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It is becoming increasingly evident that paedia-
tricians and general practitioners play a key
role in assessing and treating children with
mental health problems. A recent national sur-
vey in England and Wales found that paediatri-
cians are probably treating more emotional and
behavioural disorders in children and young
people than any other single professional group
and that, on average, this group of patients
comprises one fifth of their referrals.1 In one
large survey in the UK, almost one quarter of
7–12 year olds from a large urban area visiting
their general practitioner had a psychiatric
disorder,2 and more than half of the children
attending a child mental health clinic in a six
month period had been referred by their
general practitioner.3 In the USA, a large study
of 7–11 year old children referred to paediatric
clinics found that almost one quarter had a
diagnosable mental health disorder, with a fur-
ther 42% showing threshold disorders.4

The particular role of general practitioners
and paediatricians has been highlighted in the
recent NHS Health Advisory Service report
“Together we stand”,5 which resulted from a
thematic review into child and adolescent
mental health services (CAMHS) in England
and Wales. The importance of closer working
relationships between practitioners of a wide
variety of disciplines is emphasised and a stra-
tegic and tiered approach to commissioning
and delivering child and adolescent mental
health services is presented, albeit without sup-
porting evidence on how best to achieve this. In
the four tier framework, tier 1 includes profes-
sionals such as general practitioners, social
workers based in the community, school
nurses, and health visitors, who usually make
the first contact with children and their
families. Tiers 2, 3, and 4 consist of specialist
child and adolescent mental health profession-
als working in increasingly restrictive treatment
settings through to inpatient provision. The
importance of identifying, supporting, and
strengthening professionals in the first tier,
responsible for making preliminary formula-
tions of the most appropriate treatments for
many of these children, is stressed in “Together
we stand”. However, a regional survey found
little evidence of protocols, such as referral
guidelines, being used across tiers; it also found

that general practitioners felt overwhelmed in
dealing with child mental health diYculties.6

EVIDENCE ABOUT THE EFFECTIVENESS OF

TREATMENTS IS NEEDED

General practitioners and paediatricians, who
may not have substantial training in child men-
tal health, will look in part to published work
when planning treatment or referral. There is
increased recognition that clinical practice
benefits from research evidence of the most
eVective treatments.7–9 However, the strength of
evidence based clinical decisions will depend
on the quality and relevance of the evidence
and on its interpretation.

Research on the eVectiveness of treatments
for children has lagged behind that of treat-
ment for adults and has tended to focus more
on pharmacological, cognitive, and behavioural
treatments than psychodynamic methods or
work with families.10 For example, the eVective-
ness of behaviour modification for children11

and the treatment of well defined conditions
such as enuresis12 13 has been demonstrated and
a great deal of information has been amassed
on pharmacological methods for the treatment
of attention deficit hyperactivity disorder.14 15

However, the indications and contraindications
for particular forms of child psychiatric treat-
ment are often uncertain.16

Questions have been raised about the
relation between carefully controlled trials of
specific treatments and the provision of child
mental health services in the community.
Although the benefits of many clinical inter-
ventions have been demonstrated in controlled
clinical trials, small to negligible eVects tend to
be found when they are tested in “real world”
settings.17 In the real world, children present
with complex diYculties and they may need a
range of integrated services that change over
time. Good science requires treatment to be
uniform, well documented, explicit, and logi-
cal; however, good clinical treatment is indi-
vidualised for the child and family, compatible
with the clinician’s style, intuitive, and attentive
to the relationship with the child and family.14 18

THE POLITICS OF EVIDENCE BASED MEDICINE

Because decisions to allocate resources and
make policy decisions are increasingly in-
formed by research evidence, it is timely to
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deliberate on the implications of evidence
based services and to emphasise the
importance of evaluation within a framework
that allows for the assessment of a broad range
of interventions. The meaning of evidence
based practice is sometimes incorrectly inter-
preted to mean that only evidence from
randomised controlled trials (RCTs) is accept-
able in determining appropriate treatment
methods.19 Although experts in evidence based
medicine agree that this is not the case,20 there
is a need for increased debate about the role of
diVerent types of evidence and the ways in
which evidence from diVerent kinds of studies
should be synthesised in reviews.

Evaluative research is not just a technical
activity but an inherently political activity con-
ducted within contexts where many parties
have a stake in the outcome.21 In every situation
there will be a variety of competing interests
and pressures to “misuse” or change the evalu-
ation results.22 One has only to read papers dis-
cussing the Fort Bragg study to note the
amount of dissent that can arise from an evalu-
ation of an alternative way to organise child
mental health services.19 23 24 Thus far, the main
conclusion of the Fort Bragg evaluation has
been that there needs to be a stage between
evaluating specific treatments in clinical trials
and evaluating their integration into a
system.25–27 Each separate component needs
first to be evaluated in the real world. However,
the ramifications of the study’s failure to iden-
tify clinical diVerences between the reorganised
system of care and more traditional, frag-
mented services have been noted by policy
makers, with the suggestion that clinicians are
loathe to acknowledge the possibility that they
may not be providing eVective treatments.28

There will be diVerent levels of interest in,
and commitment to, evaluation research. It
may seem that scientists are single minded in
their eVorts to create “pure” designs and to
measure outcomes precisely; sometimes poten-
tially to the detriment of clinician–client
relations and generalisability of the results. In
contrast, policy makers or funding authorities
want to know about services in context: about
what works for their particular constituency.
The Cochrane collaboration model of compil-
ing systematic reviews of evidence argues that,
when they exist, most weight should be given to
carefully controlled trials,29 but this approach is
inclined to provide answers to questions that
are easily addressed with existing research
methodologies. It does not necessarily address
all the challenges posed by clinical needs.
Account should also be taken of factors such as
the innovation of a treatment or intervention,
the cultural context of service provision, and
the generalisability of the treatment oVered
during a controlled trial.

Policy makers in the USA have suggested
that the pursuit of elegant methodology has at
times been detrimental to intervention pro-
grammes for disadvantaged children and fami-
lies and cultural minorities.30 Depleted com-
munities require comprehensive, multifaceted
strategies to enable young people to move out
of poverty and despair, while evaluators have

tended to design programmes with one or two
specific outcomes in the interests of science.
Such an approach may generate scientifically
valid recommendations that are, nevertheless,
of limited value in clinical practice. Pragmatism
may require the adaptation of the dictates of
scientific rigour. It is necessary for providers of
care to be willing to work closely with
researchers to help discover which interven-
tions are eVective in the real world,25 to formu-
late important (not just easy) questions, and to
develop relevant research methodologies that
will enable investigators to answer those
important questions.

ECOLOGICAL VALIDITY OF THE RANDOMISED

TRIAL

To demonstrate that interventions are useful in
the real rather than the “experimental” world,
it is necessary to demonstrate ecological
(sometimes called external) validity: the extent
to which experimental findings can be general-
ised across diVerent persons, settings, and
times.31 Although there have been repeated
calls for RCT studies to assess child mental
health services,32 33 there are many obstacles to
conducting randomised experiments of any
kind in real life settings, even when a treatment
is clearly defined and well established.31

Although in theory these might be very
valuable, a number of specific problems are
likely. Many treatment trials have been targeted
at potentially biased clinical samples. The care-
giver’s, rather than the child’s, needs are often
the primary determinants of seeking psychiat-
ric services, and many more children with
similar levels of diYculty are not included in
those samples.10 Clinicians may, with the best
intentions, bias samples by resisting inclusion
in scientific trials if they feel that the child or
family is particularly vulnerable; the actual
treatment might not accurately reflect stated
goals; and an inability to ensure blindness of
clinicians may create conditions where com-
pensation with control subjects lessens the dif-
ference between groups.10 18 34 Consent for
trials is usually obtained from the parent or
guardian, and they might be less willing to
consent to a random choice of treatment for
their child than they would be for themselves,
and they might be concerned about ethical
problems in withholding treatment for dis-
turbed children.

Evaluation of outcomes is complicated by a
number of other factors. Treatments are often
assessed by looking at changes in symptoms,
but the range and quality of instruments avail-
able for assessing psychiatric disorders is not
suYcient, particularly for younger children.35

Informants (for example, parent, child, and
teacher) often diVer about the extent of a
young person’s problems.36 Child psychiatric
disorders change in their manifestation, but
measurement of the duration or intensity of
symptoms is usually unreliable,37 38 and im-
provement in one symptom needs to be
assessed in the context of a full symptom
picture, with co-morbidity the rule rather than
the exception.39 Finally, while consumers of
mental health services, children, and their
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families may have diVerent views on the eVec-
tiveness of treatments from those of the
clinicians, their views are not often sought
except to describe symptoms. Commenting on
the narrowness of the existing diagnostic
systems and the sterility of “purely objective
approaches”, the editor of the American Journal
of Psychiatry recently called for physicians to
become more involved in child psychiatry
research and to emphasise “how our patients
feel and think and change subjectively”.40

There are a variety of alternative experimen-
tal designs to the RCT.33 41 Quasi-experimental
designs and case studies may be more eVec-
tively introduced into routine clinical practice,
and the resulting information may be more
valid, given the complex ethical issues inherent
in randomisation of children or families in cri-
sis to treatment or control groups. It has been
emphasised that the question asked should
dictate the nature of the evidence sought rather
than habit or protocol.20 Acceptance of alterna-
tive research strategies and documentation of
diYculties in implementing RCT studies,
which provide important information about
clinical dilemmas, may be an important way of
advancing child mental health service delivery
and may also help in designing better ran-
domised controlled trials in future.

Some possible ways forward
USE QUALITATIVE AND QUANTITATIVE MEASURES

The inclusion of qualitative measures in all
kinds of medical research has been promoted
as a way to close the gap between the sciences
of discovery and implementation.42–44 It has
been suggested that they are particularly
appropriate for children and families, who
should be treated as partners in the evaluation
process.45 46 Families may have important
questions about the ways in which they can or
should have input into treatment plans, or
about how decisions are made concerning the
selection of subjects for specific programmes.
When evaluation is planned without suY-
ciently involving families in discussion, mean-
ingful aspects may be missed, such as acknowl-
edging the relevance of time taken travelling, or
the cultural sensitivity of the staV to a family’s
beliefs and customs. Open ended methods,
such as focus groups or semi-structured inter-
views, will allow families to raise questions that
might not otherwise have been contemplated,
and should facilitate the discourse of answering
those questions.

Quantitative information, such as symptom
levels, may need to be interpreted in the
context of qualitative comments to understand
discrepancies between informants, particularly
for internalising problems such as depression
and anxiety.37 A further issue relevant to the
interpretation of symptoms as outcome indica-
tors is that increases or decreases in particular
symptoms can be associated with developmen-
tal factors. For example, girls who show high
levels of disruptive behaviour before puberty
might show less in adolescence, but are at risk
for depression or anxiety problems, while the
reverse is the case for some boys; solitary, anx-
ious young boys may show less anxiety but

more aggression or other antisocial behaviour
as they mature.47 48 It is essential to know about
the context in which symptoms develop and
the ways in which a young person’s life may be
influenced both by their diYculties and any
clinical interventions. Open ended, qualitative
interviews are likely to be an eVective way of
revealing this kind of information.

New ways should be developed of summaris-
ing qualitative studies, akin to structured
abstracts, systematic reviews, and meta-
analyses.

DESIGN FORMATIVE, PROCESS, AND SUMMATIVE

EVALUATIONS

The changing nature of service delivery makes
questions about process and user satisfaction
as important as those about treatment
eVectiveness.49 Evaluation should be built into
new and existing services, looking at both out-
comes and the formative aspects of the service,
the process of achieving the service in practice.
One of the most important aspects of designing
an evaluation strategy is to encourage all those
involved in the service (funders, administra-
tors, service providers, and users) to expect a
balance between summative and formative
evaluation.22 It can be tempting to call for a
single, summative conclusion, but to overlook
the need for information concerning how a
programme or an intervention actually worked
or could be modified (for example, what steps
were necessary to introduce a multiagency
decision making team).

Formative evaluation is sometimes sub-
sumed under auditing. While information
about who comes to a service, who drops out,
and levels of compliance are essential, there are
many ways that these statistics can be eluci-
dated to find out why, for instance, self referred
clients respond better to one treatment ap-
proach than another, or why a new model of
the mental health team leads to poorer client
satisfaction. This strategy for evaluation is
being adopted in public health services—for
example, with a teenage pregnancy prevention
programme,50 and could usefully be applied to
both prevention and treatment of child mental
health problems.

EVALUATE SYSTEMS OF SERVICE PROVISION

Ecological theories of development take ac-
count of diVerent levels of influence including
the individual, family, school, local neighbour-
hood, a particular cultural group, or the
society.51 They can be applied usefully to men-
tal health service evaluations. Most research
has examined the eVects of treatment on indi-
vidual children with specific disorders. Only
rarely (for example, in the now notorious Fort
Bragg study)25 does evaluation consider the
eVect of changing the characteristics of the sys-
tem of care. Yet treatment of children with
emotional and behavioural symptoms usually
requires a complex multisystem strategy, with
collaboration between a number of profession-
als. Several administrative bodies might be
involved, including hospital based mental
health services, special education, social serv-
ices, the courts or prisons, and community
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health. A number of studies in the USA52–54 are
currently addressing the interplay between
components of a system of care, following the
formation of the National Institute of Mental
Health Child and Adolescent Service System
Program (CASSP), an initiative to promote
coordinated and comprehensive services.55

As evaluation is placed on the agenda in the
UK, the task of studying systems should be
highlighted so that it can be developed in con-
junction with studies of programmes or specific
treatments. Before any planning for the evalua-
tion of specific services, surveys, key informant
interviews, and focus groups should be con-
ducted in a community to assess needs and to
evaluate service implementation at the system
level.

USE A DEVELOPMENTAL MODEL TO DESIGN

EVALUATIONS

Jacobs56 has provided a useful five stage model
for linking the type of evaluation conducted
and the kinds of data collected with the
particular stage or developmental level that
the treatment or service has reached. The
first level of (formative) evaluation—
pre-implementation—occurs before any
treatment is provided, and documents the
need for a service by providing baseline data.
Recent epidemiological information may be
suYcient, but a community (such as a school
system or an inner city housing development)
might require statistics that are more represen-
tative of local circumstances. Needs for service
(including the public and personal costs of no
service) may also be important, garnered by
interviews with community leaders, agency
heads, or special interest groups. Needs
assessment should occur in conjunction with
hypothesis generation and hypothesis testing
experimental work to develop and trial a treat-
ment to “establish” it. Thus, the first observa-
tional and qualitative study at this level is fol-
lowed by an intermediary stage before going
on to the second stage, which is again
observational/qualitative research.

The second (process) stage—the account-
ability of a treatment or service—is necessary
to document its use and the extent to which it
has reached those in need: to justify continued
and perhaps increased expenditure. Account-
ability can be shown by the kind of information
that is collected routinely for audit purposes,
such as client numbers and characteristics, but
additionally may involve interviews with clients
and families indicating needs and responses,
and interviews with therapists or service
managers. Bradford57 conducted this style of
evaluation as a means of assessing multi-
agency consultation teams in Kent, created in
response to the 1989 Children Act’s call for
greater integration of services. He documented
the implementation process from a small
number of case reports, creating flow diagrams
of team assessment procedures and implemen-
tation of agreed goals. Despite the theoretical
model of agencies having equal input, he
recommended that it was essential to designate
a lead agency in the team meeting so that man-
agers would sanction expenditure.

The third level of a treatment’s
development—clarification—is reached when a
new treatment or system change has been in
place for a short time but still requires some
fine tuning. Types of relevant qualitative data
include details of staV meetings, interviews
with staV, observation by staV of programme
activities and staV processes, interviews with
parents on desired benefits, and satisfaction
questionnaires. A number of authors have
pointed to the absence of evaluations that take
into account the views of the families using
services and that also include positive out-
comes in addition to reduction of symptoms.46

Bradford’s evaluation used client and refer-
rer satisfaction questionnaires as a third stage
in the evaluation process.57 A further example
at this level is the evaluation of a structured
method for facilitating treatment plans by
multidisciplinary teams—focal inpatient treat-
ment planning (FITP).58 It was being used in
two locations, a hospital inpatient unit and a
community based agency working with sub-
stance abusing parents.59 Team meetings were
observed and a number of staV members were
interviewed. Observations identified ways that
FITP facilitated identification of the unique
aspects of each case, and interviews revealed
that it empowered clients by the identification
of attainable goals and an emphasis on families’
strengths. It was particularly helpful in the
community setting, where staV had more
diversity in their clinical experiences.

At the fourth level of treatment
development—progress toward objectives—
process evaluation can clarify changes neces-
sary for continued improvement in a service,
but it is also necessary to demonstrate
eVectiveness through quantitative outcome
evaluation. Standardised symptom scores are
likely to be the most useful outcomes and the
most realistic design may be quasi-
experimental (for example, pretest and post-
test with no comparison group; waiting list
comparison). Client and family satisfaction
questionnaries and evidence of support or
resistance to using the treatment will also be
important information at this stage, as will cost
eVectiveness.

The Fort Bragg study provides an excellent
example of evaluation at this level.25 The design
was quasi-experimental, a comprehensive and
coordinated system of child and adolescent
mental health services was introduced in one
army base in accordance with the recommen-
dations of the US Child and Adolescent Serv-
ice System Program.55 The comparison was
made with a matched sample of children from
a second military base, which had not reorgan-
ised its services. Process measures included
descriptions of intake assessments and case
management in terms of system coordination
and fragmentation, and outcomes were child
mental health symptoms, child competencies,
family environment, client satisfaction, and
cost of providing the service (for each child
served and for each eligible child). The evalua-
tion found that model of care was implemented
accurately and was judged to be of good qual-
ity. The demonstration site served more
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children, more quickly, for longer, and with
fewer dropouts, but costs for each child seen
and for each eligible child were higher. There
were, however, no diVerences between sites in
mental health outcomes, which led to ques-
tions about implementing such a large scale
revision of service provision in one step,25 and
questions about the validity of the notion that
coordinated services lead to better
outcomes.23 24

Once a treatment or service is shown to be
eVective, the tendency is to devote available
resources to providing the service rather than
making additional refinements.60 To remedy
this, when desired outcomes have been demon-
strated then Jacobs’ fifth level of evaluation—
service impact—can be implemented, classi-
cally evaluated through experimental,
quantitative research methodologies, including
RCTs, but increasingly augmented by qualita-
tive research that is conducted alongside the
experimental research.56 This level of evalua-
tion can start to identify which treatments are
most eVective, under which conditions, for
which children, at which developmental level,
under what environmental conditions, and
with what concomitant parental, familial, or
environmental interventions.61 Not all these
questions can be answered in one study. The
more common model is for a large trial of a
complete treatment package, such as the Infant
Health and Development Programme’s ran-
domised, multisite design to evaluate a service
for families with newborn premature infants,
which comprised home visiting, specialised
child development centres, and parent groups
to provide social support.62 This is akin to
health services research—that is, “process”
versus individual studies of component ele-
ments such as diagnostic tests, treatment, and
prognosis. The development of guidelines for
“best practice” in design and execution of these
study methods might be a useful endeavour,
equivalent to developing “user guides” for
quantitative research methods.

Conclusions
Advocates of the evidence based medicine
approach recommend the use of many different
sources of evidence using methodologies ap-
propriate to the question being asked.20 There
is a need for more empirical evidence about the
outcome of child and adolescent mental health
treatment. Nevertheless, the complexity of
children’s lives calls for imaginative approaches
to research. Researchers and clinicians should
be able to draw from a range of diVerent kinds
of evaluation to make conclusions about treat-
ment. Traditional randomised controlled trials
of treatments for specific disorders are crucial,
but if the full picture is to be revealed, other
strategies are needed. Several recommenda-
tions have been made.

First, in conjunction with quantitative re-
search, the qualitative experiences of children
and families, and those providing a treatment
or service need to be examined. A creative mix
of measures with an approach that incorporates
strengths of children, families, and clinicians
could lessen the tension between internal and

external validity. In this way, clinical practice
and policy can be developed in a manner that
takes account of the multiple and varied influ-
ences on children’s health and development.
Second, studies need to address the way in
which a treatment or service becomes estab-
lished in addition to clinical outcomes and
cost. The sharp division between audit and
evaluation needs to be lessened, so that evalua-
tion can be used constructively in a dynamic
process, to develop new services, refine existing
ones, and allow clinicians the opportunity to
participate in the collection, documentation,
and utilisation of evidence, based on their own
clinical practice.

Third, much of the focus of previous
research has been on the eVectiveness of
specific treatments for specific disorders. In
view of the recommendations for changes in
the organisation of mental health services, both
in the USA and the UK, more attention needs
to be given to evaluating systems of service
provision. Finally, a developmental model for
designing evaluation studies is presented that
should be helpful in conceptualising what
methods or measures are the most appropriate
and how to design an “organic” research
model, responsive to all those involved in pro-
viding and using services.

We are grateful to Dr S Kraemer for helpful advice on an earlier
draft.

1 Kurtz Z, Thornes R, Wolkind S. Services for the mental health
of children and young people in England. A national review.
London: Department of Public Health, 1994.

2 Garralda ME, Bailey D. Children with psychiatric disorder
in primary care. J Child Psychol Psychiatry 1986;27:611–24.

3 Godfrey JM. Pathways to a child mental health service. Child
Care Health Dev 1995;21:223–32.

4 Costello EJ, Shugart MA. Above and below the threshold:
severity of psychiatric symptoms and functional impair-
ment in a pediatric sample. Pediatrics 1992;90:359–68.

5 Health Advisory Service. Together we stand. The commission-
ing, role and management of child and adolescent mental health
services. London: HMSO, 1995.

6 NHS Executive Anglia and Oxford. Joint review of child and
adolescent mental health services in the Anglia and Oxford
Region. Milton Keynes. NHS Executive Anglia and Oxford,
1998.

7 Audit Commission. Seen but not heard. Co-ordinating commu-
nity child health and social services for children in need.
London: HMSO, 1994.

8 Department of Health. Key area handbook: child and adoles-
cent mental health. London: HMSO, 1995.

9 Rosenberg W, Donald A. Evidence based medicine: an
approach to clinical problem-solving. BMJ 1995:310:
1122–5.

10 Target M, Fonagy P. The psychological treatment of child
and adolescent psychiatric disorders. In: Roth A, Fonagy P,
eds. A critical review of psychotherapy research. New York:
The Guildford Press, 1996:263–320.

11 Werry J, Wollersheim J. Behaviour therapy with children and
adolescents: a twenty-year overview. J Am Acad Child Ado-
lesc Psychiatry 1989;28:1–18.

12 Butler RJ, Forsythe WI, Robertson J. The body-worn alarm
in the treatment of childhood enuresis. Br J Clin Pract
1990;44:237–41.

13 Friman PC. A preventive context for enuresis. Pediatr Clin
North Am 1986;33:871–86.

14 Arnold LE, AbikoV HB, Cantwell DP, et al. National insti-
tute of mental health collaborative multimodal treatment
study of children with ADHD (the MTA). Arch Gen
Psychiatry 1997;54:865–70.

15 Gillberg C, Melander H, von Knorring A-L, et al.
Long-term stimulant treatment of children with attention-
deficit hyperactivity disorder symptoms. Arch Gen Psychia-
try 1997;54:857–64.

16 Graham PJ. Types of psychiatric treatment: overview. Arch
Dis Child 1992;67:237–9.

17 Weisz JR, Han SS, Valeri SM. More of what? Issues raised
by the Fort Bragg study. Am Psychol 1997;52:541–5.

18 Burns B. The challenges of child mental health services
research. Journal of Emotional and Behavioral Disorders
1994;2:254–9.

19 Macdonald G. Promoting evidence-based practice in child
protection. Clinical Child Psychology and Psychiatry 1998;3:
71–85.

284 Barnes, Stein, Rosenberg

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.80.3.280 on 1 M

arch 1999. D
ow

nloaded from
 

http://adc.bmj.com/


20 Sackett D, Rosenberg W, Gray J, Haynes B, Richardson S.
Evidence based medicine: what it is and what it isn’t. BMJ
1996;312:71–2.

21 Rossi PH, Freeman HE. Evaluation: a systematic approach,
5th ed. Newbury Park, CA: Sage, 1993.

22 Posavac E. Preventing the misuse of evaluation. In: Stevens
CJ, Dial M, eds. Preventing the misuse of evaluation. New
directions in program evaluation no. 64. San Francisco:
Jossey-Bass, 1994:69–78.

23 Sechrest L, Walsh M. Dogma or data. Bragging rights. Am
Psychol 1997;52:536–40.

24 Hoagwood K. Interpreting nullity. The Fort Bragg
experiment—a comparative success or failure? Am Psychol
1997;52:546–50.

25 Bickman L. A continuum of care. More is not always better.
Am Psychol 1996;51:689–701.

26 Bickman L. Resolving issues raised by the Fort Bragg evalu-
ation. New directions for mental health services research.
Am Psychol 1997;52:562–5.

27 Feldman S. The Fort Bragg demonstration and evaluation.
Am Psychol 1997;52:560–1.

28 DeLeon PH, Williams JG. Evaluation research and public
policy formation. Are psychologists collectively willing to
accept unpopular findings? Am Psychol 1997;52:551–2.

29 Chalmers I, Haynes RB. Reporting, updating, and correct-
ing systematic reviews of the eVects of health care. BMJ
1994;309:862–5.

30 Schorr LB, Both D. Attributes of eVective services for young
children: a brief survey of current knowledge and its impli-
cations for program and policy development. In: Schorr
LB, Both D, Copple C, eds. EVective services for young
children: report of a workshop. Washington, DC: National
Academy Press, 1991:23–47.

31 Cook T, Campbell D. Quasi-experimentation. Design and
analysis issues for field settings. New York: Houghton MiZin,
1979.

32 Bickman L. Designing outcome evaluations for children’s
mental health services: improving internal validity. In:
Bickman L, Rog DJ, eds. Evaluating mental health services
for children. New directions for program evaluation no. 54. San
Francisco: Jossey-Bass, 1992:57–67.

33 Rossi PH. Evaluating family preservation programs. A report to
the Edna McConnell Clark Foundation. Amherst, MA: Social
and Demographic Research Institute, University of Massa-
chusetts, 1991.

34 Burns B, Friedman R. Examining the research base for child
mental health services and policy. Journal of Mental Health
Administration 1990;17:87–98.

35 Hunter J, Higginson I, Garralda E. Systematic literature
review: outcome measures for child and adolescent mental
health services. J Public Health Med 1996;18:197–206.

36 SimonoV E, Pickles A, Meyer J, et al. The Virginia twin
study of adolescent behavioral development: influences of
age, sex, and impairment on rates of disorder. Arch Gen
Psychiatry 1997;54:801–8.

37 Angold A, Weissman MM, John K, et al. Parent and child
reports of depressive symptoms in children at low and high
risk of depression. J Child Psychol Psychiatry 1987;28:901–
15.

38 Boyle MH, OVord DR, Racine YA, Szatmari P, Sanford M,
Fleming JE. Adequacy of interviews vs checklists for classi-
fying childhood psychiatric disorder based on parent
reports. Arch Gen Psychiatry 1997;54:793–9.

39 Caron C, Rutter M. Comorbidity in child psychopathology:
concepts, issues and research strategies. J Child Psychol
Psychiatry 1991;32:1063–80.

40 Andreasen NC. Editor’s comment: the crisis in clinical
research. Am J Psychiatry 1998;155:455.

41 Black N. Why we need observational studies to evaluate the
eVectiveness of health care. BMJ 1996;312:1215–18.

42 Fitzpatrick R, Boulton M. Qualitative methods for assessing
health care. Quality in Health Care 1994;3:107–13.

43 Jones R. Why do qualitative research? BMJ 1995;311:2.
44 Logan S. Quantitative vs qualitative methods [editorial].

Child Care Health Dev 1997;23:283–5
45 Ireland L, Holloway I. Qualitative health research with chil-

dren. Children and Society 1996;10:155–64.
46 Weiss H, Greene J. An empowerment partnership for family

support and education programs and evaluations. Family
Science Review 1992;5:131–48.

47 MoYtt TE, Caspi A, Dickson N, Silva P, Stanton W.
Childhood-onset versus adolescent onset antisocial prob-
lems in males: natural history from ages 3 to 18 years.
Developmental Psychopathology 1996;9:399–424.

48 White J, MoYtt T, Earls F, Robins L, Silva P. How early can
we tell? Pre-school predictors of boys’ conduct disorder
and delinquency. Criminology 1990;28:507–33.

49 Wilson, P. Book review of children’s mental health services,
Bickman L, Rog DJ, eds. Young Minds 1996;25:21.

50 Klein Walker D, Mitchell AM. Using an impact evaluation
model with too-early-childbearing programs. In: Weiss HB,
Jacobs FH, eds. Evaluating family programs. New York:
Aldine de Gruyter, 1988:407–25.

51 Bronfenbrenner U. The ecology of human development. Cam-
bridge, MA: Harvard University Press, 1979.

52 Kutash K, Duchnowski A, Johnson M, Rugs D. Multi-stage
evaluation for a community mental health system for chil-
dren. Administration and Policy in Mental Health 1992;20:
311–22.

53 Saxe L, Cross TP, Lovas GS, Gardner JK. Evaluation of the
mental health service program for youth: examining rheto-
ric in action. In: Bickman L, Rog DJ, eds. Children’s mental
health services. Research, policy and evaluation. Thousand
Oaks, CA: Sage Publications, 1995:206–35.

54 Bickman L, Heflinger C, Pion G, Behar L. Evaluation plan-
ning for an innovative children’s mental health system. Clin
Psychol Rev 1992;12:853–65.

55 Stroul BA, Friedman FM. A system of care for severely
emotionally disturbed children and youth. Washington, DC:
CASSP Technical Assistance Center, Georgetown Univer-
sity, 1986.

56 Jacobs FH. The five-tiered approach to evaluation: context
and implementation. In: Weiss HB, Jacobs FH, eds. Evalu-
ating family programs. Hawthorne, NY: Aldine de Gruyter,
1988:37–68.

57 Bradford R. Promoting inter-agency collaboration in child
services. Child Care Health Dev 1993;19:355–67.

58 Harper G. Focal inpatient treatment planning. J Am Acad
Child Adolesc Psychiatry 1989;28:31–7.

59 Harper G, Crowe C, Barnes J. A functional integrator in
systems of care. Research on an operational language for
service planning. In: Kutash K, ed. Proceedings of the 8th
annual research conference. A system of care for children’s men-
tal health: expanding the research base. Florida: Research and
Training Center for Children’s Mental Health, 1995:379–
82.

60 Barnes McGuire J, Earls F. Prevention of psychiatric disor-
ders in early childhood. J Child Psychol Psychiatry 1991;32:
129–53.

61 Saxe L, Cross T, Silverman N. Children’s mental health: the
gap between what we know and what we do. Am Psychol
1988;43:800–7.

62 Infant Health and Development Program. Enhancing the
outcomes of low-birth-weight, premature infants. JAMA
1990;263:3035–42.

Evidence based medicine and evaluation of mental health services 285

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.80.3.280 on 1 M

arch 1999. D
ow

nloaded from
 

http://adc.bmj.com/

