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Clinical Forum

A Behavioral Model of
School Consultation
Kristine E. Rork and Cheryl B. McNeil,
West Virginia University

In today’s managed care environment, short-
term, effective treatments must be used as
often as possible. Utilization of a multiple-in-

formant, multiple-setting intervention may be
necessary to provide a child client with the most
immediate and effective treatment possible.
When treating children, concurrent intervention
in the home and school environments may create
timely decreases in child symptomatology. School
interventions have shown success in helping to
decrease symptoms when incorporated into the
course of therapy, and have consistently demon-
strated effectiveness in decreasing symptoms re-
lated to attention-deficit/hyperactivity disorder
and attention problems (e.g., Chronis et al.,
2001; Fabiano & Pelham, 2003; Waschbusch,
Pelham, & Massetti, 2005), disruptive behavior
(i.e., Hawken & Hess, 2006; Luiselli, Putnam,
Handler, & Feinberg, 2005), bullying (i.e.,
Hirschstein & Frey, 2006), obesity (i.e., Spiegel &
Foulk, 2006), adolescent depression (i.e., Possel,
Baldus, Horn, Groen, & Hautzinger, 2005), and
youth drug use (i.e., Botvin, Epstein, Baker,
Diaz, & Ifill-Williams, 1997; LoSciuto, Freeman,
Harrington, Altman, & Lanphear, 1997).

However, psychologists may find intervention
within the school environment somewhat diffi-
cult. Research has shown that teachers may be
hesitant to allow a psychologist into the class-
room, and the teacher may refuse the school-
based psychological consultation (Gonzalez,
Nelson, Gutkin, & Shwery, 2004). Gutkin and
Hickman (1990) surveyed school psychology
consultants about their views of why teachers
may be resistant to psychological consultation.
The researchers found that consultants endorsed
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nine factors they believed significantly re-
lated to teachers’ resistance to school-based
consultation. These factors included teacher
factors (e.g., teaching efficacy, the teacher’s
perception of his or her own consultation
skills, the teacher’s perception of the psy-
chologist’s role, time available for consult-
ing, and similarities between the teacher
and the psychologist), psychologist quali-
ties (e.g., the psychologist’s problem-solv-
ing, interpersonal, and relationship skills),
the principal’s support for the consultation,
and the opportunity for the teacher or
school to reciprocate and provide consulta-
tion to the psychologist (Gutkin &
Hickman). It is clear that school psycholog-
ical consultants believed that the main diffi-
culties in successful school consultation
were due primarily to teacher qualities and
psychologist skill deficits.

Several organizations and conferences
have recognized the importance of effective
consultation between teachers and psychol-
ogists. For example, at the 2002 Conference
on the Future of School Psychology, several
major professional school psychologist or-
ganizations collaborated to determine fu-
ture directions of the profession. One of the
main goals of this conference was to formu-
late a model of school consultation that
would serve to “maximize the benefits to
the children and schools” (Cummings et al.,
2004). One of the main topics addressed
was a call for increased in-school child and
family services to promote mental health
(integration) with community services
(Cummings et al.). Additionally, the
American Academy of Child and
Adolescent Psychiatry (AACAP) developed
practice parameters for psychiatric consul-
tation to schools; the first recommendation
was that “psychiatrists should understand
how to initiate, develop, and maintain con-
sultative relationships with schools”
(AACAP, 2005). Further recommendations
stressed the necessity that psychiatrists are
sensitive to and knowledgeable about
school procedures and the school environ-
ment, and that psychiatrists collaborate
with school personnel to formulate and acti-
vate school-based prevention and interven-
tion programs. The main focus of these
recommendations was to encourage mental
health professionals to consult with school
personnel when treating child clients.

Although effective consultation be-
tween teachers and psychologists is impor-
tant, it may be difficult to establish an
alliance. Gonzalez and colleagues (2004)
questioned teachers about variables they
felt may promote or hinder effective consul-
tation with school psychologists. In teach-

ers’ viewpoints, eight factors significantly
related to effective school consultation, the
largest contributor being characteristics of
the school psychologist (endorsed by 36.8%
of respondents). Additional factors, in order
of the percentage of respondents who en-
dorsed them, included the principal’s sup-
port for consultation (5.4%), personal
teaching efficacy (4.3%), teacher-psycholo-
gist similarity (3.5%), the teacher’s class-
room management/discipline efficacy
(2.5%), time availability for consulting
(1.7%), opportunity to reciprocate (1.6%),

and teacher consultation insight (1.4%;
Gonzalez et al.). It is important to note that
while several factors were viewed by both
psychologists and teachers as being vital to
effective school consultation, psychologists
viewed the main difficulties impeding effec-
tive school consultation as primarily related
to teacher qualities or psychologist skill
deficits, while teachers viewed that the
main difficulties were mostly related to
school psychologist characteristics.

Given that interpersonal factors and
skill levels may play a large part in the effec-
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tiveness of school consultation, psycholo-
gists who are consulting within the school
should keep in mind the basic therapeutic
principles of rapport-building. These may
include being able to “fit” their approach to
the teacher, being confident and enthusias-
tic about their proposed intervention, being
enthusiastic about the opportunity for
school consultation, and ensuring that in-
terventions are practical for the teacher to
implement in the present school context
without great expense (i.e., time and finan-
cial costs). Based on our experience in the
schools, we developed a 10-step model of
behavioral school consultation. The model
is based upon behavioral reinforcement con-
tingencies, and emphasizes establishment of
rapport and provision of empathy.

Put Yourself in the Shoes of the Teacher

The best way to provide empathy and to
establish appropriate rapport with a teacher
is to put yourself in his or her shoes.
Understand the demands placed upon the
teacher, including class size, time pressure,
and the necessity of having to manage the
difficult behavior of one or two children in a
classroom full of children who are generally
well-behaved. Keep in mind that the
teacher may feel threatened by having an
outside person observe and recommend
changes. Therefore, show the teacher that
you respect her, particularly her time and
expertise. Additionally, it is not only impor-
tant to understand her situation, but also to
convey your understanding to the teacher
directly.

Begin With Chit-Chat and Rapport

Building

Be approachable and friendly. This is an
effective second step to building a positive
relationship with a teacher. Engaging in
small talk and discussing the ins and outs of
the teacher’s experiences may not only help
you begin to develop rapport, but may also
provide you with valuable information
about the child’s and teacher’s situations
(individually and separately).

Have the Teacher Describe His or Her

Concerns to You 

Ask the teacher to describe his concerns
about the child’s behavior to you first. This
will allow him to “vent” about the problems
that he has been having in terms of class-
room behavior management. It also pro-
vides a great opportunity for you, as a
consultant, to reflect his frustration and
confirm the challenging nature of the prob-
lem. The teacher is more likely to feel heard

and valued if you are careful to avoid pushing
your own views before the teacher has had a
full opportunity to talk.

Find Out What the Teacher Has Already

Tried 

This is key to the therapeutic process.
Knowing what the teacher has already at-
tempted will allow you to determine what
may or may not work in the current consul-
tative process. Additionally, this may prove
to be a wonderful opportunity to praise the
teacher’s prior efforts, as well as her willing-
ness, motivation, and dedication to create a
positive environment for the child.

Describe Your Own Experience(s) 

Tell the teacher about your background
and experience with the presenting prob-
lem. Describe your expertise and the types
of challenging children that you work with
or have worked with in the past. For
younger consultants, it is not wrong to
admit that you have had limited experience,
but it is extremely important to stress the
knowledge and experiences that you have
had (e.g., articles read, research conducted,
clinical supervision received). This will help
you, as a consultant, establish credibility
with the teacher.

Describe That Some Children Have

Special Needs That Require a Unique

Approach 

Explain to the teacher that what he is
doing or has tried probably works well with
90% of the children in the classroom.
However, the referred child has special
needs that prevent him or her from re-
sponding well to traditional approaches.
Therefore, a special approach is required to
meet the unique needs of this child.

Wait for the Teacher to Ask You for

Strategies and Suggestions 

Rather than imposing your own ideas on
the teacher when she may not yet be ready
to welcome suggestions, wait for the
teacher to ask you for advice on how to han-
dle the difficult situation. This may take
longer with certain teachers than others,
but is imperative to the process of effective
school consultation. It is important to note
that this step may best be accomplished
through ongoing discussions with the
teacher, rather than waiting patiently for a
return phone call. McNeil and Hembree-
Kigin (in press) emphasized that only after
establishing positive rapport and a positive
working relationship with a teacher is the
teacher likely to “buy in” to your approach.

Present Your Program as Promising, but

Acknowledge Limitations 

Show a great deal of enthusiasm when
discussing your approach; enthusiasm is
contagious! Be enthusiastic about the
teacher’s willingness to give the program a
chance. If necessary, describe the program
as “an experiment” that the teacher is asked
to try for a short period of time to see how it
works. It is very important not to describe
your program as a “miracle cure” or as a
guarantee, because all approaches have lim-
itations. It is best to be willing to acknowl-
edge the potential limitations of your
program, while at the same time encourag-
ing the teacher by citing the prior research
that has demonstrated efficacy.

Importance of Coaching and Feedback 

Didactic training alone seldom works.
Feedback and coaching usually are required
to get teachers to use the program with in-
tegrity. We have found that shadowing the
teacher during regular classroom activities
or coaching using a bug-in-ear device may
be distracting or threatening to teachers.
However, we have had success with analog
coaching, through which teachers are asked
to pull out one to five children at a time
from the classroom and therapists directly
coach the teacher in behavior management
skills with this small group of children. The
primary aim of analog coaching is to in-
struct the teacher in classroom behavior
management skills in a small group of chil-
dren, which should then generalize to the
entire classroom. We have also demon-
strated success using delayed feedback (5-
minute observation followed by 1-minute
feedback period) and modeling skills for the
teacher using her class. Teachers find these
approaches to be effective, practical, and ac-
ceptable in that the consultation is collabo-
rative and hands-on. The teacher and
consultant receive immediate feedback
from the children as to whether the new ap-
proaches are working.

Tailor Your Consultation to Practical

Concerns and Available Resources 

As noted previously, time and resource
demands are a realistic concern when pro-
viding school intervention and consultation
to a classroom teacher. Therefore, school in-
terventions should be practically designed,
based upon time and resource constraints.
As McNeil and Hembree-Kigin (in press)
noted, logistical issues such as setting up a
time to conduct school observations and
finding time to meet individually (or talk
over the phone) with a teacher frequently
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make school consultation difficult. These
difficulties may not only be related to the
teacher’s time constraints, but also to those
of the therapist (McNeil & Hembree-
Kigin). Therefore, taking these considera-
tions into account when conducting school
consultations may decrease teacher reluc-
tance and increase the potential for the in-
tervention(s) to succeed.

Overall, there are several issues to keep
in mind when serving as a psychological
consultant to the school system. Out of all
such issues, conveying respect for the
teacher’s experience, training, and unique
skills, and being enthusiastic about the pro-
posed approach (and willing to note the
limitations), may be the most important
skills to keep in mind. Through use of these
skills, a psychological consultant may be
able to form an important and long-lasting
relationship with a teacher, and therefore be
able to accomplish the most important goal
of all: to improve the child’s overall func-
tioning and future outlook.
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It is important to ensure that the best
available treatments reach those who
are in need of services. Despite the em-

pirical support for many cognitive-behav-
ioral therapies (CBT), continued work is
needed to develop novel treatments as new
findings about a particular disorder are un-
veiled or technological advances allow for

innovative approaches. However, guidance
is scarce regarding the process of translating
a new treatment idea into a program of re-
search designed to evaluate this treat-
ment—especially in contrast to the
extensive literature guiding the later stages
of efficacy testing. As a result, procedures
within the earliest stages of treatment de-

velopment are often unfamiliar to young in-
vestigators, including students and early ca-
reer psychologists (ECP). This is unfortu-
nate given that these young investigators
are prime candidates for conducting treat-
ment development work. ECPs are often
seeking to establish a research niche but
have little or no funding to support an inde-
pendent program of research. However,
they can bring a fresh perspective, are usu-
ally eager to collect data, and many would
welcome the opportunity to direct a small-
scale project that could lead to a program of
research.  

We believe that treatment development
is a vital, exciting, and largely underappre-
ciated area within clinical research. The
purpose of this paper is to bring attention to
the process of conducting treatment devel-
opment research, with particular emphasis
on those issues relevant to graduate stu-
dents and ECPs. First, we describe the char-
acteristics of treatment development

Student Forum
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research and review the most common ap-
proaches to conducting these studies. Next,
we offer ideas and strategies for helping stu-
dents and ECPs to conduct treatment de-
velopment research with an eye toward
career development, early career funding,
and dissemination of results. It is hoped that
this paper will encourage ECPs to adopt a
programmatic approach to clinical research
with specific considerations for treatment
development.

Characteristics of Treatment
Development Research

What Is Treatment Development

Research?

In the broadest sense, treatment devel-
opment research consists of those activities
related to gathering initial evidence for a
new treatment program or approach. In
many ways, it is the first step in translating
basic psychological science (e.g., laboratory-
based experimental findings) or clinical ob-
servations into clinical practice. Taking the
results from a hypothesis-generating study
(e.g., a cross-sectional study identifying a
risk factor) and developing a hypothesis-
testing study (e.g., experimental design
with a priori hypothesis), these activities can
provide initial testing of a new theory or a
hypothesized mechanism of treatment. The
subsequent results can be used to determine
if further, more rigorous, testing of the new
treatment approach is warranted.

What Research Strategies Are Used for

Treatment Development?

Whether the idea for a new treatment
stems from a clinical observation, a new
theory, or previous research findings, a gen-
eral strategy is to begin with one or more
small-scale pilot studies. Each pilot study
should address a specific research question
and thus have clearly specified aims. These
aims are typically guided by the need to de-
velop and refine a new or adapted interven-
tion and to establish the safety of the
intervention. Additional treatment devel-
opment objectives include evaluating feasi-
bility and acceptability of a novel treatment
approach, developing the treatment proto-
col, and identifying appropriate measures of
adherence, compliance, and outcomes.
treatment development activities fre-
quently involve an iterative process of pilot
testing, revising, refining, and collecting
more data. These endeavors can be very
time intensive but allow freedom for investi-
gators to combine creativity and innovation
with experimental methods.   

Currently, there is no gold-standard
methodology for conducting treatment de-
velopment studies, nor is there agreement
on the progression of a specific set of studies.
Instead, the specific aims should guide deci-
sions regarding research design, and many
investigators have creatively applied sound
scientific methods to the examination of a
theory or testing of a hypothesis. Depend-
ing on the specific research question and
available evidence in the literature, the
range of research designs might include
open-label (i.e., uncontrolled) studies, sin-
gle-case designs, qualitative designs, or
mixed-methods approaches. If there is no
available evidence to support a new ap-
proach, a first step might begin with a sin-
gle case design using the new treatment
approach on a few patients. Or if some pre-
liminary evidence exists or a treatment
manual has been developed, then an open-
label study using a small sample might be
considered. Another aspect of treatment de-
velopment includes exploring a hypothe-
sized mechanism of behavior change to
provide evidence for the “active ingredi-
ents” of the intervention. In this instance, a
multiple-baseline design could be used to
systematically examine how one or more
variables change with treatment. Finally,
qualitative data can be collected (either
within the aforementioned designs or sepa-
rately) to evaluate issues related to treat-
ment acceptability and compliance or to
modify the intervention to better suit the
needs of the target population. 

What Approaches to Treatment

Development Are Used by Models of

Clinical Research?

Treatment development represents the
first step in the continuum of clinical re-
search. Therefore, it is necessary to consider
the entire program of research that might
emerge from this work. In general, the pro-
gression of clinical research should include:
(a) development and early testing of the in-
tervention, (b) testing of the efficacy of the
intervention, (c) testing of the effectiveness
of the intervention, and (d) transporting
and/or disseminating the intervention to
the appropriate end user. Below, we review
some notable clinical research models with a
focus on how each model approaches the
treatment development phase. 

Stage model. The stage model of behav-
ioral therapies (Rounsaville, Carroll, &
Onken, 2001) is one of the most well-
known models of clinical research within
the CBT domain. The stage model follows
the clinical trial phases for drug develop-

ment advocated by the Food and Drug
Administration (FDA), making adjust-
ments for special issues encountered in be-
havioral research. Rounsaville and col-
leagues (2001) define three stages of re-
search, each with specific objectives that
mirror the FDA clinical trial phases. During
Stage I, the treatment development stage,
the goal is to systematically develop the ele-
ments necessary for testing the efficacy of
the treatment. Rounsaville et al. (2001) rec-
ommend sequencing this stage into two
substages. Stage Ia activities include devel-
opment of a treatment manual, conducting
focus groups to provide feedback about fea-
sibility and acceptability, and selecting and
testing appropriate measures for adherence
and outcomes. Stage Ib activities include
pilot testing to obtain initial treatment ef-
fects and detect contraindications of the
treatment as well as training of therapist.
Often, a small-scale RCT design is em-
ployed, although the use of a control group
is not specifically required. By the end of
Stage I, all elements of the treatment
should be developed and a protocol should
be in place for efficacy testing in the next
stage.

Stage II focuses on evaluating treatment
efficacy using an RCT design, which is con-
sidered the gold-standard design for evalu-
ating efficacy. If the data from the RCT
supports the efficacy of the treatment, then
the treatment moves into Stage III testing.
During Stage III, the research questions
shift to consider treatment effectiveness,
generalizability, and transferability. Other
issues typically evaluated during Stage III
include implementation, cost-effectiveness,
and marketing. Overall, the stage model
emphasizes evaluating efficacy with an
RCT, with the treatment development
stage serving as preparation for the Stage II
study and issues involving implementation
and dissemination addressed following the
efficacy study.

Portfolio model. In contrast to the linear
approach of the stage model, the portfolio
model employs a multimethod approach to
address the broad range of questions that
arise within the continuum of clinical re-
search (Kazdin, 2001). Questions relevant
to this model include: (a) Is this treatment
better than no treatment? (b) How does the
treatment work? (c) For whom does the
treatment work? (d) What contextual fac-
tors influence treatment outcome? (e) To
what extent are treatment effects generaliz-
able? The portfolio approach advocates the-
ory development, encouraging diverse
approaches to the early stages of treatment
development work. For example, methods
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such as single-case designs, quasi-experi-
ments, and case studies are encouraged dur-
ing the treatment development phase and
provide more methodological latitude than
the stage model. Moreover, it is argued that
the stage model is too linear, and its pilot
work too demanding for behavioral re-
searchers with limited resources (Kazdin,
2001).

Mixture model. Similar to Kazdin’s port-
folio model, Clark (2004) has proposed a
multimethod strategy for treatment devel-
opment based on the interplay of psycho-
logical theories, phenomenological observa-
tions, and experimental testing. Developed
within a cognitive psychology framework,
this approach includes: (a) clinical inter-
views and psychology paradigms to identify
core cognitive abnormalities, (b) a theoretical
explanation of the abnormality, (c) experi-
mental tests of the maintaining factors, and
(d) developing treatments aimed at these
targets. In addition, treatment develop-
ment work continues until a pre-to-post
treatment effect size of at least 1.0 is ob-
tained. Only then is an efficacy trial (i.e.,
RCT) conducted (Clark, 2004). 

Deployment model. Given that psychologi-
cal treatments are delivered in a variety of
settings, including private clinics, hospitals,
schools, and communities, the deployment-
focused model (e.g., Weisz, 2000; Weisz,
Southam-Gerow, Gordis, & Connor-Smith,
2003) addresses the rising concern that the
research clinic might not be the optimal
“laboratory” to test the treatment if the ulti-
mate context of treatment delivery is not
considered. This model also advocates a
multimethod approach but is unique in that
the context of treatment delivery is consid-
ered throughout the treatment develop-
ment and testing phases. For example,
aspects of routine clinical practice (e.g., pa-
tient no-shows, comorbidities, therapist
skill level) that other treatment develop-
ment models seek to eliminate or to control
are actually used and tested as part of the
treatment development process. This
model also argues for moving beyond a
client-symptom focus of outcome measures
and including measures of how provider,
agency, and service system variables impact
treatment outcome, which could yield im-
portant insights regarding the effectiveness
of the treatment in its intended setting (see
also Schoenwald & Hoagwood, 2001;
Southam-Gerow, Ringeisen, & Sherrill,
2006). Addressing these questions at the
treatment development stage can aid in the
design and preparation of future efficacy
and effectiveness studies.

Dissemination/implementation model.
Southam-Gerow, Hourigan, and Allin (in
press) have outlined a clinical research
model that elaborates on issues relevant to
large-scale dissemination and implementa-
tion. Similar to other models, the early stage
of treatment development involves single-
case designs or open trial studies to establish
safety and preliminary effects of a new
treatment, followed by efficacy studies,
wherein the outcomes of the treatment are
tested in controlled settings compared to
some control group, and then effectiveness
studies, wherein the treatment is tested in
less-controlled contexts (e.g., practice or
school-based settings) and cost-effective-
ness is often examined. Rather than wide-
scale dissemination as the next step, the
dissemination/implementation model sug-
gests that the next step should be trans-
portability studies, wherein the processes
involved in deploying the treatment in a
community setting are examined (e.g.,
Chorpita & Nakamura, 2004; Fixsen,
Naoom, Blasé, Friedman, & Wallace, 2005;
Schoenwald & Hoagwood, 2001). The pri-
mary outcome of transportability research is
an implementation intervention, an elabo-
ration of the methods, and procedures
needed for treatment adoption in new set-
tings. The final step in the model is the dis-
semination stage, focusing on how to
disseminate the treatment and the imple-
mentation strategies, with the key outcome
being widespread adoption. In this way, a
third intervention, the dissemination inter-
vention, is tested. This intervention consists
of procedures and methods that encourage
adoption of both the treatment and the im-
plementation procedures that appear
needed. Given the complexity of clinical re-
search, aspects of treatment development
are likely to occur throughout all steps,
making the overall process more iterative
and recursive than linear in nature. 

Considerations and Strategies for Early
Career Psychologists 

Given its foundational role in clinical re-
search, it is surprising how little attention
graduate training programs give to
methodological issues related to treatment
development. Typically, courses on research
methodology focus on teaching the funda-
mentals of experimental design, which is
used to test efficacy and effectiveness. The
processes of treatment development rarely
receive the same emphasis. In addition,
there are relatively few role models in the
field who are available to train students in
treatment development. It is more common

to find faculty members in psychology de-
partments who conduct cross-sectional
studies, validation studies, or laboratory-
based studies than those involved in treat-
ment development work. Even for the
highly motivated student or ECP, there are
few guidelines in the literature on how to
conduct treatment development research in
psychology. As a result, young researchers
who are capable of generating new ideas
and have an interest in developing a psycho-
logical treatment might subsequently
abandon their initiative. Alternatively, ju-
nior investigators not well-trained in the
processes of initiating and advancing treat-
ments in their earliest stages might prema-
turely attempt to conduct an efficacy study
without the requisite treatment develop-
ment work. Although young investigators
might only be at the formative stages of a
program of research with little or no fund-
ing, treatment development activities can
provide an excellent opportunity to begin
carving out a niche and establishing exper-
tise in a particular area. Following a sequen-
tial approach will maximize scientific
integrity as well as the likelihood of pro-
gressing beyond treatment development.  

Career Development

From a career trajectory standpoint, stu-
dents and ECPs can first become involved in
treatment development activities during
their training years. For those seeking an
academic career, it is valuable to identify a
mentor who is familiar with treatment de-
velopment work and appreciates the con-
tinuum of clinical research activities. A
senior mentor can provide guidance on is-
sues related to the feasibility of conducting
a project, suggestions for funding, and rec-
ommendations on study design. Moreover,
students can develop small-scale projects
within the context of a larger laboratory or
as an independent project in a smaller labo-
ratory. For example, a master’s thesis might
examine the psychometric properties of a
questionnaire on adherence or a dissertation
might utilize focus groups to examine issues
related to acceptability and feasibility of a
new protocol. A postdoctoral fellowship
might be spent constructing a treatment
manual and testing it using an “open label”
or wait-list design. These activities can re-
sult in valuable pilot data to present during
job talks, to help establish a program of re-
search for a junior faculty position, or to
serve as the basis for future grant applica-
tions.  
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Funding Treatment Development Studies

Unfortunately, resources for supporting
the programmatic development of new
CBT treatments are relatively sparse, espe-
cially when compared to the pharmaceuti-
cal support for drug development.
Furthermore, the “glamour” of efficacy tri-
als sometimes overshadows the importance
of developing a solid empirical foundation
through appropriate treatment develop-
ment research. However, these challenges
should not deter ECPs from conducting
high-quality treatment development pro-
jects. As mentioned earlier, it is important
to identify a mentor who can provide guid-
ance and potentially support the resources
necessary to conduct a small-scale study. It
should be noted that many treatment de-
velopment activities can be conducted with
relatively small budgets. For example, sin-
gle-case designs or case studies might serve
as a starting point for testing a particular
hypothesis about a mechanism of change or
a new approach based upon clinical obser-
vation. This could be completed in a clinic,
with little or no external funding. Open-
label or uncontrolled studies could be con-
ducted with focus groups to evaluate
patient acceptability and to obtain feedback
necessary to improve the intervention.
Cross-sectional studies can be conducted to
validate questionnaires within a new popu-
lation or to guide selection of existing ques-
tionnaires. Students who are considering
these treatment development projects
could apply for dissertation awards, depart-
mental funding, or foundation awards to
support these projects. 

For those seeking government funding,
it might be advantageous to follow the
stage model, given that it was developed to
serve as a guide to facilitate federal funding
for treatment development work (Kazdin,
2001; Rounsaville et al., 2001). The
National Institutes of Health (NIH) offers
clinical trial planning grants (e.g., R34) that
are designated for treatment development
studies. Other funding sources from the
NIH, such as predoctoral (F31) and post-
doctoral (F32, T32) fellowships, frequently
include a small budget that could be used to
support small-scale treatment development
research. For junior faculty, mechanisms
such as career development awards or seed
grants could be used to design projects rele-
vant to treatment development research,
such as evaluating protocol issues, feasibil-
ity and acceptability of the control condi-
tion, or determining an appropriate
randomization procedure. Regardless of the
source of funding, an important outcome is

to gather preliminary data to guide future
proposals.

Presenting and Publishing Treatment

Development Studies

Disseminating research findings is an
important part of the scientific process as
well as a central component of academic ca-
reer advancement. One way to disseminate
these findings is to present them at local
and national conferences. These functions
provide an outlet to inform others about on-
going work and to network with colleagues
who are conducting treatment develop-
ment studies. These presentations can en-
hance one’s curriculum vitae and ECPs can
use these meetings to exchange ideas about
methodology, measures, and recruitment
strategies. Another outlet for disseminating
this type of work is via peer-reviewed publi-
cations. While the findings from treatment
development studies are frequently not
within the scope of the most competitive
journals, these studies are increasingly rec-
ognized as essential components of treat-
ment research and important contributions
to the treatment literature. 

One note of caution is that many review-
ers are not accustomed to evaluating treat-
ment development studies. As a result,
some reviewers might apply evaluative cri-
teria typically associated with efficacy stud-
ies when critiquing treatment development
studies. To help address these concerns, it is
important to be extremely clear about the
aims of the study and the context in which
the study was conducted. For example, if
the study aims were to evaluate the accept-
ability and feasibility of the new treatment,
the structure of the manuscript should re-
flect this by featuring the findings on ac-
ceptability and feasibility. If appropriate,
references to the treatment development
approach (e.g., stage model, deployment
model) should be used to help guide the re-
viewer. Indeed, we strongly suggest that
students and ECPs adopt one of the models
of treatment development outlined above
and identify this in the manuscript. 

While treatment development research
can be exciting and very rewarding, it is es-
sential that investigators acknowledge the
limitations of their findings so that readers
who are not familiar with differences be-
tween treatment development work and ef-
ficacy trials do not adopt these treatments
into clinical practice. We recommend that
authors clearly state that their study repre-
sents an early stage of testing that does not
demonstrate sufficient evidence to adopt
the treatment in clinical practice until fur-

ther testing using a more rigorous designs is
conducted. We also recommend that au-
thors discuss future directions or provide in-
dications as to how this pilot study will
inform future research. Again, describing
the study within the framework of a clinical
research model could aid in writing the dis-
cussion.

Conclusions

The objective of this paper was to pro-
vide students and ECPs with a primer for is-
sues to consider when conducting
treatment development research. By ex-
plaining the key characteristics of treatment
development research and providing spe-
cific ideas and suggestions for students and
ECPs, we hope that readers will come away
with a more sophisticated approach to clini-
cal research. We also hope that the issues il-
luminated in this paper might serve as a call
to the field to improve training in this area.

One area of improvement involves grad-
uate training on research methods.
Currently, most graduate courses or semi-
nars on research methods discuss efficacy
and effectiveness studies but spend little or
no time discussing the process of treatment
development. This bias might lead junior
investigators to favor using known RCT de-
signs, even though the lack of preliminary
evidence suggests that treatment develop-
ment studies should be conducted.
Providing training to young investigators
about the issues discussed in this paper can
help prevent unnecessary expenditure of
valuable time and money. 

A second area for improvement involves
modifying journal author instructions and
reviewer instructions to recognize the im-
portance of pilot studies and small-scale
studies using nonexperimental designs that
fall within the realm of treatment develop-
ment. We propose that investigators of
treatment development studies bear the
burden of accurately describing the context,
scope, and limitations of their research and
its implications. At the same time, journal
reviewers should bear the burden of review-
ing studies with an open mind toward re-
search design and evaluate manuscripts
based on criteria appropriate to the type of
research conducted (e.g., treatment devel-
opment). In fact, Wilkinson and the Task
Force on Statistical Inferences (1999) specif-
ically warned researchers (i.e., reviewers)
against favoring particular designs or cer-
tain forms of research. Hopefully, the grow-
ing body of treatment development
literature will help educate peer reviewers
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about the merits of treatment development
work. 

In the current environment of psycho-
logical science and practice, evidence-based
treatments are the gold standard. If CBT
practitioners are committed to advocating
these treatments, then resources should be
mobilized to facilitate the treatment devel-
opment process. The overall quality of new
cognitive-behavioral treatments could be
enhanced by supporting young investiga-
tors who are well-trained in the entire scope
of clinical research, from treatment devel-
opment to dissemination. 
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Todd R. Risley, a pioneer of applied
behavior analysis and President of
AABT (1976–77), died in Palmer,

Alaska, on November 2, 2007. He was
born in Alaska on September 8, 1937; thus,
Todd was only 70 years old when he died.
He was a giant of the field literally and figu-
ratively. He was a visionary who developed
and explored some of the earliest applica-
tions of behavior analysis and was one of the
field’s greatest thinkers. His passion for sci-
ence and the applications of behavior analy-
sis never abated. As AABT’s Managing
Editor, Todd facilitated a significant change
for the organization in the late 1970s, mov-
ing its journals from an academic publisher
that was not doing well for Behavior
Therapy, thus instituting ABCT as the jour-
nal’s publisher. 

He credited some of his vigor and appre-
ciation for the importance of change to his
early days in the rugged territory of Alaska
where his father was a homesteader and rail-
road worker. In his early years, the family
homestead on what is now Risley Mountain
had neither indoor plumbing nor electricity.
This contributed to Todd’s belief that tech-
nology was very useful and should be ex-
plored, which, in turn, contributed to his
belief that social technology, what he later
called the “social dance” between parents
and children, was equally important.

Todd received his B.A. from San Diego
State College and his M.S. and Ph.D. from
the University of Washington, a hotbed of
experimental child psychology where a
number of young faculty and brilliant grad-
uate students were creating the field of ap-
plied behavior analysis. The faculty
included Donald Baer, Sidney Bijou, and
Jay Birnbrauer, and two postdocs, Ivar
Lovaas and Montrose Wolf. Todd became
especially close with Mont Wolf, who was
examining the role of social attention on the
behavior of preschool children. They, along
with H. L. Mees, worked with a 2 ½-year-
old child with autism, Dickey, who became
the most important case study and is still
the most famous child in the applied behav-
ior analytic literature. Their work with

Dickey was the first successful application
of behavior analysis to change the behavior
of a child with autism. Dickey had cataracts
and had to learn to wear glasses. He was
also aggressive, without language or social
skills, and self-injurious. Using shaping and
the first human experimental use of timeout
from positive reinforcement, Wolf, Risley,
and Mees were very successful in teaching
Dickey to wear glasses, end self-injury, and
learn language and social skills. Todd re-
mained in contact with Dickey well into
Dickey’s adult life. Thus, the methods of
applied behavior analysis were born in the
mid-1960s at the University of Washing-
ton, with much of the leadership exerted by
a graduate student, Todd Risley.

Todd held long academic stints at the
University of Kansas Department of
Human Development and Family Life (23
years) and the University of Alaska,
Anchorage. Kansas was and still is one of
the major homes of the field. Shortly after
returning to his native Alaska, Todd was
asked by the governor to take a short term
as the state’s Director of Mental Health and
Developmental Disabilities. This post,
though frustrating to Todd because of the
bureaucracy, allowed him to apply his prin-
ciples and precepts at the broadest societal
level. In doing so, he moved most of the am-
bulatory residents of the state hospitals to
community-based programs.

Exploring a variety of applications be-
came Todd’s mission. In addition to mental
health, developmental disabilities, and
autism, Todd’s work extended to nursing
homes, police departments, and work with
Indian nations, neighborhoods, and what
he called “living environments.” This in-
cluded work in infant and toddler centers,
exploring how environmental arrange-
ments affected and could be changed for the
better for young children.

He felt that his most significant work,
with Betty Hart, was the study of language
in the homes of middle-class and low socio-
economic status (SES) families. The 40-year
effort was depicted in a 1995 Pulitzer
Prize–nominated book, Meaningful Differ-

ences in the Everyday Lives of Young American
Children. The outcome of this longitudinal
effort was clear—that the more parents talk
to their children, the better the social and
academic outcomes for those children. The
gap between low SES and middle-class fam-
ilies starts large and grows larger over time,
with middle-class families talking more and
expanding the vocabularies of their children
far more than low-SES families. The conse-
quent differences in social and academic
achievement mirror the differences in talk-
ing such that the gains by middle-class chil-
dren far outweigh those in low SES
children. Todd dedicated the remaining
years of his career to delivering the message
to parents, “Talk, talk, and talk some more
to your children.” His other motto, “Do
good and take data,” pervaded his approach
to applied research. His career embodied
this credo.

Todd Risley died in his favorite chair in
his home on Risley Mountain from which
there were “huge” views. “Huge views” es-
tablishes a perfect metaphor for Todd’s life.
He saw what too many professionals do not
see, the biggest of pictures and how to
achieve significant change. Like Alaska’s
constantly changing weather, Todd be-
lieved that the field and our methodologies
must always change. 

Todd Risley was a hero to so many of us in
the field. We prompted him and cajoled
him to give us direction and advice, and he
was generous in his responses. He is already
sorely missed. He is survived by his beloved
wife, Cheryl, and his son, Todd Michael.
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Book Review

Forsyth, J. P., & Eifert, G. H.
(2007). The Mindfulness and

Acceptance Workbook for Anxiety:

A Guide to Breaking Free From

Anxiety, Phobias, and Worry Using

Acceptance and Commitment

Therapy

Oakland, CA: New Harbinger
267 pages; $21.95

Reviewed by James D. Herbert, Drexel
University

The past decade has witnessed a veri-
table explosion in interest in mind-
fulness and acceptance-based models

of behavior therapy. The degree to which
these developments represent an incremen-
tal evolution of the status quo or a revolu-
tionary shift in the field has recently become
a point of considerable contention. Of the
various mindfulness and acceptance-based
models, acceptance and commitment ther-
apy (ACT; Hayes, Strosahl, & Wilson,
1999) has generated the most controversy,
and the most research. Whatever one’s
stance on the question of how ACT and its
sister approaches are situated with respect
to traditional cognitive behavior therapy,
there is no doubt that these approaches are
having an impact. In the case of ACT, there
has been a dramatic increase in scientific
publications, professional conference pre-
sentations, training workshops, and most
recently, self-help books.

Since its original incarnation in the
1980s, ACT has been especially concerned
with the problem of pathological anxiety.
John Forsyth and Georg Eifert have been at
the forefront of the application of the ACT
approach to problems of anxiety, and their
book for practitioners on the subject cur-
rently stands as the principal work on ACT
for anxiety (Eifert & Forsyth, 2005). It is in
this context that they introduce the current
work as a user-friendly self-help guide de-
signed for anyone suffering from problems
of anxiety.

This book has many outstanding quali-
ties. Perhaps most importantly, it presents
the ACT model in a highly accessible, user-
friendly format. This is no easy task, as the
model is often counterintuitive, confusing,
and difficult to grasp, even for experienced
clinicians. New Harbinger Publications has
taken the lead in producing self-help books

that translate complex ideas into highly ac-
cessible language, and this book continues
that tradition. 

Forsyth and Eifert eschew detailed dis-
cussion of the specific anxiety disorders as
demarcated by the official psychiatric
nomenclature in favor of a more general dis-
cussion of the psychological factors that un-
derlie the various manifestations of
pathological anxiety. They highlight the
paradoxical effects of efforts to exert direct
control over anxiety, and the dangers of
such efforts. Defusion, or achieving psycho-
logical distance from one’s distressing expe-
rience, along with nonjudgmental accep-
tance of that experience, are discussed at
length. Metaphors, thought experiments,
and hypothetical case examples are fre-
quently used to illustrate key concepts.
Exercises are suggested throughout to ac-
quire and master key skills. 

One of the most useful features of the
book is the accompanying CD, which con-
tains printable PDF versions of forms to be
used with various exercises, as well as nine
guided meditation exercises. The latter,
which range from less than 3 minutes to
more than 15 minutes in duration, are very
well done, and are themselves worth the
price of the book. Each of these meditations
is linked to a particular section of the book,
although they can also be used as stand-
alone exercises.

Like any self-help book, the current
work is not without its problems.  Chief
among these is the fact that the ideas are
presented more or less simultaneously,
rather than in a more sequential format.
That is, most of the key components of the
model, from highlighting the paradox of
experiential control, to fostering defusion,
acceptance, mindfulness skills, and values
clarification, are presented early on, and
then reintroduced and elaborated several
times throughout the book. For example,
the issue of values clarification is first intro-
duced briefly in Chapter 1, and then revis-
ited every few chapters throughout the
remainder of the book. It is quite possible
that many readers will find this format use-
ful. It may reinforce interrelated ideas with-
out unnecessary elaboration on conceptual
details that may not be relevant. On the
other hand, the format also sometimes gives
the feel of an unfocused jumping from topic
to topic. A greater danger is that such an
approach risks being perceived by some
readers as dismissive of the seriousness of
their distress. One of the most challenging
aspects of the ACT model to grasp is that it
cannot be reduced to a simple message of
“pull-yourself-up-by-your-bootstraps.” ACT

is not a simple matter of accepting one’s dis-
tress and getting on with life; if it were that
simple there would be no need for book-
length treatments. A more linear—perhaps
even more patient—presentation of the
model would first firmly establish, using the
patient’s own experience as a guide, the fu-
tility of experiential control before broach-
ing the idea of acceptance. And when
acceptance is introduced, care would be
taken to emphasize that it represents a skill
that is neither straightforward nor easy to
realize. By presenting these concepts more
or less simultaneously, some readers may
not be sufficiently prepared, and may per-
ceive the model as overly simplistic or as dis-
missive of their pain. 

As a behavior therapy with conceptual
roots in the experimental analysis of behav-
ior, ACT is fully committed to empirical
testing of its theory and techniques. Forsyth
and Eifert frequently note this scientific
basis, and cite key works from the scientific
and professional literatures. At times, how-
ever, they overstate the research support for
key ACT principles and outcomes. For ex-
ample, there have only been a handful of tri-
als of ACT with anxiety disorders, even if
one includes closely related approaches, and
most of these have been relatively modest in
size and scope. In addition, these trials do
not yet demonstrate conclusively that fac-
tors specific to ACT are driving improve-
ment, although the findings to date are
quite promising in this regard. Although
encouraging, it is therefore premature to
present ACT as an unequivocally well-sup-
ported intervention for anxiety disorders, as
Forsyth and Eifert imply. Likewise, there is a
strong antimedication bias running
throughout the book. Like many scientifi-
cally oriented psychologists, the authors are
understandably concerned about the
overuse of anxiolytic and antidepressant
medications for mood and anxiety disor-
ders, especially when equally (and perhaps
more) effective psychosocial treatments are
available. Nevertheless, a scientific perspec-
tive requires that one not simply dismiss out
of hand the substantial literature on the effi-
cacy of medications for at least some indi-
viduals with severe anxiety disorders.
Contra the implications of the book, there is
nothing in the ACT model that is inher-
ently inconsistent with the judicious use of
medication when appropriate. 

In a related vein, the authors present the
research on experiential control as if it were
an open-and-shut case: cognitive and affec-
tive control efforts are inevitably harmful.
Yet the research is in fact far less clear on this
point. Although a growing body of evi-
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dence does indeed support the pernicious
effects of direct efforts to avoid or control
distressing experiences, most of these stud-
ies are analogue or correlational in nature,
and do not rule out the possibility that some
experiential control efforts may in fact
sometimes work. In fact, contrary to fre-
quent misunderstanding, this is not incon-
sistent with the ACT model. The
prohibition against experiential control in
ACT is not dogmatic or absolute. If such ef-
forts work and do not result in excessive
costs, then they are permitted. The key, of
course, is determining when they are likely
to work and when they are not. This sub-
tlety is lost in the current book, which gives
the message that all such efforts are in-
evitably doomed to backfire.

This raises a related point about situa-
tions in which a certain kind of experiential
control is actually required. To distinguish
useful from dangerous applications of will-
ful control efforts, Forsyth and Eifert re-
peatedly make use of the “hands-and-feet”
principle. That is, control is useful when di-
rected toward overt behavior (i.e., things
that involve moving one’s hands and feet),
but does not work when directed to the
world within the skin. But this principle is
not foolproof. Consider the case of test anxi-
ety. A certain degree of attentional control is
critical to effective test-taking behavior. It is
not enough to defuse from and accept dis-
tressing thoughts and feelings; one must
also simultaneously focus attention on the
material at hand, and such attentional focus
cannot be achieved with the hands or feet.
By framing all experiential control efforts as
verboten, the authors risk missing this dis-
tinction. It is important to note that, once
again, there is nothing necessarily inconsis-
tent about this idea within the larger ACT
model. Rather, the present book misses this
potentially important issue.

The final significant shortcoming of the
book is something that is shared with most
other self-help books on ACT, and in fact
with many self-help books on other models
of psychotherapy: The unique or character-
istic features of the model are highlighted,
whereas components that are common to a
number of models tend to be given short
shrift. In the case of this book, the key issue
is systematic exposure. If there is one thing
that we can say definitively with respect to
the anxiety disorders, it is that exposure of
one form or another is a core feature of suc-
cessful behavioral interventions, including
ACT. In our work with acceptance-based
interventions for social anxiety disorder, for
example, we emphasize the critical role of
systematic exposure to fear-inducing stim-

uli (Dalrymple & Herbert, 2007; Herbert &
Cardaciotto, 2006). Exposure is both con-
ceptualized and implemented somewhat
differently from an ACT perspective rela-
tive to other models of behavior therapy,
but it remains a critical component. Forsyth
and Eifert do discuss exposure, and espe-
cially interoceptive exposure, toward the
end of the book, and their frequent refer-
ences to behavioral action directed toward
valued goals can be understood as fostering
a type of exposure. Nevertheless, they do
not emphasize the importance of system-
atic, sustained exposure to phobic stimuli
using the full range of relevant modalities
(e.g., in vivo, simulated, imaginal), nor how
different types of exposure are typically ap-
plied to different types of anxiety disorders.
The tendency to emphasize what is new and
different in a book of this type is under-
standable. Nevertheless, this is no justifica-
tion for downplaying one of the most
well-established interventions for anxiety
disorders, especially when it is fully compat-
ible with the ACT model.

We recently analyzed 50 best-selling self-
help books on the basis of their usefulness
and grounding in the scientific literature
(Redding, Herbert, Forman, & Gaudiano, in
press). Our sample of books was gathered
just before the recent proliferation of ACT
self-help books, and so the present work was
not included. Applying the criteria we used
to rate books, Forsyth and Eifert’s book
would have undoubtedly done well in our
analysis, although not at the very top, due
primarily to the occasional overstatement of
the research base discussed above. In addi-
tion, the book does not adequately address
when one should seek professional help.
Even under the most optimistic of circum-
stances, there will be some individuals for
whom a self-help book is inadequate, and
who will require professional help. Self-help
books have an obligation to address this
issue directly, and to offer guidance as to
when such assistance is indicated and how to
locate a qualified clinician. 

The book will feel quite familiar to those
already versed in the ACT model, as there is
little truly new or innovative here. For those
unfamiliar with ACT, there are better intro-
ductions targeting professionals (e.g.,
Hayes & Strosahl, 2004) and lay readers
(e.g., Hayes & Smith, 2005). As an applica-
tion of ACT specifically to anxiety disor-
ders, however, Forsyth and Eifert have
presented a highly readable, useful, and
user-friendly guide. The book’s strength is
not its originality, but its translation of com-
plex ideas into an engaging, accessible, en-
couraging, and gentle style. Despite some

important limitations, this book will be ex-
tremely useful as a supplement to therapist-
guided ACT for anxiety disorders.
Additionally, although research is needed to
evaluate its effectiveness as a stand-alone in-
tervention before firm conclusions can be
drawn, it may also be a useful resource for
the self-treatment of individuals struggling
with anxiety.
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� Steven C. Hayes, Acceptance and Commitment Therapy
� Ray DiGiuseppe, Redirecting Anger Toward Self-Change
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As practitioners of CBT, your voices are
crucial and your clinical experience
invaluable to C&BP and the growth of 
the field.

If you need assistance or advice with 
formulating your thoughts and ideas 
into writing, please feel free to contact
the editor.

Our editorial team is looking for:

• CASE STUDIES (in the form of single cases or case conferences)
that demonstrate empirically supported cognitive-behavioral inter-
ventions with clients across the range of disorders and populations.

Please consider: assessement, the therapeutic alliance, diagnosis,
comorbidity, treatment innovations, challenges you have con-
fronted; as well as aspects of treatment or populations that are underre-
ported in the CBT literature—for example, sociopathy; the role of
social work; interventions with dysfunctional organizations; timing
of interventions; the role of patient expectations; CBT for family
work.

• SPECIAL SERIES a group of articles that address or debate a
common subject: such as, treatment modality, special populations, a
particular therapeutic technique and its applications across several
disorders.

to Cognitive and Behavioral Practice

CALL Ñçê SUBMISSIONS

The editors of
Cognitive and

Behavioral Practice

invite you to con-
tribute papers that
fulfill this journal’s
vital mission: 
“to bridge the gap
between published
research and the 
actual clinical practice 

of behavioral and
cognitive therapy.” 

Cognitive and
Behavioral
Practice

ISSN 1077-7229

Stefan Hofmann
Editor

Clinicians

Are you a therapist 
with a solid history 
of face-to-face 
client experience?

Cognitive and Behavioral Practice 
is published in partnership with Elsevier. 
To submit a paper, go to
http://ees.elsevier.com/candbp/ 
and follow the submission instructions.
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Have an idea about developing a case 

conference or special series? 

Contact Maureen Whittal, Ph.D.
EDITOR (Volumes 16–19): 
whittal@interchange.ubc.ca

�

�



PRSRT STD

U.S. POSTAGE

PAID

Hanover, PA

Permit No. 4

the Behavior Therapist
Association for Behavioral and Cognitive Therapies
305 Seventh Avenue, 16th floor
New York, NY 10001-6008

Tel.: 212-647-1890
www.abct.org

ADDRESS SERV ICE REQUESTED

1  Prices are subject to change and apply only in the US. To order, please contact customer service at  call 1-866-445-8685, or visit our website at www.oup.com/us

A Guide to Assessments That Work
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978-0-19-531064-1 cloth $89.95

Evidence-Based Outcome Research
A Practical Guide to Conducting Randomized 
Controlled Trials for Psychosocial Interventions
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