements based on their review of the treatment
materials. Then the small group assigned to each treatment met to
reach consensus on the core elements for the treatment. Finally, the
small group presented the list of core elements to the full group for
review, discussion, and consensus on the core elements of each
treatment. Whenever there was disagreement, the materials were
reviewed again until consensus was reached by the full group. On
review of the treatment materials, we determined that it was most
helpful to characterize the core treatment elements in the following
four categories.

Therapeutic content. What is conveyed in treatment (i.e.,
the information, knowledge, or understanding that the therapist is
trying to impart to the child, parent, or family). Examples include

problem-solving skills, appropriate limit-setting, and principles of
positive reinforcement.

Treatment technique. How the therapist conveys therapeutic
content to the child, parent, or family (i.e., the techniques of
psychotherapy). Examples include role-playing, homework, and
providing positive reinforcement.

Aspects of the working alliance. Aspects of the therapistYpatient
relationship that are explicitly addressed in the treatment plans,
including attention to mutual agreement on therapy goals and the
development of rapport.

Treatment parameters. Modality, frequency, duration of treat-
ment, and targeted participant (e.g., child, parent, entire family).
Following review and consensus of each of the eight interventions,

core treatment elements were tallied and compared. A treatment
element was defined as common if it was found in a majority of the
evidence-based interventions reviewed. Given the distinction
between parent-directed and child-directed interventions, the final
list of elements was separated by target (Table 1).

Surveying Experts to Achieve Expert-Opinion Consensus

Consistent with the Delphi technique, we surveyed experts to
assess the consensual validity of our list of common elements of EBP
for children with DBPs. One objective way to identify experts was to
identify the authors who published on the efficacy of the treatment
protocols included in the study. So, we sent our initial list of
common core elements, with brief working definitions, to 10
primary authors of the eight treatments that we had identified and
asked them to rate whether they agreed with the selection of each
element as a common core element of EBP for this patient
population. We also asked them to add any elements that they
believed may have been missing. Nine of the 10 experts responded;
we were unable to contact the remaining individual after multiple
attempts. Of the nine respondents, seven returned completed
surveys. One reported that she did not have current expertise in
treatment for DBPs because she had not been working in this area for
a considerable amount of time; the other indicated that he did not
wish to participate in the exercise.
We required that elements be endorsed as valid by at least six of

the seven (86%) respondents to remain on the final list of common
core elements. All of the elements listed in our preliminary list were
endorsed by at least 86% of the expert respondents, and no
additional common elements were noted by the experts. Therefore,
the final list of elements did not differ from the preliminary list
submitted to the experts.

RESULTS

Review of eight evidence-based treatments for
children ages 4 to 13 with DBPs yielded several
elements common across the individual treatment
protocols. The final set of common core elements is
presented in the tables. Table 1 lists the common core
elements for parent-mediated interventions, which
included the behaviorally oriented parent-training
interventions and parentYchild interaction therapy and
youth skills training interventions, which included the
cognitive-behaviorally oriented youth skills training and
anger management. Brief definitions of these treatment
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elements are also provided. Table 2 presents the
common elements of the working alliance and treatment
parameters across all eight interventions.

DISCUSSION

We identified treatment elements that were common
across multiple evidence-based treatment protocols for

children with DBPs (including parent-training and
individual youth skills training treatments). Expert
reviewers endorsed the final list of common elements
of EBP. These common elements of EBP included
therapeutic content, treatment techniques, aspects of
the working alliance, and treatment parameters.
This work complements and expands the work of

Chorpita and colleagues,13 who derived EBP element

TABLE 1
Common Core Elements of Evidence-Based Practice for Children With Disruptive Behavior Problems and Their Parents/Caregivers

Label Description
Parent-Mediated
Interventions

Youth Skills
Training

Interventions

Therapeutic content
Principles of positive reinforcement Behavioral principles including strategic attention; labeled praise;

physical, verbal, and material reinforcement; shaping; and
behavioral reward systems

X

Principles of effective
limit-setting/punishment

Behavioral principles including punishment, extinction,
time-out, response cost, giving commands, and limit setting

X X

ParentYchild relationship building Quality of the parentYchild relationship and how to improve it
through affection, avoiding criticism, positive play, building
mutual empathy, and addressing attachment issues

X

Problem-solving skills Methods to generate alternative solutions, evaluate options,
consider consequences of each option, and provide
self-rewards

X X

Anger management Methods to manage/modulate anger including perspective
taking, recognizing triggers of anger, relaxation skills

X X

Affect education Understanding, identifying, and labeling emotions; recognizing
physical and environmental cues of emotions

X

Anticipating/training for setbacks Forecasting future setbacks, relapse prevention X
Treatment techniques
Delivering positive reinforcement Rewarding positive behavior with labeled praise; physical, verbal,

or material reinforcement; shaping; behavior reward systems;
strategic attention

X

Delivering punishment/limit-setting Setting limits, activating response cost, ignoring negative
behavior, giving time-out, delivering commands, punishment

X

Psychoeducation/didactics Teaching through didactic instruction or explanation, video or
biblio-instruction about topics such as psychopathology,
nature of child/family’s problems, treatment principles, and
child development

X X

Assigning and reviewing homework Assigning and/or reviewing tasks to complete between sessions
including setting up behavior charts for implementation at
home, practicing skills

X X

Role-playing/behavioral rehearsal Practicing/rehearsing skills in vivo or reenacting a hypothetical
situation in session

X X

Modeling Therapist demonstration of skills through live, imaginal
(describing use of skill in hypothetical situation), or videotape
methods; also includes peer modeling

X X

Providing materials Providing literature, audiotapes/videotapes, notes to
parents/client

X X

Reviewing goals and progress Reviewing previous work/themes and progress toward meeting
established goal

X X
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profiles from review of multiple individual treatment
models for different diagnostic categories, assessing for
presence of predetermined practice elements. Our
method was somewhat the reverse. First, we identified
the evidence-based treatment protocols for a specific
patient population (children with DBPs) and then we
used an open-ended, iterative process to identify
common core elements found in the protocols. This
approach was used to ensure comprehensive representa-
tion of all of the possible elements in the treatments.
The separate categories of elements (e.g., techniques
versus content) evolved in a bottom-up fashion, from
review of the treatment protocols. We also determined
that it was important to distinguish elements that were
common to parent-mediated interventions as opposed
to child-focused interventions. This approach also
expands on that of Chorpita and colleagues13 by
including treatment parameters such as duration and
aspects of the working alliance. Although we used a
different method, many of our resulting common
elements are consistent with practice elements identified
by Chorpita and colleagues13 as common in EBP for
childhood DBPs. Specifically, the seven most com-
monly represented practice elements in the Chorpita et
al. practice profile for children with disruptive behavior
disorders are limit setting, time-out, ignoring, parent
praise, problem-solving, psychoeducation of parents,
and tangible rewards. These practice elements generally
map onto our list of common elements of EBP. The fact
that two separate processes yielded several overlapping
common EBP elements lends significant consensual
validity to the identification of common elements.

The identification of common core elements of EBP
has significant potential applications in research and
practice. For research, these common elements can serve
as benchmarks for quality of care research or other types
of observational studies attempting to characterize
existing services. Coding systems could be developed
to capture use of these practice elements in research-

based treatment or usual care treatment. Contrasting
usual care treatment to multiple individual treatment
protocols would be more difficult and potentially less
informative (i.e., the extent to which usual care reflects
the specifics of any one treatment may be limited).
Thus, identification of common elements of EBP
provides the methodological groundwork for current
studies examining community-based practice to deter-
mine how similar or dissimilar it is from EBP.27

Research characterizing existing services may prove
indispensable to informing quality improvement efforts
and EBP implementation approaches.26,28

For practice, a common elements approach holds
promise for innovative clinical training and implemen-
tation efforts. Hypothetically, a training effort based on
common elements of EBP for children with DBPs may
target a few common core techniques (e.g., role-playing,
modeling) and content (e.g., problem-solving skills,
principles of positive reinforcement) and provide
intensive training and follow-up supervision on these
elements. As a start, identification and definition of
common core elements of EBP provide a useful
language to clinicians. A common elements approach
to EBP could be combined with therapist training
techniques that have shown success in changing
therapist behavior (e.g., behavioral rehearsal with feed-
back, video model exemplars of the use of the common
EBP elements, discussion of cases, printed materials and
skill checklists, ongoing supervision and reinforcement
for the new practice behavior53) and tested for feasibility
and effectiveness.
Training in common EBP elements would serve two

purposes. First, it could improve the basic competencies
of therapists and enhance the use of common elements of
EBP in usual care, thus enhancing the average effective-
ness of current practice (i.e., raising the common
denominator). Second, training in common elements
of EBP could serve as a foundation for future efforts to
implement specific, individual evidence-based treat-
ments. A service system or agency, for example, may
consider using a broadly implemented common ele-
ments approach as a first preparatory step for future
efforts to implement individual treatments for specific
populations. Our conversations with therapists in
community-based service settings indicate that therapists
are interested in learning more about EBP and the focus
on common elements is more Bpalatable^ than the focus
on individual treatment manuals for many therapists. If

TABLE 2
Aspects of Working Alliance and Treatment Parameters Common

Across Evidence-Based Manuals

Working Alliance Treatment Parameters

Consensual goal setting At least 12 sessions
Building rapport/affective bond Approximately 1-hour sessions

Meet at least once weekly
Both child and parent participate
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