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eAppendix: Expansion of Two Elements of the Methods Section
1. Diagnostic Interviewer Training and Reliability of Diagnoses
The ChIPS1 and PChIPS2 were administered separately to youths and their caregivers by interviewers who had
completed 32 hours of training, observed multiple expert interviews, conducted ten individual practice interviews, and
completed a series of test interviews in three of which they were required to achieve perfect agreement with an expert
rater before being certified as study interviewers. Study diagnoses were assessed for inter-interviewer reliability by
having 40 randomly-selected interviews (split pre/post and youth/caregiver) coded by a new coder trained to the same
standards as study interviewers. Kappa was .94 for overall reliability of child-based diagnosis, .82 for caregiver-based
diagnosis. Reliability was also assessed for diagnoses in the categories of disruptive behavior disorders (child, κ = 1.00,
p < .001; parent, κ = .74, p < .001), anxiety disorders (child, κ = 1.00, p < .001; parent, κ = .90, p < .001), and
depressive disorders (child, κ = 1.00, p < .001; parent, κ = .73, p = .001). All kappas were at or above Landis-Koch3
standards for substantial agreement.
Combined diagnoses were generated from youth and caregiver report. Because evidence suggests that caregivers
may be more accurate reporters of their children’s externalizing problems, and children may be better reporters of their
own internalizing problems,4 diagnoses generated by both interviews were accepted, diagnoses generated only by childreport were accepted if the disorders were internalizing (e.g., anxiety or depressive disorders), and diagnoses generated
only by parent report were accepted if the disorders were externalizing (e.g., conduct disorder, oppositional defiant
disorder), per Silverman-Nelles5 guidelines.
To assess reliability of the combined diagnoses, two doctoral-level psychologists blind to participant identity
independently reviewed 20 randomly selected pairs of ChIPS and PChIPS, generating composite diagnoses for all the
pairs. The mean kappa was .84. Reliability was also assessed for composite diagnoses in the three study diagnostic
categories of disruptive behavior disorders (κ = .88, p < .001), anxiety disorders (κ = 1.00, p < .001), and depressive
disorders (κ = 1.00, p < .001).

2. Adherence to Condition: UC, Standard, and Modular
Treatment sessions in all three conditions were coded for adherence to study condition—i.e, whether MATCH
procedures were well-represented in the modular condition, standard EBT procedures were well-represented in the
standard condition, and the UC condition included low levels of MATCH and standard EBT procedures. For the
standard condition, we used a microanalytic adherence measure to code the presence or absence of each of the modelspecific elements (e.g., relaxation training) of the treatments used in the standard condition (Coping Cat,6, 7 PASCET,8-10
Defiant Children11) in five minute segments throughout the full session. An additional code, “other,” indicated a
treatment element not specific to the three standard treatment manuals. Because element categories were not mutually
exclusive, more than one element could be coded within each increment. For the modular condition, a similar measure
was used to record the presence or absence of each of the 31 MATCH modules for anxiety, depression, or disruptive
behaviors. An additional item allowed for the coding of “other,” indicating a treatment element not found in a MATCH
module. For UC, we used randomly embedded UC tapes in both the standard and modular coding samples, and used
either the standard or the modular coding systems to assess for the presence/absence of their component elements and to
examine the levels of potential overlap in treatment content among conditions (e.g., low instance of standard or modular
elements in UC would demonstrate treatment differentiation). Coding was done by two doctoral level coders, six
psychology doctoral students, and four post-BA research assistants.
Coding training. Coders were trained using the following procedure: After familiarizing themselves with the treatment
manuals, coders participated in 12 hours of didactic presentations led by a doctoral-level staff member who was expert
in the manual content; in addition, exemplar videos were used to illustrate treatment modules/components. As part of
the training process, sessions were viewed, coded, and discussed as a group with the training leader (who also served as
the expert coder and reliability standard-see below). Next, all coders, working independently, coded a set of 13
treatment sessions randomly selected from the modular and standard conditions, then met to compare codes and discuss
discrepancies. Each coder was then assigned the same set of seven randomly selected treatment sessions and coded
independently without discussion. The sum of five-minute increments that were positive for the presence of a given
modular or standard treatment element was calculated for each coder on each session tape, resulting in a set of sums
reflecting the frequency of use of each individual modular or standard treatment element. Given the limited number of
tapes in the reliability sample, the sums were converted to dichotomous present/absent scores denoting whether a
treatment element was present in each recording. Inter-coder reliability was calculated for the double-coded tapes using
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kappa. All coders needed to demonstrate acceptable agreement with an expert rater (κ >.70; M κ =1.00) in order to meet
training standards and proceed to coding study sessions. All coders met this standard.
Coding reliability and evidence of adherence to condition. To assess reliability of the coding after the training was
complete, we randomly selected 20 session tapes (10 modular, 10 standard) from the total coded sample and had these
double-coded using the expert rater. The mean kappa was .88, and the median kappa was 1.0, indicating that the coding
system was reliable across coders. To assess adherence, we used stratified random sampling of session recordings for
coding, to ensure coverage of all study sites and initial treatment focus on each of the three problem areas (anxiety,
depression, and conduct). Some 309 treatment sessions were coded, encompassing the standard, modular, and UC
conditions. We compared the mean percentage of total session content (i.e., of 5-minute coded segments) that was
model-specific (i.e., standard manual content and modular manual content), within the three study conditions. We also
calculated the percentage of session content not described in either the standard or the modular manuals. In the standard
condition, 92.75% of session content was comprised of the model-specific treatment elements used in Coping Cat,
PASCET, and Defiant Children. In the modular condition, 82.95% of session content was consistent with that specified
in the MATCH protocol. In UC, only 8.47% of session content was consistent with that described in either the standard
or modular manuals. Instead, 91.53% of UC session content was “Other.”
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