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For the past decade health care,
particularly mental health
care, has paid significantly in-

creased attention to outcome meas-
urement and data-driven accounta-
bility (1,2) and to consumer perspec-
tives on the goals and impact of serv-
ices (3,4). In the context of competi-
tion for limited resources, most pub-
licly and privately funded systems
now mandate some form of outcome
measurement, and many seek con-
sumers’ perspectives on their satisfac-
tion with care (4,5). The interaction
of these two forces requires increased
knowledge of the types of outcomes
that consumers and other key stake-
holders desire most. 

Although discussion about data-
driven accountability in mental health
is ubiquitous, relatively limited atten-
tion has been paid to the method-
ological complexity of outcome meas-
urement. Many potential outcomes
could be measured, and multiple
sources of information, or perspec-
tives, on these outcomes could be ob-
tained. Little is known about the out-
come priorities of various stakeholder
groups, the extent to which these
groups share similar outcome priori-
ties, or the level of agreement be-
tween triads of the stakeholders—the
individual patient, family member,
and provider—on their outcome pri-
orities for any given patient. 

The limited research that is avail-
able on adult mental health services
suggests that patients, family mem-
bers, and providers rarely agree on
desired outcomes or their relative im-
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Objectives: This study identified desired outcomes for adolescent
mental health services according to various stakeholders—adoles-
cents, parents, and therapists—and examined agreement across these
groups of stakeholders. Potential correlates of agreement, including
the youth, family, and treatment characteristics, were also tested.
Methods: Interviews were conducted with 170 adolescents aged 11 to
18 years, their caregiver, and their psychotherapist when the adoles-
cents entered community-based outpatient mental health services.
Each participant reported up to three desired outcomes, which were
coded into 30 outcome categories across five broad outcome domains.
Results: Although the most commonly reported desired outcome
across all three stakeholder groups was to reduce anger and aggres-
sion, relatively poor agreement existed within the adolescent-parent-
therapist triads on desired outcomes for individual youths. Almost
two-thirds of the triads did not agree on even one of the desired out-
comes for the adolescent’s treatment, and most kappa statistics re-
flected poor agreement. Youths and therapists were each more likely
than parents to report desired outcomes that were related to the fam-
ily environment; youths were the least likely to report desired out-
comes that were related to youth symptom reduction. Although many
potential correlates of agreement were tested, only two variables were
significantly associated with the likelihood that the individual triads
would agree on treatment goals: youth anxiety disorder was associat-
ed with significantly greater agreement, whereas therapist cognitive-
behavioral orientation was associated with significantly poorer agree-
ment. Conclusions: Consistent with the research on adult mental
health services, a lack of consensus was found among key stakeholders
on desired outcome priorities for adolescent services. This lack of con-
sensus may limit engagement in treatment and the effectiveness of
care. (Psychiatric Services 55:671–676, 2004) 



portance (3,6). In addition, providers’
awareness of their clients’ outcome
priorities is generally rather poor (6).
For child and adolescent services, no
studies have compared desired out-
comes across stakeholder groups.
However, two related studies have ex-
amined perceptions of target prob-
lems for treatment among parents and
children (7) and among parents, chil-
dren, and therapists (8). Both studies
reported relatively poor agreement;
for example, only 23 percent of 315
parent-child-therapist triads agreed on
any target problems (8).

Disagreement, or even differential
prioritization, on desired treatment
outcomes obviously presents a
methodological dilemma for outcome
research—that is, which outcomes
should be measured and according to
which informant. This phenomenon
also presents a clinical dilemma,
which may limit the effectiveness of
treatment. Consensual goal-setting is
a key component of the therapeutic
alliance (9,10). Thus a lack of consen-
sus about treatment goals may under-
mine the patient’s or family’s alliance
with the therapist and have a negative
impact on the patient’s engagement
in, or benefit from, therapy (6,8).
Agreement on treatment goals may
be particularly challenging in treat-
ment with adolescents, because ado-
lescent patients are usually not seek-
ing treatment on their own initiative.
Some evidence suggests that adoles-
cents underutilize services, have high
dropout rates, and exhibit fewer ben-
efits of mental health services com-
pared with other age groups (11). The
reasons for these discrepancies in
service effectiveness are largely un-
known, but differences in stakehold-
ers’ goals or treatment expectations
may be a contributing factor.

Unfortunately, little is known
about factors that are associated with
stakeholder agreement on the de-
sired outcomes of treatment. In our
study, we examined a variety of po-
tential correlates of agreement, in-
cluding characteristics of stakehold-
ers—adolescents, parents, and thera-
pists—and the treatment. Our study
also built on the existing literature by
expanding the array of potential de-
sired outcomes beyond symptoms
and functioning, so that potential

outcomes also included satisfaction,
environmental factors (for example,
family and school), and service uti-
lization (2). The primary goals of our
study were to describe and compare
the frequency of desired outcomes
for adolescent outpatient mental
health services among the three
groups of stakeholders; to examine
agreement among stakeholder dyads
and triads on the desired outcomes
for individual youths; and to identify
correlates of agreement for stake-
holder triads. 

Methods
Participants
A total of 170 adolescents aged 11 to
18 (mean±SD age, 13.5±2 years)
were interviewed when they entered
outpatient mental health treatment
at one of two publicly funded mental
health clinics in San Diego. All
clients who were English speaking
and entering a new episode of treat-
ment—defined as not having had
outpatient psychotherapy treatment
in the previous six months—between
2000 and 2002 were recruited for our
study. Of the 223 sequentially solicit-
ed participants, 76 percent (N=170)
agreed to participate in a longitudinal
study examining the measurement of
youth mental health outcomes. Data
presented here were collected exclu-
sively at the intake interview. Clients
who declined participation primarily
cited busy schedules and time con-
straints. Limited data on nonpartici-
pants showed that they did not differ
from the participants in age or gen-
der distribution. 

Of the 170 participating adoles-
cents, 63 percent (N=107) were
male; 45 percent (N=77) identified
themselves as white, 18 percent
(N=30) as Latino, 18 percent (N=31)
as biracial, 14 percent (N=24) as
African American, and 2 percent
(N=3) as other. Almost all the care-
givers were mothers (158 caregivers,
or 93 percent), including biological,
foster, and adoptive mothers. Half
the caregivers (83 caregivers, or 49
percent) reported an annual family
income of less than $15,000, and 75
percent of the remainder (N=65) re-
ported an annual family income of
$15,000 to $45,000.

In terms of clinical characteristics,

the youths in our sample were repre-
sentative of those in similar clinical
samples. For example, the mean T
score on the Child Behavior Checklist
total problem scale (12) for our sam-
ple was 67.3±9.7, compared with a
score of 67.9±9.4 for an outpatient
treatment sample (13). The mean is
50±10, with higher scores indicating
greater symptom severity. The most
prevalent diagnoses in our study were
mood disorders, attention-deficit hy-
peractivity disorder, and oppositional
defiant and conduct disorder. 

Of the 57 therapists who participat-
ed in our study, 75 percent (N=43)
were women, with a mean age of
32±7.2 years (range, 24 to 53 years).
Sixty percent (N=34) identified
themselves as white, 18 percent
(N=10) as Latino, 14 percent (N=8)
as Asian American, 4 percent (N=2)
as African American, and 5 percent
(N=3) as other. Therapists’ mean
number of years of experience was
6±5 (range, .6 to 34 years). Forty-
four percent (N=25) of the therapists
held a master’s degree in counseling
or social work, 26 percent (N=15)
held a doctoral degree in psychiatry
or psychology, and 30 percent
(N=17) held a bachelor’s degree and
were currently in master’s or doctor-
al-level training programs. Family
systems therapy and eclectic psy-
chotherapy were the most frequent
primary theoretical orientations en-
dorsed by therapists (19 therapists,
or 33 percent, for family systems
therapy; 16 therapists, or 28 percent,
for eclectic psychotherapy), followed
by psychodynamic and cognitive-be-
havioral psychotherapy (nine thera-
pists, or 16 percent, each). 

Procedures
Individual interviews were conducted
after the adolescent had completed
one or two therapy sessions. Youths
and parents were interviewed at the
family’s home or at the research facil-
ity. Information about the therapists
was collected at the therapist’s office.
All parents and therapists provided
written informed consent, and all
adolescents provided written in-
formed assent. Each participant was
compensated $20 for participating in
the study. The protocols were ap-
proved by human subjects protection
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committees at the University of Cali-
fornia, San Diego; Children’s Hospi-
tal and Health Center; and the San
Diego County Department of Health
and Human Services.

Measures
During the interview, we asked re-
spondents to describe the three most
important outcomes or changes that
they hoped would be achieved as a
result of mental health services for
the adolescent. The open-ended re-
sponses were coded into 30 outcome
categories based on pilot interviews
with adolescents and therapists
(14,15) and based on examples from
the five outcome domains defined by
Hoagwood and colleagues (2). These
domains include symptoms (for ex-
ample, reduce anger and aggression
and improve mood), functioning (for
example, have more friends), con-
sumer perspectives (for example, en-
joy therapy), environment (for exam-
ple, have a more peaceful home life),
and systems (for example, be placed
in an appropriate school). Two
trained raters coded each response
and agreed on more than 80 percent
of the initial ratings. Discrepancies
between the coders were discussed
by the first three authors and re-
solved by consensus.

Ninety-six percent (N=381) of all
respondents reported three desired
outcomes. However, multiple re-
sponses from a respondent could be
coded within the same outcome cate-
gory. For example, if a parent report-
ed, “I want him to work on his anger”
and “I want him to be less hostile,”
both responses were coded as “re-
duce anger and aggression.” Addi-
tional measures that were used in our
study included both the parent and
the youth versions of the Child Be-
havior Checklist (12) as well as the
Child and Adolescent Functional As-
sessment Scale (16). The parent and
youth versions of the Child Behavior
Checklist are well-established self-re-
port measures of youths’ emotional
and behavioral problems. The Child
and Adolescent Functional Assess-
ment Scale was completed by thera-
pists to assess the youths’ functional
impairment across multiple domains.
Both measures have strong psycho-
metric characteristics. 

Statistical analyses 
The frequencies were computed for
each of the desired outcomes by
stakeholder group for the five out-
come domains (2) and for each of the
30 individual outcomes. Then a test
for correlated proportions was used to
determine whether a significant dif-
ference was seen among all three
stakeholder groups for selected out-
come categories. An outcome catego-
ry was selected if at least 10 percent of
any of the three stakeholder groups
reported it as a desired outcome. We
used generalized estimating equations
(GEEs) to compare the proportions of
desired outcomes across the three
groups of stakeholders, while taking
into account the correlation, or clus-
tering, of responses. This GEE was
constructed by using a logistic model
with a logit link and a binomial error
and by declaring the triad as a cluster
of observations. If the overall Wald chi
square test that had two degrees of
freedom was significant at the .05 lev-
el, then pairwise comparisons were
examined in the GEE logistic model
by using individual Wald tests, each
with one degree of freedom, and by
applying a Bonferroni correction. 

Agreement among stakeholders at
the individual client level was as-
sessed by counting the number of
desired outcomes on which the triad
or dyads of stakeholders “matched.”
Kappa statistics were also used to
examine agreement on desired out-
comes: traditional kappa statistics

were used to represent dyadic
agreement, and three-way kappa
statistics were used to represent tri-
adic agreement (17). 

To identify potential correlates of
agreement, we tested for statistically
significant bivariate relationships be-
tween potential correlates and triadic
agreement, which was defined as all
three stakeholders reporting at least
one of the same desired outcomes. 

Results 
Desired outcomes 
by stakeholder group
Figure 1 presents the frequency of de-
sired outcomes by outcome domain
for each of the three stakeholder
groups (p<.01 for the differences be-
tween the stakeholder groups for the
symptoms, functioning, and environ-
ment domains). A Bonferroni correc-
tion (p=.017) was applied to pairwise
difference tests. As seen in Figure 1,
significantly fewer adolescents than ei-
ther parents or therapists reported de-
sired outcomes in the symptoms and
functioning domains, whereas signifi-
cantly fewer parents than either ado-
lescents or therapists reported desired
outcomes in the environment domain.
Few respondents in any stakeholder
group reported desired outcomes in
the consumer perspectives (satisfac-
tion) or systems domains. 

Table 1 lists the frequencies for the
most common desired outcomes—
that is, desired outcomes reported by
at least 10 percent of any stakeholder
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Percentage of stakeholders who reported a desired treatment outcome for ado-
lescent mental health services, by domain

0

20

40

60

80

100

Pe
rc

en
ta

ge

Symptoms Functioning Consumer
perspectives

Environment Systems

Adolescents (N=170)
Parents (N=170)
Therapists (N=57)

Outcome domain

a b

c

a χ2=12.4, df=2, p=.002; adolescents<parents and adolescents<therapists
b χ2=15.7, df=2, p=.004; adolescents<parents and adolescents<therapists
c χ2=15.6, df=2, p=.004; parents<adolescents and parents<therapists



group—and the p value, which repre-
sents the significance of the difference
between the three stakeholder groups.
Significant pairwise comparisons are
displayed in the last column. “Reduce
anger and aggression” was the most
frequently reported desired outcome
for adolescents, parents, and therapists
alike. In contrast, “improve family re-
lationships” was reported as a desired
outcome more frequently by both
therapists and adolescents than by par-
ents. Therapists also reported “talk

about feelings” as a desired outcome
significantly more than either parents
or adolescents. “Obey parents” and
“improve self-esteem” were among
the top three most frequent desired
outcomes reported by parents, who re-
ported these desired outcomes signifi-
cantly more than adolescents. 

Agreement on desired outcomes
Triadic agreement, which was de-
fined as all three stakeholders report-
ing at least one of the same desired

outcomes, was moderate to poor.
Only 65 of the triads (38 percent)
agreed on even one desired outcome,
and none of the triads agreed on all
three outcomes. Agreement on at
least one desired outcome was high-
er for dyads: 70 percent (N=119) for
the parent-therapist dyad, 64 percent
(N=109) for the parent-adolescent
dyad, and 62 percent (N=105) for the
therapist-adolescent dyad. As seen in
Table 2, dyadic and triadic kappa sta-
tistics were also calculated for the 12
most common desired outcomes. Al-
though several kappa statistics were
statistically significant, the magni-
tude of agreement was not strong. A
majority of dyadic and triadic kappa
statistics were under .30, reflecting
slight to fair agreement (18). Reduc-
tion of anxiety showed the highest
level of agreement, with a kappa of
.53, reflecting moderate agreement. 

Correlates of agreement
Variables that were tested as potential
correlates included characteristics of
the youth, family, and therapist as
well as the treatment. Characteristics
of the youth and family included the
age and gender of the youth, family
income, diagnosis of the youth, Child
Behavior Checklist externalizing
score, and youth version of the Child
Behavior Checklist internalizing
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Reported frequency of the top three desired outcomes for adolescent mental health services by stakeholder group 

Adolescent Parent Therapista

(N=170) (N=170) (N=57)
Test for Pairwise

Desired outcome N % Rank N % Rank N % Rank proportionsb comparisonsc

Reduce anger and aggression 50 29 1 66 39 1 20 35 1 .11
Improve family relationships 38 22 2 26 15 7 16 28 3 .008 T>P
Improve peer relationships 31 18 3 34 20 5 14 25 5 .29
Talk about feelings 30 18 4 47 28 4 19 33 2 .001 T>A, P>A
Improve school performance 27 16 5 19 11 10 5 9 10 .13
Improve mood 26 15 6 19 11 10 15 26 4 .001 T>P, T>A
Reduce anxiety 23 14 7 22 13 8 7 12 8 .88
Improve concentration 23 14 7 9 5 14 3 5 13 .014 A>T, A>P
Obey parents 21 12 9 52 31 2 7 12 7 <.001 P>A, P>T
Improve self-esteem 20 12 10 52 31 2 13 23 6 <.001 P>A, T>A
Increase personal autonomy 19 11 11 27 16 6 3 5 13 .006 P>T
Reduce school behavior problems 15 9 12 22 13 8 7 12 9 .38

a A total of 57 therapists reported on 170 families.
b Tests for overall significant difference among the three proportions using generalized estimating equations. The p value is based on a Wald chi square

test with two degrees of freedom.
c If the test for proportions was significant, pairwise differences were tested by using Bonferroni correction (.017 level of significance). If significant, that

pairwise difference is displayed in the table (for example, T>P means a higher percentage of therapists than parents reported it as a desired outcome).
A=adolescent, P=parent, T=therapist.

TTaabbllee  22

Triad and dyad agreement (kappa statistic) on top three desired outcomes for ado-
lescent mental health services 

Adolecent-
Adolecent- Adolecent- Parent- parent-
parent therapist therapist therapist

Desired outcome dyad dyad dyad triad

Reduce anger .22∗ .24∗ .28∗ .25∗

Improve family relationships .16∗ .20∗ .20∗ .18∗

Improve peer relationships .14 .23∗ .33∗ .24∗

Talk about feelings .22∗ .12 .09 .13∗

Improve school performance .15∗ .02 –.05 .05
Improve mood .21∗ .26∗ .12 .18∗

Reduce anxiety .51∗ .58∗ .49∗ .53∗

Improve concentration .12 .18∗ .05 .12∗

Obey parents .12 –.09 .17∗ .07
Improve self-esteem .1 .06 .07 .06
Increase personal autonomy .15∗ .07 .14∗ .12∗

Reduce school behavior problems .12 .22∗ .14 .15∗

∗p<.05; kappa is significantly different from 0



score. Characteristics of the therapist
and the treatment included the ther-
apist’s self-reported theoretical orien-
tation, discipline, and number of
years of experience, as well as the
number of sessions before the inter-
view. Only two variables demonstrat-
ed significant point biserial correla-
tions with triadic agreement. Youth
anxiety disorder was associated with
significantly greater agreement (r=
.187, p<.05, N=169), whereas thera-
pist cognitive-behavioral orientation
was associated with poorer agree-
ment (r=–.213, p<.01, N=167).

Discussion
Overview
Our findings indicate that stakehold-
ers tend to report many of the same
types of desired outcomes for youths
who are entering treatment—that is,
reduce anger and aggression as well
as improve family and peer relation-
ships—at the aggregate level. Howev-
er, individual adolescent-parent-ther-
apist triads did not have a high rate of
agreement on reported desired out-
comes. Sixty-two percent of triads did
not agree on any of their reported de-
sired outcomes. Dyadic agreement
on at least one desired outcome was
higher and relatively similar for each
of the three types of stakeholder
dyads (range, 62 to 70 percent). Dyad
and triad agreement at the individual
desired outcome category level was
often better than what could have oc-
curred by chance, but the magnitude
of the agreement was generally poor.
The only individual desired outcome
with relatively strong agreement was
“reduce anxiety.” Similarly, if the
youth had a diagnosis of anxiety, tri-
adic agreement was more likely to oc-
cur. Interestingly, if the therapist’s
self-reported primary theoretical
treatment orientation was cognitive-
behavioral psychotherapy, triadic
agreement was less likely to occur. 

Desired outcomes 
by stakeholder group
Overall, a majority of desired out-
comes across stakeholder groups
were classified in the symptom and
functioning outcome domains. Symp-
tom reduction has been reported to
be the highest desired outcome prior-
ity across stakeholder groups for adult

services (6). Symptoms and function-
ing are the outcome domains most
commonly assessed in treatment effi-
cacy and effectiveness research
(2,13). However, Kazdin and Wassell
(13) have argued that the exclusive as-
sessment of child symptom and func-
tioning outcomes may underestimate
the impact of child mental health
services and that desired changes in
parent and family functioning can also
be demonstrated. In our study, both
therapists and youths were more like-
ly than parents to report desired out-
comes in the environmental domain,
reflecting primarily family functioning
outcomes. In contrast, adolescents
were less likely than either parents or
therapists to report desired outcomes
in the youth symptom and functioning
domains. Our findings are consistent
with those of Hawley and Weisz (8),
who found that parents reported more
individual youth symptoms as target
problems and that children reported
more family and environmental issues
as target problems. The desired out-
come that was reported most fre-
quently by all stakeholder groups was
the reduction of aggressive and angry
behavior, which is consistent with re-
ports that disruptive behavior prob-
lems are the most common presenting
problems for mental health services
for youths (8,13).

Youths in our study were very will-
ing to identify desired outcomes in
treatment, acknowledging their need
to be in treatment and identifying a
variety of issues to address. Thus our
data do not support the myth that
youths are particularly reluctant to
enter psychotherapy (19). Fewer than
ten youths had difficulty identifying
desired treatment outcomes; howev-
er, a similar number of parents also
had difficulty. 

Agreement within 
stakeholder triads
Although perhaps surprising given
the general agreement across all the
stakeholder groups on desired out-
comes, the relatively low rates of
agreement on desired outcomes for
individual triads that were found in
our study are generally consistent
with the limited related research that
is available. Specifically, using a dif-
ferent coding system, Hawley and

Weisz (8) found that only 23 percent
of stakeholder triads agreed on at
least one target problem for youth
psychotherapy. In a sample of 60
adults with schizophrenia, their fami-
ly members, and their therapists,
agreement on desired outcomes was
also relatively poor, with only a third
of the pairs agreeing on at least one
desired outcome (6). 

It is important to note that a lack of
agreement within individual stake-
holder triads on reported desired out-
comes does not necessarily imply ac-
tive disagreement; rather, it may im-
ply differential prioritization, or pref-
erences. The lack of agreement
among triads may reflect the com-
plex, comorbid problems challenging
these youths and their families. Each
stakeholder may be reporting equally
valid desired outcomes for a youth
and family with multiple challenges.
This lack of agreement may also re-
flect different attributions that indi-
viduals make for behavior and emo-
tional problems or different linguistic
labels for similar behaviors (7). For
example, as indicated above, thera-
pists were significantly more likely
than parents to report a desired out-
come that was related to improving
family functioning; thus therapists
may have attributed a youth’s behav-
ioral problems to family issues. 

A variety of potential correlates of
agreement that ranged from charac-
teristics of the adolescent and family
to characteristics of the therapist and
treatment were tested, but very few
demonstrated any significant associa-
tion with agreement, which is consis-
tent with previous research (8). A di-
agnosis of anxiety disorder was associ-
ated with a greater likelihood of tri-
adic agreement, perhaps because
these disorders are less common in
this type of treatment setting. There-
fore, the symptoms of anxiety may be
more distinct and lend themselves to
easily identifiable outcome priorities,
compared with more diffuse and com-
mon disruptive behavior problems. 

Limitations
The major limitation or methodologi-
cal challenge of our study is related to
the qualitative method that was used
to assess desired outcomes. Open-
ended responses are subject to a vari-
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ety of validity challenges, including
differential verbal abilities, retrieval
biases, and perceived response de-
mands. Given these potential limita-
tions we also assessed desired out-
comes by using a forced-choice meth-
od that was presented later in the in-
terview. For the forced-choice meth-
od we presented the list of potential
desired outcome codes to participants
and asked them to choose the three
desired outcomes of most importance
to them. The results from the forced
choice method did not differ substan-
tially from those of the open-ended
method in terms of the most com-
monly endorsed desired outcomes or
agreement among participants.

The timing of data collection may
have also affected the results. Clients
had met with the therapist just one or
two times when desired outcomes
were assessed. Agreement may in-
crease substantially over the course of
treatment as participants have more
time to discuss problems and goals.
However, we chose to focus on the
initial agreement in our investigation,
because it may play a role in a family’s
decision to engage in treatment or to
drop out immediately, as is common
in community-based settings (20). 

Conclusions 
Attention to clients’ treatment goals
and expectations has been empha-
sized by psychotherapy researchers
for decades (21), but the extent to
which therapists explicitly discuss
goals and expectations with clients or
family members at the outset of treat-
ment is unknown. Public and private
care systems often require explicit
documentation of treatment goals,
but such documentation may be per-
ceived by therapists as an administra-
tive task that is quite distinct from the
therapeutic process with the client
and family (15). Also, a growing
amount of empirical evidence shows
that increased systematic attention to
patients’ treatment goals and expecta-
tions may improve their engagement
in services (22). Finally, some evi-
dence suggests that agreement on de-
sired outcomes across stakeholder
groups may be associated with im-
proved outcomes of care (23). Thus
valuable directions for future re-
search include examinations of the

extent to which therapy goals are dis-
cussed and consensus is reached be-
tween therapists and clients, as well
as whether agreement on those goals
is associated with greater client en-
gagement, improved outcomes in
general, and improved outcomes for
the targeted goals in particular. 

Although a great deal of research
and administrative attention has been
given to outcome measurement in re-
cent years, most of the methodologi-
cal work has addressed the statistical
reliability and the validity of measures
or technological advances in data col-
lection and analysis. We need to pay
increased attention to the ecological
validity of outcome measures, includ-
ing the variability in meanings and in
prioritization of outcomes for various
stakeholders. Such attention may im-
prove the clinical utility of outcome
measurement in the field, which
could ultimately improve the effec-
tiveness of mental health services. ♦
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