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The aim of this study was to examine the relative effective-

ness of Collaborative and Proactive Solutions (CPS) and

Parent Management Training (PMT) for youth with oppo-
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sitional defiant disorder (ODD) in a community setting.

Based on a semistructured diagnostic interview, 160 youth

with ODD (ages 7–14; 72% male; ethnicity representative

of the wider Australian population) were randomized to

CPS (n = 81) or PMT (n = 79) for up to 16 weekly sessions.

The primary hypothesis was that participants in the CPS

group, treated in a community setting, would exhibit sig-

nificant improvement in ODD, equivalent to that of an

evidence-based treatment, PMT. Assessment was con-

ducted at baseline, post-intervention, and at 6-month

follow-up, using independently rated semistructured diag-

nostic interviews, parent ratings of ODD symptoms, and

global ratings of severity and improvement. Analyses were

conducted with hierarchical growth linear modeling,

ANCOVA, and equivalence testing using an intent-to-

treat sample. Both treatments demonstrated similar out-

comes, with 45–50% of youth in the nonclinical range
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after treatment, and 67% considered much improved. No

differences were found between groups, and group equiva-

lency was shown on the independent clinician and parent-

rated measures. Gains were maintained at the 6-month

follow-up. In conclusion, CPS works as effectively as the

well-established treatment, PMT, for youths with ODD,

when implemented in a community-based setting. As such,

CPS provides a viable choice for families who seek alter-

nate treatments.

Keywords: oppositional defiant disorder; children; randomized
control trial; parent training; Collaborative and Proactive

Solutions

THE CENTRAL CHARACTERISTIC of oppositional defiant
disorder (ODD), as defined in the Diagnostic and
Statistical Manual of Mental Disorders (DSM), is
“a frequent and persistent pattern of angry/irrita-
ble mood, argumentative/defiant behavior, or vin-
dictiveness” (American Psychiatric Association
[APA], 2013). Typically emerging in the preschool
and elementary school years, youths with ODD
exhibit a pattern of oppositional and antagonistic
behavior alongside symptoms of emotional dysreg-
ulation such as irritability and chronic anger
(Nock et al., 2007; Rowe et al., 2010). These
symptoms result in functional impairment in the
home (most commonly), school, or community
settings (APA, 2013).

Over the past 40 years, the conceptualization of
ODD has evolved considerably (Burke et al., 2018,
Murrihy et al., 2010). Once the exclusive domain
of hostile and defiant behaviors, the ODD diagnos-
tic category now includes symptoms of emotional
dysregulation including anger and irritability
(APA, 2013). Historically, ODD had been viewed
as a mild or benign condition, that risked over-
pathologizing “normal” childhood behavior, and
only relevant as a prodrome for conduct disorder
(Loeber et al., 2009; Nock et al., 2007). In recent
years, however, research has shown that ODD is a
“risk marker” for significant physical and emo-
tional impairment (Nock et al., 2007, p. 709).
While both ODD and conduct disorder (CD)
increase the risk for behavioral disorders later in
life, there is a unique risk incurred for ODD for
developing emotional disorders in adulthood
(Boylan et al., 2012; Rowe et al., 2010).

Since the late 1960’s the most extensively stud-
ied treatment for ODD has been Parent Manage-
ment Training (PMT; Barkley, 1997), which,
with child participation, is the “gold standard”
in evidence-based treatment for children with
disruptive behavior (for reviews, see Kaminski &
Claussen, 2017). PMT is based on behavioral
principles, including operant conditioning and
applied behavior analysis, delivered within a social
learning paradigm (Barkley, 1997). Despite the
strong evidence for PMT in treating conduct prob-
lems, it does not work to a satisfactory level for
30–50% of individuals between the ages of 2–14
years (Colalillo & Johnston, 2016; Niec et al.,
2016; Ollendick et al., 2016). Further limitations
include high attrition rates (Chacko et al., 2016)
and therapy gains that diminish over time
(Lundahl et al., 2006). While PMT is considered
one of the “major achievements of the mental
health sciences,” these shortcomings have
prompted researchers to investigate alternative
models (Dadds, 2012, p. 8).

One such model is Collaborative and Proactive
Solutions (CPS; Greene & Winkler, 2019). CPS is
a cognitive-behavioral model that places emphasis
on recognizing cognitive-emotional factors (or
“lagging skills”) in a young person, such as emo-
tion dysregulation. These lagging skills create a
psychological vulnerability, which, when com-
bined with parent expectations that the child
has difficulty meeting, sets the scene for behav-
iorally challenging episodes. The parent and
young person receive training in a problem-
solving approach that proactively and collabora-
tively addresses the “unsolved problem” con-
tributing to challenging episodes, and
simultaneously develops these “lagging skills”
(Greene & Winkler, 2019).

Promising results have been demonstrated for
CPS in two randomized comparison/control trials
conducted in the United States comparing CPS to
PMT (Greene et al., 2004; Ollendick et al., 2016).
In an early study, Greene and colleagues randomly
assigned 50 clinically referred families in a psychi-
atric research setting, with a child aged 4–12 years
who met the criteria for ODD, to a CPS or PMT
treatment condition. While both treatments
resulted in large within-group effect sizes (CPS
1.19; PMT 0.8), there were no significant differ-
ences between PMT and CPS from pre- to post-
treatment. However, 4-month follow-up results
on the maternal-rated ODD Rating Scale (Greene
et al., 2004) and Clinical Global Impression-scale
showed that 60% of children in the CPS condition
demonstrated clinically significant improvement
comparedwith 37%of those in the PMT condition.

A decade later, Ollendick and colleagues (2016)
compared these two treatments in a larger and
somewhat older sample of youth with ODD in a
university research setting. This landmark RCT
compared the treatment outcomes of 134 youths,
ages 7 to 14 years old, randomized to a waitlist
control, CPS, or PMT condition. Both treatment
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groups were superior to the waitlist control for
treating youth with ODD.1 At posttreatment, close
to 50% of youths in the active groups were free
from an ODD diagnosis, and gains continued
through 6-month follow-up. Notably, both of the
aforementioned studies were limited by attrition,
particularly at follow-up (18–46%), and, as noted,
both were conducted in research settings.

The current trial examined whether the findings
from the Greene et al. (2004) and Ollendick et al.
(2016) efficacy trials could be obtained in a real-
world clinical setting utilizing a hybrid design that
incorporated elements of both an efficacy and an
effectiveness trial. Although maximizing internal
and external validity by conducting simultaneous
efficacy and effectiveness trials may be ideal, in
reality, the latter have proven difficult to conduct.
Literature reviews have shown that the gold-
standard criteria for effectiveness trials, as defined
by Weisz et al. (clinical referral, therapists
employed by clinic, service-oriented setting;
1995), are rarely met in most studies. This issue
presents a particular stumbling block to reaching
conclusions about a treatment’s generalizability
(Michelson et al., 2013). As a result, an increasing
number of hybrid clinical trials have emerged that
typically blend randomization with elements of
effectiveness designs, including treatment delivery
in a community-based setting (Kanter et al.,
2015; Sloan et al., 2016).

The overall aim of this study was to investigate
CPS as an alternative treatment option for youth
with ODD under these conditions. The first
hypothesis was that participants in the CPS and
PMT groups, treated in a community setting
regardless of therapist and referral characteristics,
would exhibit significant improvement in ODD
symptomatology and global functioning at post-
treatment. Improvements in oppositional symp-
toms were expected to be maintained at 6-month
follow-up. Second, it was hypothesized that the
improvement in the CPS group would be equiva-
lent to outcomes in the PMT condition, and that
attrition and adherence rates would also be com-
parable. Third, in line with recent research, we
hypothesized that there would be no differences
in treatment outcomes related to elements of effi-
cacy and effectiveness design (Michelson et al.,
2013). In all, it was intended that this study would
strengthen conclusions about the effectiveness and
transportability of CPS by replicating earlier effi-
cacy findings in a community setting.
1 The waitlist condition in this study (n = 11) was discontinued

after the first year of the trial for ethical reasons as none of the
children improved in this condition.
Method

participants

Parents of 7- to 14-year-old youths with behavior
difficulties were enrolled over a 5-year period, via
clinical and community referral. The Center is a
community clinic that provides individual and
group psychological treatment to 5- to 25-year-
olds and is located in North Sydney, Australia.
Young people requiring psychological treatment
for internalizing and externalizing disorders are
typically self-referred or referred by medical practi-
tioners and school counselors. In this study, clinical
referrals constituted 55% of the sample, coming
from health practitioners and school personnel.
The remaining families self-referred in response to
media advertisements. An initial 20-minute phone
screen assessed whether the young person met the
clinical cut-off on the ODD subscale of the Disrup-
tive Behavior Disorder Rating Scale (DBDRS;
Pelham et al., 1992) and provided information
regarding the study’s procedures. In this initial
screen, 232 parents endorsed eligibility criteria.
Of those, 192 families attended the Center to com-
plete a comprehensive pretreatment assessment.
Study eligibility was determined based on the pres-
ence of ODD, which was assessed via parent and
youth questionnaires and a structured diagnostic
interview (Anxiety Disorders Interview Schedule
for DSM-IV, ADIS-IV-C/P; Silverman & Albano,
1996). If deemed eligible to participate in the study,
written consent was obtained according to the UTS
Ethics Committee (HREC 2014000159).

Figure 1 provides a summary flow chart of partic-
ipants through the study. Tomeet criteria forODD,
the DSM states that “criteria are not met for CD.”
Thus, potential participants were excluded if they
were not fluent in English or they met the full diag-
nostic criteria for CD and autism spectrum disorder
(ASD), developmental delay, substance abuse, or
high risk of suicide (note that attention-deficit/hyp
eractivity disorder [ADHD] was not excluded).
The taking of psychotropic medications, prescribed
either before or during the study, was permitted,
and participants were encouraged to maintain a
consistent regime during the trial.

A power analysis, conducted using the simr R
package (Green & MacLeod, 2016) with a med-
ium effect size based on a previous clinical trial
(d = .50), and an alpha of .05, showed that a total
sample of 128 participants with two equal-sized
groups of n = 64 was required to achieve a power
of .80. Assuming a 20% dropout rate, we recruited
80 participants per group.

See Table 1 for sociodemographic characteris-
tics. Study participants were assessed at pretreat-
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ment as having “markedly disturbed” levels of
behavior problems, according to the ADIS-IV-C/
P structured interview (Silverman & Albano,
1996). The mean clinician severity rating (CSR)
scores were 6.76 (SD = .92) on a scale of 0–8. A
primary diagnosis of ODD was present for 81%



Table 1
Sociodemographic Variables and Chi-Square Results for PMT and CPS Groups at Baseline (categorical variables)

Demographic Total

(N = 160)

PMT

(N = 79)

CPS

(N = 81)

v2 p

N (%) N (%) N (%)

Gender 1.28 .26

Male 115 (72) 60 (76) 55 (68)

Female 45 (28) 19 (24) 26 (32)

Age 1.62 .20

7–9 103 (64) 47 (59) 56 (69)

10–14 57 (36) 32 (41) 25 (31)

Ethnicity (mother only) 13.15 .59

Australian 91 (59) 48 (64) 43 (55)

Asian 10 (6) 3 (4) 7 (9)

African 7 (5) 4 (5) 3 (4)

Central/South American 5 (3) 4 (5) 1 (1)

European (Western, Northern, Southern) 29 (19) 13 (18) 16 (21)

European (Eastern) 7 (5) 1 (1) 6 (8)

North America 1 (1) 0 (0) 1 (1)

NZ/Maori/Pacific Island. 3 (2) 2 (3) 1 (1)

Family Structure 5.32 .50

Single Parent 20 (13) 13 (17) 7 (9)

Two Parents 122 (77) 57 (73) 65 (81)

Other 16 (10) 8 (10) 8 (10)

Type of School 1.02 .60

Public 57 (35) 28 (35) 29 (36)

Private 74 (46) 34 (43) 40 (49)

Catholic 28 (18) 16 (20) 12 (15)

Mother Education 7.54 .11

University 117 (73) 57 (73) 60 (74)

High School 19 (12) 14 (18) 5 (6)

Specialist training 17 (10) 5 (6) 12 (15)

Less Yr10 3 (2) 1 (1) 2 (3)

Father Education 6.21 .18

University 109 (68) 55 (70) 54 (67)

High School 19 (12) 12 (15) 7 (9)

Specialist training 20 (13) 6 (8) 14 (17)

Less Yr10 7 (4) 4 (5) 3 (4)

Income .005 .99

Up to $79,999 18 (11) 9 (11) 9 (11)

$80,000–$149,000 44 (28) 22 (28) 22 (27)

$150,000+ 87 (54) 44 (56) 43 (53)

Note. PMT = Parent Management Training; CPS = Collaborative & Proactive Solutions; missing data: ethnicity for mothers PMT (n = 4),

CPS (n = 3); type of school for PMT (n = 1); mother education for PMT (n = 2), CPS (n = 2); father education for PMT (n = 2), CPS (n = 3);

income for PMT (n = 4), CPS (n = 7).
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of the participants and was the primary reason for
referral for all participants; 13% had ODD as a
secondary diagnosis and 6% as a tertiary diagno-
sis. Of those who did not present with ODD as
the primary diagnosis, 49% had ADHD. Almost
the entire sample (96%) had at least one comorbid
disorder (see Supplemental Table 1).

procedure

Assessments were conducted with families at pre-,
posttreatment, and 6-month follow-up. Prior to
the face-to-face assessment interview, the parent
(s) and child completed questionnaires using Qual-
trics software (Version 3, 2016). Independent
assessors then conducted structured interviews at
the clinic (1–2 hours) with separate assessors
assessing the parent/s and child (ADIS-IV-C/P;
Silverman & Albano, 1996). After completing
the assessment, families received a gift voucher of
AUD 100 to compensate for their time and travel.
Assessments began in May 2014 and extended
through May 2019. Assessors were current Mas-
ters of Clinical Psychology interns or experienced
clinical psychologists practicing at the Center,
who completed a 1.5-day training. Diagnostic sta-
tus and severity rating for two interviews was
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required after the training and inter-rater reliabil-
ity had to reach .90. Assessors were masked to
treatment conditions at all three time points. They
were also masked to diagnoses and scores at pre-
treatment and follow-up, but not to diagnoses at
posttreatment because of the necessity of checking
the young person’s progress on disorders identified
at pretreatment. Therapists and supervisors did
not assess cases in which they were involved as
treating or supervising clinicians and were thus
masked to this process.

Once determined eligible, families were ran-
domly assigned, using a block randomization pro-
cedure (to ensure similar group size), to either
PMT (n = 79) or CPS (n = 81). After the initial
assessment, 11% of participants withdrew before
commencing treatment, predominantly citing
logistical reasons (e.g., timetable clashes or work
schedules). Therapists were randomized to treat-
ment conditions. Experienced clinical psycholo-
gists from the Center delivered treatment for
50% of families, and intern clinical psychologists
saw the remaining 50% as part of their supervised
placement program.2

interventions

The parent(s) and young person attended 1-hour
weekly treatment sessions for up to 15 weeks, fol-
lowed by a booster session 2 weeks later. For the 6
months following treatment, participants could
access monthly phone support if so desired. Ther-
apist training consisted of a 1-day workshop,
watching 40 hours of therapy, and weekly clinical
supervision.

Parent Management Training
The PMT condition used a manualized program,
Defiant Children (2nd ed., Barkley, 1997), with
minor modifications by Ollendick et al. (2016).
Both parent and child participated in the sessions.
Barkley’s program comprised a number of core
components, including (a) education regarding
multifactorial causes of problem behaviors; (b)
developing “positive attending” skills; (c) utilizing
differential attending to increase compliance; (d)
giving effective commands, (e) implementing home
reward systems; (f) instruction in “time-out” and
response cost; and (g) use of a contingency system.
In total, 14 therapists delivered treatment in the
2 Intern clinical psychologists in this study were in the first year

of their graduate clinical program (most were on their first or
second placement and had seen relatively few clients). Experienced

clinical psychologists had 6+ years of experience delivering

psychological treatment. A significant difference existed between
the two groups regarding years of experience as a psychologist.
PMT condition, of which 1 was male. Of this
group, just under two-thirds were clinical psychol-
ogist interns (65%), and one-third were experi-
enced clinical psychologists (35%).

Collaborative and Proactive Solutions
CPS treatment focuses on helping parents identify
their child’s lagging skills and reframe their per-
ception of their child’s behavior using this concep-
tualization (Greene &Winkler, 2019). From there,
the parent(s) and young person identify current
“unsolved problems” and are coached in steps to
solve the problems collaboratively and proactively.
Both parent and child participated in therapy. CPS
entails four treatment modules: (a) psychoeduca-
tion and identification of unsolved problems,
which explains the conceptualization of CPS and
identifies the unsolved problems precipitating chal-
lenging behavior; (b) prioritizing unsolved prob-
lems based on their relationship to safety,
gravity, or frequency; (c) learning about Plan A,
B, and C and the concept that parents have a
choice of how to respond to an unsolved problem;
and (d) clinician modeling and coaching the use of
Plan B to help parents and children solve problems
together proactively. A case study illustrating the
use of PMT and CPS can be found in Supplemental
Table 2. In total, nine female therapists delivered
treatment in the CPS condition. Of the clinicians,
64% were experienced clinical psychologists and
36% were clinical psychology interns.

treatment response outcome and
remission measures

Treatment Adherence
Adherence to the allocated therapeutic model was
assessed by having an independent masked rater,
experienced in both therapies, code random audio-
taped therapy sessions using the Session Content
Analysis checklist (Ollendick et al., 2016). The
Session Content Analysis described six therapy
techniques, three items prescribed by the therapy,
and three items proscribed by that therapy. Rat-
ings obtained for the prescriptive items should be
high for the designated therapy (CPS or PMT)
and low across the proscriptive items. For exam-
ple, Item B is “Therapist discussed the specific
child characteristics that appear to be underlying
the child’s problematic behavior.” This item
should receive a high score on a 5-point Likert
scale for CPS therapists and a low score for PMT
therapists. By contrast, PMT therapists should
score high (and CPS therapists, low) on Item D:
“The therapist discussed ways in which parents
could reward good behavior and consequate inap-
propriate behavior.”
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The Anxiety Disorders Interview Schedule for
DSM-IV, Child and Parent Versions
The ADIS-IV-C/P (Silverman & Albano, 1996) are
parallel semistructured interviews used to assess
the presence of psychological disorders, symptom
severity, and interference in youth. Clinicians
interview the parent(s), the young person, and then
combine data to determine whether criteria are
met for diagnosis (and an associated severity rating
score, CSR). The diagnostic cut-off, used as a mea-
sure of remission, is met at a CSR of <4 on a scale
of 0–8. An ODD interview is only included in the
parent version, though it is noted that youth obser-
vation contributes significantly to the combined
CSR score. Although, historically, the ADIS-IV-
C/P has been used for anxiety disorders, research
also shows good reliability and validity for exter-
nalizing disorders (Anderson & Ollendick, 2012;
Ollendick et al., 2016). The reliability of the struc-
tured interview diagnoses was evaluated by having
an independent rater listen to a random selection
of 20% of the recorded interviews, with j = .65
for both the primary and secondary ODD diag-
noses, indicating an acceptable level of agreement
between raters (Cohen, 1960). In addition,
Anderson and Ollendick (2012) demonstrated that
the ADIS-C/P ODD component had convergent
and concurrent validity with gold standard
instruments.

Disruptive Behavior Disorders Rating Scale
The DBDRS (Pelham et al., 1992) is a 41-item par-
ent and child questionnaire developed to measure
symptoms that reflect DSM-IV criteria for ODD,
CD, and ADHD. This study used a version of
the DBDRS, revised by Barkley, to assess a young
person’s behavior (Barkley, 1997). Parents scored
each item on a 4-point scale ranging from 0 (never
or rarely) to 3 (very often). Following Barkley’s
guidelines, each item reaching the threshold score
of two or higher is considered an endorsed symp-
tom of ODD, and recoded with a score of one.
The DBDRS is scored so that participants either
have a score suggestive of a diagnosis of ODD
(four or more of the eight ODD items are
endorsed), or do not meet criteria (scores of 0–
3). The DBDRS has good reliability (in this study,
internal consistency a = .82; in Ollendick et al.,
2016, a = .90) and concurrent validity (Harada
et al., 2004).

The Clinical Global Impression Scale
The CGI (Guy, 1976) comprises two observer-
rated global subscales: the CGI-Improvement
scale, a measure of treatment response that
assesses global improvement by asking: “how
much has he changed?” (1 = very much improved
to 7 = very much worse); and the CGI-Severity
scale, a global impression of the severity of illness
which asks: “how impaired is she at this time?”
(1 = normal to 7 = most severely ill). The CGI
has been widely used to research internalizing dis-
orders and ODD (Ollendick et al., 2016; Zaider
et al., 2003). It has demonstrated good concurrent
validity and sensitivity in detecting treatment
responders from nonresponders (Ollendick et al.,
2016; Zaider et al., 2003).

Results

statistical analyses

Baseline differences between the active treatment
conditions were compared on key demographic
variables and treatment outcomes using chi-
square and t-test statistics. These baseline charac-
teristics were analyzed using IBM SPSS Statistics
for Windows (Version 26.0). All participants ran-
domized to a treatment condition were included in
an intent-to-treat analysis (ITT; N = 160), regard-
less of program attendance. Data was missing
because participants did not attend assessments
or randomly missed completing questionnaire
items. Where possible missing data was imputed
in SPSS, using multiple imputation, the gold-
standard approach for dealing with missing data
(Manly & Wells, 2015). Thirty imputed datasets
were generated for analysis with the number of
imputations to account for the maximum percent-
age of incomplete cases (Manly & Wells, 2015).
Expectation maximization was used for missing
data where analyses were undertaken that could
not accommodate a multiple imputation approach
(i.e., ANCOVA analyses in SPSS and HLGM
undertaken with HLM software). The statistical
significance level set for all analyses was p < .05
(one-tailed).

To study the effects of treatment, the primary
data analytic tool was Hierarchical Linear Growth
Modeling, an advanced regression model for Win-
dows (HLGM, Version 8; Raudenbush, 2019). We
estimated two sequential models. The uncondi-
tional model was initially undertaken, which
examined symptom severity change across time,
with separate analyses undertaken for the DBDRS
and the ADIS CSR. The unconditional model for
each outcome measure was then compared to a
predictor model, which included the addition of
the intervention (CPS vs. PMT) and the covariates
of sex and age to determine whether the full pre-
dictor model better fit the data. Three-way interac-
tions were also examined for time, treatment
group, and age, as well as for time, treatment
group, and sex. Although a quadratic model was
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tested, this was not found to be a better fit than the
linear growth model and so will not be discussed
further. The CGI-S was obtained at two time
points (pretreatment and posttreatment), and the
CGI-I at posttreatment only. Thus, ANCOVA
and chi-square statistics were used to analyze
within and between-group differences for these
measures with the pretreatment score added into
the model as a covariate to adjust for the nested
nature of the data.

In addition to traditional null hypothesis signif-
icance testing, equivalence testing was conducted
to enable conclusions about group comparability
(Rogers et al., 1993). A two one-sided t-test
(TOST) examined whether differences between
treatments were too small to be considered practi-
cally meaningful. Based on the smallest effect size
found in Ollendick et al. (2016), Cohen’s d = 0.6
was the smallest effect size of interest in the cur-
rent study. Therefore, a significant equivalence test
indicates an effect size of d < 0.6. Secondary anal-
yses were conducted using HLGM and equivalence
testing on clinician experience and referral source.

sociodemographic and participant
characteristics

Table 1 shows the demographic characteristics of
the research sample at the pre-intervention phase
for each treatment condition. The two active con-
ditions, PMT and CPS, did not differ significantly
with regards to baseline sociodemographic charac-
teristics (see Table 1). In addition, no significant
Table 2
Means, Standard Deviations and Within-Group Effect Sizes for Tre

Condition Descriptive Time po

Pre-trea

(N = 160

ADIS CSR ODD

PMT Mean (SD) 6.77 (1.

Hedges’ g

CPS Mean (SD) 6.74 (.8

Hedges’ g

DBDRS

PMT Mean (SD) 5.03 (.2

Hedges’ g

CPS Mean (SD) 5.36 (2.

Hedges’ g

CGI-S

PMT Mean (SD) 5.24 (.9

Hedges’ g

CPS Mean (SD) 4.95 (1.

Hedges’ g

Note. Raw data used for above calculations; PMT = Parent Managem

CSR ODD = Anxiety Disorders Interview Schedule, Clinician Severi

Behavior Disorder Rating Scale; CGI-S = Clinical Global Impression –
differences were found between the participants
in the two conditions with regard to pretreatment
clinical severity (see Table 2 for ADIS CSR means
and standard deviations, t(19) = 0.22, p = .83.

attrition

Of the 160 families randomized to treatment, 18
did not attend the first session (11%; see Figure 1).
Treatment completion was classed as seven ses-
sions undertaken, with families having received
the basic requisite skills in these first seven ses-
sions. Six percent of families who commenced
treatment dropped out before completion (3
PMT families and 6 CPS families). Altogether,
133 families went on to meet the criteria for a
completed treatment (PMT = 66 families;
CPS = 67 families), and were seen for approxi-
mately 14 sessions (M = 13.61, SD = 2.34,
range = 7–19 [missing data N = 2]). For clinical
reasons, five families attended more than the 16
sessions offered in the trial. An analysis of the
treatment dosage in the two active conditions
showed no significant differences (PMT:
M = 12.64, SD = 2.67; CPS: M = 13.44,
SD = 3.60; t(138) = -1.49, p = .14).

PMT vs. CPS
Except for two CPS families, all of the completer
families attended the posttreatment assessment
(n = 131). At the 6-month follow-up, 15% of the
PMT completer families (n = 10) and 13% of the
CPS completer families (n = 9) did not return for
atment Response Outcome Measures at Each Time Point

int

tment

)

Post-treatment

(N = 160)

6-month follow-up

(N = 160)

01) 3.77 (2.26) 3.69 (2.1)

1.89 1.83

3) 4.13 (2.19) 3.49 (2.1)

1.68 1.91

1) 2.82 (2.31) 2.80 (2.56)

.98 1.04

07) 3.37 (2.44) 2.99 (2.56)

.79 .88

9) 2.94 (1.67)

1.55

12) 3.49 (1.61)

1.05

ent Training; CPS = Collaborative and Proactive Solutions; ADIS

ty Ratings, Oppositional Defiant Disorder; DBDRS = Disruptive

Severity.
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assessment. Families who did not attend the
follow-up assessment cited difficulties such as
competing commitments or child refusal to attend.
Some other families could not be reached by the
assessors after three attempts. Chi-square analyses
indicated that there was no significant difference in
attrition between the PMT and CPS conditions at
pretreatment, v2 (1,N = 160) = 0.25, p = .61, post-
treatment, v2 (1, N = 160) = 0.12, p = .73, or
follow-up, v2 (1, N = 160) = 0.10, p = .92.

Completer vs. Noncompleter
Results showed no differences between the 27
youth who dropped out (after randomization and
before session 7) and those who completed treat-
ment on pretreatment variables, including the
severity of behavior problems: ADIS CSR v2 (4,
N =160) = 3.37, p = .50.

Experienced Clinical Psychologists vs. Clinical
Psychology Interns
No difference in attrition rates by treatment type
and therapist’s experience were found v2 (3,
N = 142) = 0.41, p = .41.

treatment adherence

All sessions were audio-recorded, and independent
expert raters coded two randomly selected sessions
from 13% of the total cases to assess treatment
adherence (details of these results are provided in
Supplementary Table 13). Results suggest that
PMT and CPS conditions were implemented with
fidelity and without cross-therapy contamination.

treatment response

Descriptive statistics for treatment outcomes,
across the three treatment outcome measures
(ADIS CSR, DBDRS, and CGI-S), by treatment
condition at pretreatment, posttreatment, and 6-
month follow-up can be seen in Table 2.

ADIS CSRs
The CSR mean scores for the two active treatment
groups were similar at posttreatment, with PMT
showing slightly more symptomatic improvement
than CPS (M difference = 0.36, see Table 2 for
raw M’s and SD scores). Both groups maintained
these gains over the follow-up period, with CPS
mean scores improving a further 0.64 points, com-
pared to 0.08 points in the PMT condition.
Within-group effect size values (Hedges’s g) for
both groups were found to exceed convention for
a large effect at posttreatment and follow-up (see
Table 2; Cohen, 1960). While effect sizes for
PMT remained constant between posttreatment
and follow-up, effect sizes for CPS increased
between the two time points from 1.68 to 1.91.
The unconditional HLGM revealed a treatment
effect across time points (p < .001), indicating sig-
nificant decreases in CSRs at posttreatment and
follow-up (see Table 3). Table 3 also displays the
results of the predictor model. Likelihood ratio
tests indicated that the unconditional model fit
the data better than the predictor model (see
Table 3 for model comparisons). There was no sig-
nificant difference in CSR scores across treatment
groups over time. Controlling for sex and age
had no significant impact on treatment outcomes
across the two treatment conditions (see Supple-
mental Table 3 for full predictor model) and no
three-way interaction was observed with regard
to time, treatment group and age, or time, treat-
ment group and sex. The growth trajectory of
youth behavior problems in both treatment groups
showed an equivalent linear rate of decrease in
youth behavior problems (see Supplemental Fig-
ure 1). Equivalence testing findings indicated that
the PMT and CPS groups were comparable at
posttreatment and follow-up (see Supplemental
Table 5). Taken together, these results indicate
that significant improvement in CSR scores
occurred over time in both groups and that no clin-
ically important difference exists between the two
treatment groups, regardless of age or sex.

DBDRS
Mean scores are marginally lower in the PMT
group than the CPS group at posttreatment; how-
ever, this gap narrows by follow-up (M differ-
ence = 0.19; see Table 2 for raw M’s and SD’s).
Within-group effect sizes are large for both PMT
and CPS conditions at posttreatment and follow-
up (see Table 2). The unconditional HLGM
revealed a treatment effect across time points (p
< .001), indicating significant decreases in DBDRS
scores between pre- and posttreatment, and pre-
treatment and follow-up (see Table 4). Table 4
also displays the results of the predictor model.
Likelihood ratio tests indicated that the uncondi-
tional model fit the data better than the predictor
model (see Table 4 for model comparisons). In line
with these findings, there was no significant differ-
ence in presenting symptoms across treatment
groups over time for the DBDRS. Controlling for
sex and age made no significant impact on treat-
ment outcomes across the two treatment condi-
tions (see Supplemental Table 4 for full predictor
model) and no three-way interaction was observed
with regard to time, treatment group and age, or
time, treatment group and sex. The trajectory of
parent-reported ODD symptoms (DBDRS) across
both treatment groups showed an equivalent linear
rate of decrease (see Supplemental Figure 1).



Table 3
Unconditional Model, Predictor Model and Model Comparisons for the ADIS CSR ODD

Unconditional Model

Fixed effect Coefficient SE t df p

For base rate, b0
Intercept, c00 6.398 .106 60.279 159 <.001

For Timepoint slope, b1
Intercept, c10 �1.585 .110 �14.435 159 <.001

Random effect SD Variance component v2 df p

INTRCPT1, u0 .320 .102 86.418 131 >.500

Timepoint slope, u1 .720 .518 152.544 131 .096

level-1, r 1.401 1.964

Predictor Model

Fixed effect Coefficient SE t df p

For base rate, b0
Intercept, c00 6.266 .441 14.045 156 <.001

Therapy, c01 .159 .214 .746 156 .457

For Timepoint slope, b1
Intercept, c10 �1.061 .467 �2.274 156 .024

Therapy, c11 �.047 .221 �.214 156 .830

Random effect SD Variance component v2 df p

INTRCPT1, u0 .316 .100 84.883 128 >.500

Timepoint slope, u1 .726 .527 149.840 128 .091

Level-1, r 1.406 1.977

Model Comparisons

Model Adjustment Unconditional Predictor

Deviance (�2*LL) 1571.19 1581.08

Number of parameters 4 4

Parameter difference � 0

v2 statistic � 9.89

Note. ADIS CSR ODD = Anxiety Disorders Interview Schedule, Clinical Severity Rating, Oppositional Defiant Disorder; LL – log-likelihood.
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Equivalence testing revealed that the PMT and
CPS groups yielded comparable DBDRS scores at
each time point (see equivalence table). Based on
the traditional null hypothesis test and the equiva-
lence test combined, we can conclude that the
observed effect is not significantly different from
zero and is statistically equivalent to zero (see Sup-
plemental Table 5).

CGI-S
When controlling for age, sex and the pretreat-
ment score, the results of the ANCOVA for the
CGI-S demonstrated a significant main effect of
Treatment, F(1, 156) = 5.48, p = .021). Means
demonstrate that PMT (Mpre = 5.24
[SD = 0.99], Mpost = 2.94 [1.67]) had superior
outcomes compared with CPS (Mpre = 4.95
[1.12], Mpost = 3.49[1.61]; see Table 2 for raw
M’s). The growth trajectory presented in Supple-
mental Figure 1 also showed that the PMT group
had a greater initial linear decrease than CPS, and
that the PMT treatment was marginally superior
to the CPS treatment. Equivalence testing for
the CGI-S was not significant (see Supplemental
Table 5). Thus, both the traditional null hypoth-
esis test and the equivalence test combined
demonstrated a clinically important difference
between the two treatment groups, as PMT was
superior to CPS for improving clinician-rated glo-
bal functioning.

secondary analysis: efficacy vs.
effectiveness characteristics

Interns vs. Experienced Clinical Psychologists and
Community vs. Clinical Referrals
Descriptive statistics for treatment outcomes
across two measures (ADIS CSR and DBDRS)
for clinical experience and referral source is pro-
vided in Supplemental Table 6. Aside from age
of participants, no differences at baseline on



Table 4
Unconditional Model, Predictor Model and Model Comparisons for the DBDRS

Unconditional Model

Fixed effect Coefficient SE t df p

For base rate, b0
Intercept, c00 5.009 .162 30.922 155 <.001

For Timepoint slope, b1
Intercept, c10 �1.414 .134 �10.543 155 <.001

Random effect SD Variance component v2 df p

INTRCPT1, u0 1.022 1.045 149.859 125 .064

Timepoint slope, u1 .585 .342 139.218 125 .182

Level-1, r 1.851 3.427

Predictor Model

Fixed effect Coefficient SE t df p

For base rate, b0
Intercept, c00 5.395 .664 8.119 152 <.001

Therapy, c01 .335 .320 1.048 152 .296

For Timepoint slope, b1
Intercept, c10 �1.502 .563 �2.666 152 .009

Therapy, c11 .117 .271 .431 152 .667

Random effect SD Variance component v2 df p

INTRCPT1, u0 .966 .934 135.680 122 .188

Timepoint slope, u1 .623 .388 136.874 122 .169

Level-1, r 1.842 3.392

Model Comparisons

Model Adjustment Unconditional Predictor

Deviance (�2*LL) 1719.18 1718.18

Number of parameters 4 4

Parameter difference – 0

v2 statistic � 1.00

Note. DBDRS = Disruptive Behavior Disorders Rating Scale; LL – log-likelihood
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sociodemographic variables were observed
between interns and experienced psychologists
(see Supplemental Tables 7–8). Age was controlled
for in the analyses to account for this baseline dif-
ference. We explored clinician experience and
referral source as predictors of treatment outcomes
in sensitivity analyses. These analyses involved
adding these variables as main effects, while con-
trolling for age, sex and treatment type, to the full
model. The HLGM model revealed no main effect
for clinician experience (CSR; b = �.017, t = .071,
p = .94; DBDRS; b = .27, t = .93, p = .36), or for
type of referral (CSR: b = .053, t = .23, p = .82;
DBDRS; b= .21, t = .71, p = .46) across time points
(see Supplemental Tables 9–12). No significant
three-way interaction was observed with regard
to time, treatment group and clinician experience
or for time, treatment group and referral source.
The growth trajectory for clinician experience
and referral source showed an equivalent linear
rate of decrease between efficacy versus effective-
ness features (see Supplemental Figure 1). Equiva-
lence testing revealed that the intern clinical
psychologist versus experienced clinical psycholo-
gist groups yielded comparable CSR, DBDRS
and CGI-S scores at each time point. Mean scores
on these measures were also shown to be equiva-
lent for the community referred versus the clinical
referred group at posttreatment and follow-up (see
Supplemental Table 5)

When controlling for pretreatment score, age,
sex and the treatment type, the results of the
ANCOVA for the CGI-S for clinician experience,
F(2, 156) = 1.322, p = .270, and referral source, F
(1, 156) = 6.56, p = .419, were not significant.
Altogether, these results indicate no significant dif-
ferences in outcomes by clinician experience or
referral sources.
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treatment remission

Remission was determined by receiving a score
below the diagnostic cut-off for ODD on the ADIS
CSR scale (CSR < 4), and/or a rating of much
improved (score of 1) or very much improved
(score of 2) on the CGI Improvement scale (see
Table 5). Overall, at posttreatment, on the ADIS
CSR, 40–50% of cases were diagnosis-free with
results revealing PMT had 10% more diagnosis-
free cases than CPS. Both groups maintained gains
at follow-up, with CPS showing an additional 5%
improvement. No statistically significant differ-
ences were observed between the treatment groups
posttreatment or follow-up (see Table 5). Results
from the CGI-I demonstrated that approximately
60–70% of participants were considered much or
very much improved following treatment. Again,
differences between the treatment groups did not
reach statistical significance (see Table 5).

Discussion
In the current hybrid efficacy/effectiveness study,
we aimed to extend outcomes from two earlier
RCTs (Greene et al., 2004; Ollendick et al.,
2016), which found CPS to be an efficacious treat-
ment for ODD on par with PMT, and explore
these findings in a community-based setting. By
adding effectiveness components, this study builds
on previous research, addressing concerns about
the “ivory tower” nature of efficacy research,
and increasing the study’s representativeness to
real-life participants, therapists, and settings. To
our knowledge, this is the first randomized trial
conducted in a routine community clinic that seeks
to compare the effects of CPS, an innovative ther-
apy, to the well-established gold-standard treat-
ment, PMT, for youth with ODD.

Our primary hypothesis that participants in
both CPS and PMT treatment groups would exhi-
bit statistically significant improvement in ODD
symptoms following treatment was confirmed.
So, too, was the prediction that these gains would
remain stable over the follow-up period. On aver-
Table 5
Treatment Remission and Chi-Square Results by Treatment
Condition (PMT vs. CPS)

Measure PMT CPS v2 p

N (%) N (%)

ADIS CSR ODD <4

Post-treatment 33 (50) 26 (40) 1.5 .22

Follow-up 29 (52) 26 (45) .55 .46

CGI-I

Post-treatment 45 (69) 38 (59) 1.63 .20

Note. ADIS CSR ODD = Anxiety Disorders Interview Schedule,

Clinical Severity Rating Oppositional Defiant Disorder, CGI-

I = Clinical Global Impression – Improvement.
age, participants in the PMT and CPS groups
moved from the “markedly disturbed” category
at baseline on the ADIS to below the ODD diag-
nostic cut-off at 6-month follow-up. These out-
comes, drawn from a comprehensive, structured
diagnostic interview with two independent asses-
sors, parent-rated DBDRS, and clinician-ratings
of global functioning suggest that both CPS and
PMT can be used to effectively treat oppositional
youth in an established community clinic.

Researchers working towards developing crite-
ria for the American Psychological Association’s
empirically supported psychological treatments
(Chambless & Ollendick, 2001) have emphasized
the importance of measuring the clinical signifi-
cance of participant outcomes in research trials
(also see Tolin et al., 2015). Treatment remission
measures, including the ADIS structured interview,
and the CGI illness severity and global improve-
ment scales, provide useful information about clin-
ically relevant outcomes. In the current study,
clinically meaningful improvement was observed
on the CGI-S, as participants were found to shift
from a baseline of “markedly ill” to “mildly ill”
at posttreatment. In addition to the clinically sig-
nificant improvement on the CGI-S, the ADIS
assessment also demonstrated that approximately
50% of ODD youth in this study were diagnosis-
free at 6-month follow-up (CPS = 45%;
PMT = 52%), with no statistical difference
between the two groups. Correspondingly, find-
ings from the clinician-rated global improvement
scale (CGI-I) indicated that two-thirds of youth
were “much or very much” improved following
both treatments. Another important indicator of
the clinical significance of treatment effects is the
magnitude of the effect size in each of our active
treatment groups. Our study showed that treat-
ment effect sizes achieved by CPS and PMT for
improving oppositional symptoms were large on
all three measures at posttreatment (ADIS CSR:
PMT g = 1.89; CPS g = 1.68) and follow-up
(PMT g = 1.83; CPS g = 1.91). The large effect
sizes observed underline the practical significance
of both CPS and PMT treatments. Indeed, on all
clinical significance measures, a large proportion
of youth with ODD experienced meaningful
improvement.

Notwithstanding these positive findings, it is
noteworthy that half of the sample did retain a
clinical diagnosis of ODD following treatment.
These results are important to address, as they
are consistent with earlier RCTs that compared
PMT and CPS treatment (Greene et al., 2004;
Ollendick et al., 2016). Albeit speculative, we sug-
gest that the severity of symptoms at pretreatment
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(i.e., 91.3% of the sample scored 6 or above on the
ADIS) may have contributed to these outcomes as
the samples were severely impaired prior to treat-
ment. Moreover, subgroups of participants with
ODD, such as those with callous-unemotional
traits, who have demonstrated poorer treatment
outcomes, may have had an impact (Murrihy
et al., 2010). Identifying these participants and
working to improve their outcomes is important.
In addition, for some families, the treatment time-
frame of 3–4 months may be an unrealistic expec-
tation to observe change, especially when
parenting practices and behavior patterns are long-
standing. In these circumstances, an extended
treatment dosage may be indicated (Sanders,
1999). Other possibilities might be to adopt mod-
ular approaches, in which adjunctive components,
for example, social skills training or parental emo-
tional regulation, are added flexibly to achieve a
personalized treatment protocol (Ng & Weisz,
2016).

Our second hypothesis, that improvement in
ODD symptomatology following CPS treatment
would be equivalent to those outcomes observed
in the PMT condition, was also supported. Out-
come measures, including assessor-rated struc-
tured interviews and parent-rated symptom
checklists, revealed no statistically significant dif-
ference between the CPS and PMT groups, at post-
treatment or follow-up. Moreover, group
equivalency tests on the ADIS and DBDRS indi-
cate that CPS and PMT treatments are compara-
ble. There was one unexpected result, however,
with participants in the PMT condition outper-
forming those in the CPS condition between pre-
and posttreatment on one of the clinician-rated
measures of global functioning that examined
severity of impairment (CGI-S). Paradoxically, a
second clinician-rated measure of global improve-
ment (CGI-I) did not support a difference between
the two treatment groups. One might contend that
the CGI-S, with two assessment timepoints (pre,
post) rather than one (CGI-I, post-only), avoids
retrospective bias and can thus be treated as a
more reliable finding. One possibility for this
group difference on the CGI-S is that the global
score incorporates ODD symptoms and other
symptomatology. Barkley’s PMT protocol was
developed to treat comorbid ODD and ADHD.
Perhaps PMT fared better in global ratings of
impairment because it also impacted ADHD symp-
toms such as impulsivity. Further research that
replicates this finding and examines global impair-
ment at follow-up would be of benefit to clarify
the transdiagnostic effects of PMT and CPS on
comorbid presentations.
Findings indicated that youth in the PMT condi-
tion showed a faster decrease in ODD symptoms
between pre- and posttreatment. Interestingly, this
trend reversed from posttreatment to 6-month
follow-up, with CPS youth improving to a greater
extent than PMT, ultimately closing the gap. It
would be of benefit to investigate both aspects of
this finding further. Specifically, could PMT lead
to a more rapid response and therefore require a
briefer length of treatment overall? Or perhaps
CPS has a sleeper effect, where improvement is
more gradual and might continue beyond the 6-
month follow-up period?

Altogether, these results have confirmed find-
ings from two earlier RCTs (Greene et al., 2004;
Ollendick et al., 2016) that examined the effects
of CPS compared to PMT interventions in youth
with ODD. Importantly, CPS and PMT were both
found to be effective treatments. Attrition rates
were comparable, and the two treatments worked
equally well to reduce ODD symptoms in youth,
extending to 4–6 months after treatment (based
on ADIS ODD, in both Ollendick et al., 2016
and the current study; and ODD Rating Scale
[ODDRS] in Greene et al., 2004).

The equivalent outcomes found for CPS and
PMT in this study are striking given that, concep-
tually, they derive from very distinct rationales.
For example, in PMT, the parent is thought to
be the primary change agent, working to imple-
ment positive strategies to encourage prosocial
behavior (praise, attention) and consistent and
proportional contingencies to counter undesirable
behavior (Barkley, 1997). In contrast, CPS primar-
ily incorporates child characteristics into its etio-
logical model. Changing a parent’s viewpoint to
focus on lagging skills in the child builds empathy
and removes the need for negative parenting prac-
tices (Greene & Winkler, 2019). In addition, the
collaborative relationship developed between par-
ent and child, as they negotiate the problem-
solving process, is considered an active ingredient
of change in CPS (Greene & Winkler, 2019).

One possibility for integrating these findings
and identifying the active ingredients of change is
to examine purported change pathways of PMT
and CPS through mediational and component
analyses (Kaminski et al., 2008; Maric et al.,
2015). Mediators of CPS treatment pathways are
yet to be explored; however, a preliminary study
is planned for a secondary analysis of this dataset
(Dedousis-Wallace et al., 2022). Due to the ubiq-
uitous nature of PMT, most of the mediator liter-
ature has focused on changes in parenting
practices (Forehand et al., 2014). More specifi-
cally, tentative support has been found for changes
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in oppositional symptoms being mediated by
increases in discipline (e.g., appropriate, consis-
tent) and, to a lesser extent, reductions in negative
parenting (e.g., harshness, criticism) and increases
in positive parenting (e.g., praise, effective com-
munication; see Forehand et al., 2014, for review;
Rimestad et al., 2020; Seabra-Santos et al., 2016).
It should be noted, however, that the research is
mixed as approximately half of the studies on
mediators of parental practices reviewed do not
show positive findings (Forehand et al., 2014).
While it appears that parenting practices play a
role as mediators of behavior change, and poten-
tially constitute an active ingredient of change
for youth with challenging behaviors, more
remains to be understood. The next step forward
is to overcome the methodological problems inher-
ent in the sequencing of data collection (Maric
et al., 2015) and move beyond the global dimen-
sions of parenting and explore specific hypothe-
sized change mechanisms (Maric et al., 2015).
For CPS, this might include examining key etiolog-
ical mechanisms such as lagging skills and the
quality of the parent-child relationship as media-
tors for behavior change.

Another pathway from which to derive data
that contributes to an understanding of active
ingredients of change is to examine specific ther-
apy components that lead to effective outcomes
(Leijten et al., 2021). A meta-analysis of parent
training programs for child behavior problems (in-
cluding PMT) has identified components, such as
teaching parents to interact positively with their
child and supporting skills acquisition in session
via active learning (augmented by in vivo practice),
as being associated with larger treatment effects
than programs without these components
(Kaminski et al., 2008). A clear next step for the
research is to identify if these components are
related to greater effect sizes in PMT and CPS
(see Leijten et al., 2021, for review).

In line with our third hypothesis, we found no
differences in treatment outcomes associated with
efficacy and effectiveness features in this study.
Despite expectations by some researchers (see
Weisz et al., 2009) that specialized research thera-
pists/graduate interns (efficacy feature) would out-
perform experienced therapists (effectiveness
feature), this was not the case. So, too, the method
by which clients were referred did not impact
treatment outcomes. It has been argued that par-
ticipants referred by health workers (effectiveness
studies) would have greater comorbidity and com-
plexity, and poorer outcomes, than those referred
through the media or community (Weisz &
Jensen, 1999). No evidence was found to support
this assumption. This study strengthens results
from an earlier meta-analysis that showed that
the mode of referral does not impact the effect of
PMT or the type of therapist employed (see
Michelson et al., 2013). Moreover, these results
build upon earlier efficacy studies (Greene et al.,
2004; Ollendick et al., 2016) by extending the pos-
itive findings for PMT and CPS to a community-
based setting that included effectiveness features.

Although there is a view that older children may
benefit less from PMT than younger children and
that older children might benefit more from CPS
than younger children (see Barkley, 1997, and
Greene et al., 2004), this research did not find this
to be the case. Ollendick et al. (2016) and the cur-
rent study constitute important findings from a
clinical perspective because they suggest that nei-
ther age nor sex significantly impacted treatment
outcome.

The current study’s strengths include random-
ization, a large sample size (N = 160), enabling
greater power, acceptable inter-rater reliability,
adequate treatment adherence, highly trained clin-
icians, validated assessment instruments and an
ethnically diverse and representative sample
(Australian Bureau of Statistics [ABS], 2020).
Most important, the current study builds upon
Ollendick et al.’s efficacy trial (2016) by extending
their findings to a community setting that includes
elements of effectiveness studies. As stated in the
introduction, replicating outcomes is necessary,
and extending delivery to community settings is
essential to ensure treatment generalizability
(Tolin et al., 2015). The inclusion of a 6-month
follow-up period is another important strength of
this study. There is some disagreement in the liter-
ature about whether improvements from PMT
treatments are maintained over time (Kaminski
& Claussen, 2017; Lundahl et al., 2006). Thus,
it was imperative for this study to investigate the
stability of both CPS and PMT outcomes. We
found that consistent with expectations and in line
with two previous RCTs (Greene et al., 2004;
Ollendick et al., 2016), gains made in both treat-
ments were generally maintained between post-
treatment and 6-month follow-up.

Limitations to the present study are important
to consider. These include the omission of a TAU
group, exclusion of youth with CD, ASD, develop-
mental delay, high suicidality and substance abuse,
and an unequal ratio of experienced clinical psy-
chologists across treatment conditions. Although
more experienced clinical psychologists delivered
treatment in CPS than in PMT, this was mitigated
by the fact that both interns and experienced ther-
apists were delivering these specific therapies for
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the first time. Failure of some participants to
attend post- and follow-up assessments was an
anticipated shortcoming and represented a threat
to randomization and statistical power (Chacko
et al., 2016). Of the families randomized to treat-
ment, 18% did not attend postassessment, and
28% did not complete the 6-month follow-up.
To mitigate this, rigorous statistical procedures
were used to ensure that outcomes were represen-
tative of the full sample. Moreover, analyses con-
firmed that those families who completed
treatment did not differ from noncompleters on
baseline variables, thereby indicating group
comparability at the study outset. It should be
emphasized that dropout in this population,
which occurs both before treatment commences
and during treatment, has been recognized as a
significant problem in the literature and would
benefit from greater research attention (Chacko
et al., 2016).

Another limitation may be related to the repre-
sentativeness of the families enrolled in this study.
Two-thirds of the parents in this study had
attained university degrees, and half earned over
USD 101,000/annum. Almost half of the young
people in this sample attended private schools.
Despite this, no differences at baseline on income
level between the two treatment groups were
observed. Demographic data reassuringly shows
that the study sample’s income, education, and
schooling levels match the typical clientele for a
clinic in this region (ABS, 2016). To further
address this potential limitation, we explored the
relationship between income brackets and treat-
ment outcomes. Barring the CGI-I, there were no
differences in treatment outcomes due to income
brackets. Although it is possible that those in the
highest bracket would evidence greater change
due to fewer social stressors and more available
resources (Leijten et al., 2013; Lundahl et al.,
2006), this was not the case here. That said, it will
be imperative for future CPS research to test
socioeconomically and culturally diverse samples.

An important question that remains to be
answered is for whom and under which circum-
stances a clinician might implement CPS or
PMT. Given the differences in PMT and CPS treat-
ments, we would speculate that moderators likely
exist that could act as guides to clinical decision-
making. A wide range of possible moderators have
been implicated, including child and family factors
(e.g., age, maternal depression), intervention char-
acteristics (e.g., components, dosage), and wider-
system factors, such as financial disadvantage
(Dedousis-Wallace et al., 2021, 2022). There
remains much to be investigated, and no published
research has directly compared moderators of
PMT and CPS (although this will be examined in
a secondary analysis of this dataset). Looking at
moderators of PMT alone, the small number of
studies undertaken, and the lack of consistent find-
ings, render conclusions difficult to reach (see:
Dedousis-Wallace et al., 2021, for review). Unrav-
eling moderators by examining variables both con-
ceptually related to CPS and PMT, or empirically
associated with response to these treatments, con-
stitutes the next step in research (Dedousis-
Wallace et al., 2021). Specifically, it will be impor-
tant for future research to focus on delineating
moderators that help guide clinical decision-
making. “Lagging skills” are potential moderators
of interest that, if found to differentiate PMT and
CPS treatment, could be used to guide personal-
ized treatment allocation. In the CPS model, a
child’s “lagging skills” (i.e., cognitive-emotional
deficits) are thought to be the main cause of behav-
ioral challenges, and CPS is hypothesized to indi-
rectly improve lagging skills through engagement
in the problem-solving process (Greene &
Winkler, 2019). If, in line with this hypothesis, it
was found that youths presenting with higher
levels of lagging skills responded better to CPS
than PMT, clinicians might direct families accord-
ingly. A final suggestion to aid clinical decision-
making is to better understand therapist and fam-
ily preferences for treatment, which relates to the
goodness of fit between therapist, family, and
treatment (Dedousis-Wallace et al., 2022). Parents
tend to choose strategies in line with their philoso-
phies and experience (Rahmqvist et al., 2014).
Future research might consider if families are more
likely to engage and adhere to treatment if they are
philosophically aligned with treatment (see
Ollendick et al., 2016).

Last, CPS can be disseminated to community-
based mental health practitioners in much the
same way as has been achieved with PMT. Inter-
ested practitioners working in child psychology
can attend training through Lives in the Balance,
a not-for-profit organization with certified trainers
globally. Training includes didactic instruction
coupled with a supervision period. In Australia,
PMT has been disseminated widely with the sup-
port of government funding (see Triple P;
Sanders, 1999); with similar input, CPS could be
disseminated at scale.

conclusions

To conclude, results from the present study
demonstrate that CPS is as effective as the gold-
standard PMT in reducing symptoms and enacting
clinically meaningful change in youth with ODD
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when delivered in a community setting. Thus, CPS
has the potential to be offered as a therapeutic
alternative for families who are nonresponders to
PMT, families not accepting of the PMT treatment
model or rationale, or who are more philosophi-
cally disposed to the CPS treatment rationale.
Given CPS requires the same length of time for
clinician training as PMT, and an equivalent
dosage, it appears to represent a feasible option
for treating 7- to 14-year-olds with ODD in a com-
munity setting. Future studies should consider two
critical but unanswered questions given the com-
parable success of both treatments: first, what
are the underlying mechanisms of change (i.e.,
mediators), and are they independent, or do they
have some degree of overlap within treatments?
Second, what characteristics of youth and families
might be identified that preferentially respond to
the respective treatments (i.e., moderators)?

Supplementary data to this article can be found
online at https://doi.org/10.1016/j.beth.2022.10.
005.
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