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What is Evidence-Based Treatment?

EBT consists of three components:

● It is practice guided by the best available research evidence
○ Not all mental health treatments are equally effective

● Takes into consideration patient’s values and preferences
○ Psychological treatment should be a collaborative process that respects your own experiences, 

needs, and values. 

● It is conducted by someone with the appropriate clinical expertise
○ It is your therapist's job to interpret the best evidence from systematic clinical research (the first 

leg) in light of your preferences, values, culture, and daily life realities. Therapists rely on their 
own clinical expertise in figuring out how to integrate these different pieces of information to 
formulate your individual treatment plan.





Common Disorders Seen in Children, Adolescents, 
and Young Adults 

● Anxiety
○ Social Anxiety

■ School Refusal
■ Performance Anxiety (sports, presentations)

○ OCD
■ Body-Focused Repetitive Behaviors (BFRBs)

● Depression
● Eating Disorders
● Mood Dysregulation
● Self-Injury
● ADHD





● CBT: Cognitive Behavioral Therapy
○ ERP: Exposure & Response Prevention

○ ME: Mirror Exposure

● DBT: Dialectical Behavior Therapy
○ SIB: Self-Injurious Behaviors

○ SI: Suicidal Ideation

● RO DBT: Radically Open Dialectical Behavior Therapy

● ACT: Acceptance and Commitment Therapy

● FBT: Family Based Therapy (Maudsley Family-based Treatment)

● MI: Motivational Interviewing



EBTs for Anxiety: CBT & ERP
● General Anxiety
● Social Anxiety
● Performance Anxiety
● School Refusal
● OCD
● BFRBs 

● CBT:
○ Cognitive Restructuring/Reframing
○ Increasing effective engagement with triggers causing distress
○ Tolerating Distress
○ Using ERP:

■ Prolonged exposures to distressing situations
■ Preventing habitual responses that actually increase 

distress



EBT for OCD: ERP
● Exposure and Response Prevention

○ Is used for increasing tolerance to anxiety-based triggers (obsessions) and interrupting 
ritualized behaviors (compulsions) 

○ Prolonged, graduated, repetitive, and consistent exposure to situations and thoughts that 
provoke anxiety and distress

■ Situational/In vivo exposure
■ Imaginal exposure

○ Exposures are considered challenges by choice
○ Hierarchies are developed with clients using a 7-point Likert scale rating subjective units of 

distress





EBT for Depression: CBT, ACT, & DBT
● CBT:

○ Effective for increasing behavioral and mood activation and restructuring thought(s) dictated 
by pervasive and negative automatic thoughts, intermediate beliefs, and core beliefs

● ACT:
○ Effective for increasing acceptance of distress, while also employing skills to increase 

separation from thoughts, feelings, and behaviors that evoke negative mood(s)

● DBT:
○ Effective for decreasing emotion dysregulation and acting out 

behaviors, as well as increasing distress tolerance due to 
depressive symptoms





EBT for Eating Disorders/Disordered Eating: FBT 

● Family Based Therapy (Maudsley Model)
○ Based on THREE phases:

■ Phase 1: Empower and encourage parents to take complete control to refeed the child, 
reduce blame, externalize ED, reorganize family structure as needed

■ Phase 2: Maintain parental control of ED symptoms, return of food and weight control to 
adolescent as appropriate, explore relationship between child developmental issues and 
ED 

■ Phase 3: Review child difficulties with parents and how to support 
and model effective problem solving, check in with parent for how
they are doing, delineate and explore themes of child development, 
plan for future issues (relapse prevention), termination



EBT for Eating Disorders/Disordered Eating: CBT 
● CBT & CBT-E

○ Used to challenge inaccurate thoughts and behaviors patterns that lead to engagement in 
dysfunctional behaviors such as bingeing and/or purging.

○ Primarily focuses on what is keeping the eating problems “going”
○ Is mainly concerned with the present and the future, however, does address the origins of the 

eating problems as needed
○ Includes using techniques such as employing nutrition services, regular eating, stimulus 

control, exploration of triggers and ways to mediate, habit reversal, distress tolerance, and 
thought restructuring to increase the ability to break the cycle of ineffective behaviors

○ Mirror Exposure:
■ Exposure via non-judgemental observations of body 
■ Acceptance-based intervention (tolerance, accepting, compassion for body image)



EBT for Mood Dysregulation/SIB: DBT
● 4 Components Treatment

○ Individual Therapy
○ Multifamily Skills Class
○ Phone Coaching
○ Therapist Consultation

● 4 Targeted Modules for Effectiveness:
○ Mindfulness
○ Distress Tolerance
○ Emotion Regulation
○ Interpersonal Effectiveness



EBT for ADHD/ADD: CBT & Behavioral Modification
● Psychological Testing

○ Differential diagnosis with learning disability, anxiety, etc.

● Behavior Modification
○ Behavior modification is a form of therapy in which parents, teachers, and children are taught 

skills by a therapist. Parents and teachers then employ those skills in their daily interactions 
with their children with ADHD to improve the children’s functioning in the key areas 

● Parent coaching
○ ABCs - Antecedents, Behaviors, and Consequences 
○ Parents should be taught to modify antecedents and consequences 
○ Consistently changing the ways one responds to children’s 

behaviors, adults teach the children to learn new ways of 
behaving 

● Behavior tracking
● Self management



How to find the best fit for your client...
● Assess willingness 
● Assess severity of symptoms
● Coach client to interview several providers
● Internet search for “evidence based treatment for….”
● Word of mouth referrals
● Early intervention is best!



What questions should you ask?

At the initial session: 

● What is the diagnosis and treatment choice?
● What is the “order of operations” for each of the presenting problems
● Do you use manualized treatment or “informed”, “integrated” or “eclectic” 

approaches? 
● Are parents/family involved in your treatment approach?
● How severe are the concerns we are addressing?



What questions should you ask?

After each session:

● What is the homework?
● Should be tracking any symptoms?

After 6-8 sessions/weeks of working together:

● Did he/she complete an outcome measure?
● Do we see an improvement in symptoms?



When psychopharmacology should be considered...
● Medication is an evidence based treatment for several conditions:

○ Anxiety
○ OCD
○ Depression
○ ADHD

● Many disorders can be treated without the help of medication
● Assess your personal beliefs about medication use and identify pros and cons
● Consider medications as short terms aids to treatment
● Check the facts by asking a medical professional



Medication can help when...

● Your child and family have been attending regular and frequent therapy for 
long enough to see improvements

● Instructions between therapy sessions have been fully followed
● Healthy behaviors in addition to therapy such as nutrition, movement, sleep 

hygiene, recreational and social self care don’t seem like enough
● You and your child’s therapist seem stuck 
● Another healthcare professional has suggested thinking about medication
● Your child responded well to medication before, maybe it’s time to think about 

restarting



The first visit for medication evaluation
Think of it as an information session!

● Talking to a doctor does NOT obligate your child to take any medications
● It’s OK to leave the first visit undecided about medication
● It’s OK to decide against medication after you’ve had an informed discussion 

with your child’s doctor 
● Your child’s doctor may decide medication is not the best option for them at 

this time
● You can change your mind about medication at any time later
● Your child is not going to be medicated against your will



What to expect from medication
● Medications will not change your child’s personality
● Antidepressants and mood stabilizers are not addictive
● Your child should still have emotional responses
● If your child experiences globally dulled emotions (“blunting”) speak with their 

doctor about this side effect
● The goal of medication is not to make your child a “zombie” 
● Antidepressants and mood stabilizers are not intoxicating



What about risks?
● No treatment is risk free, but not taking medication can be risky

● Ask your child’s psychiatrist to discuss pros and cons with you of
● Taking Medication 
● Not Taking Medication

● Also ask what can be done to reduce risks as much as possible
● Tell your child’s psychiatrist if there are specific risks you want to discuss 

(abuse potential, overdose, etc.) 



What about  that “Black Box Warning” ?
● The warning is intended to encourage patients to ask questions and 

encourage doctors to review risks and benefits

● It does NOT mean young people should never take medications 

“The rate of suicidal thinking or suicidal behavior was 4% among patients assigned to receive an 
antidepressant, as compared with 2% among those assigned to receive placebo, although none of the 
suicide attempts documented in the trials were fatal.”

https://www.nejm.org/doi/full/10.1056/NEJMp1408480

● The risk is NOT 0% when medication is NOT taken 
● Statistics may not reflect the risks of the individual

https://www.nejm.org/doi/full/10.1056/NEJMp1408480


How long does my child need to take medication? 
● Many children do NOT need long term medication
● Some children will if they have a chronic or recurring condition
● That’s what follow up is for!
● This may not be a one time discussion
● Weigh pros and cons with your child’s doctor of continuing medication
● “In how long should we discuss staying on meds again?”



Should I stay or should I go?
● Many EBTs are manualized and require a 12-week commitment 
● Attendance at therapy should be routine (weekly at minimum)
● Assess your own willingness to engage in treatment (changing behavior is 

hard work!)
● Assess your relationship and trust with the provider
● Assess if your relationship is leading you to stay with the provider even if 

changes/improvements aren’t observable
● Have an open discussion with your provider about the effectiveness of 

treatment. Setting this precedent early allows for easier transition or 
termination of treatment



Referral Links:
Anxiety/OCD/Depression:

http://iocdf.org/

http://www.abct.org/Home/

Eating Disorders:

https://www.aedweb.org/home

https://www.nationaleatingdisorders.org/

http://www.feast-ed.org/ 

BFRBs:

http://www.bfrb.org/

Self-injury, Suicidal Ideation:

https://behavioraltech.org/

ADHD:

http://www.chadd.org/NRC.aspx 

http://iocdf.org/
http://www.abct.org/Home/
https://www.aedweb.org/home
https://www.nationaleatingdisorders.org/
http://www.feast-ed.org/
http://www.bfrb.org/
https://behavioraltech.org/
http://www.chadd.org/NRC.aspx


For any further question, comments, or concerns, please do not hesitate to reach 
out to your FCPS student services contacts or feel free to contact us at:

Potomac Behavioral Solutions

info@pbshealthcare.com

(571) 257-3378

mailto:info@pbshealthcare.com


Information about medications was prepared by Aileen Kim, MD. Dr. Kim has no 
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Potomac Behavioral Solutions

info@pbshealthcare.com
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