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Abstract
The Top Problems assessment is an idiographic measure of client concerns that may allow clinicians to identify early treat-
ment response. Few studies have examined early response to evidence-based therapies using Top Problems. We collected 
weekly Top Problems ratings from 95 youth with emotional disorders who received treatment using the Unified Protocols for 
Transdiagnostic Treatment of Emotional Disorders in Children and Adolescents (UP-C/UP-A). We assessed Top Problems 
rating change from session 1 to session 4, the role of pre-treatment variables in early Top Problems rating change, and the 
role of early Top Problems rating change in post-treatment symptom outcomes. Top Problems ratings decreased significantly 
from session 1 to session 4. Younger child age and higher parent cognitive flexibility were associated with early Top Problems 
improvement. Controlling for pre-treatment, early Top Problems rating change did not explain the variance in post-treatment 
outcomes. Future research should examine Top Problems trajectories over treatment course.
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Introduction

Psychological research and clinical practice share the com-
mon goal of increasing treatment effectiveness to improve 
client outcomes [1]. However, researchers and clinicians 
may strive to achieve this goal in different ways. Whereas 
modern research highlights the importance of evidence-
based practice (i.e., provisions of assessment and treatment 
practices that are accurate and reliable and/or improve out-
comes across many settings and client presentations) [2], 
clinical practice has generally emphasized clinical judge-
ment and individualized, client-focused interventions [3]. To 
address this discrepancy, the American Psychological Asso-
ciation [4] created guidelines that encourage the implemen-
tation of evidence-based practice while also acknowledging 
the role of clinical judgement in determining when these 
practices may be most appropriate to use. Accordingly, in 
recent years, many clinical organizations have implemented 

more evidence-based treatments into their practices [5, 6]. 
Nonetheless, many clinicians still hesitate to incorporate 
evidence-based assessment into their work [7, 8], even 
though research has consistently supported evidence-based 
assessment as an important component of evidence-based 
practice [7, 9].

The use of standardized assessment (i.e., measures that 
use a fixed set of items to assess individuals on a particular 
construct) for routine outcome monitoring has been shown 
to improve treatment outcomes [10–13], as it provides valu-
able feedback about treatment progress to the clinician and 
client that can inform treatment planning and personalization 
[14, 15]. Despite these benefits, standardized assessment is 
underutilized in clinical practice [16, 17]. Many clinicians 
report not using standardized measures due to concerns 
about ease of administration, burden on clients, specificity, 
clinical utility, and cross-cultural validity [17–20]. Indeed, 
some standardized measures include more items than may 
be necessary in order to increase measure reliability, assess 
only certain problems or diagnoses, and/or may not be valid 
to use among certain racial or ethnic groups [21]. For clini-
cians who hesitate to incorporate standardized assessment 
into their practice and for researchers who share these con-
cerns, idiographic assessment may be especially beneficial.
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Idiographic measures differ from standardized measures 
in that they are tailored to the client and often use open-
ended rather than fixed questions to assess psychopathology 
or target a behavior for change [22]. Idiographic measures 
can highlight idiosyncratic and culture-specific problems 
that may not be detected by standardized measures [23] and 
can thus aid in implementing more personalized treatment 
interventions [24]. Idiographic measures also may be more 
sensitive to change than standardized measures [25] and, 
when used routinely throughout treatment, may inform clini-
cians more quickly about treatment progress. Additionally, 
compared to standardized measures, idiographic measures 
are preferred by clinicians for their ease of use, sensitivity 
to change, and relevance and acceptability to clients [26]. 
Therefore, efforts should be made to monitor client progress 
and outcomes using idiographic measures of change.

The Top Problems (TP) assessment [27] is an idiographic 
measure that may be particularly useful to clinicians for 
routine progress and outcome monitoring of youth clients. 
The TP assessment asks clients and their parents to list the 
primary concerns for which they are seeking treatment and 
rate the severity of each problem weekly during treatment 
sessions. This measure thereby facilitates a discussion about 
target problems and treatment goals that is often a neces-
sary first step toward treatment success [28]. Many clini-
cians already ask such questions about problems and goals 
informally when beginning treatment with a new client 
[27], so the TP assessment may be easier to implement than 
standardized assessments because it more closely resembles 
common clinical practice. The TP assessment capitalizes 
on the strengths of both clinical practice and standardized 
assessment, as it focuses on client-generated concerns across 
diagnostic categories and produces quantitative outcome 
data. The TP assessment has been used in numerous studies 
to measure symptom change, sudden gains, and treatment 
outcomes for a range of youth clients, including those diag-
nosed with depressive and anxiety disorders [29–31]. The 
TP assessment has demonstrated good sensitivity to change 
[27] and thus, when used weekly during treatment sessions, 
may allow clinicians to identify early treatment response.

Early treatment response (ETR) is defined broadly as 
significant improvement in client symptom severity that 
occurs early in treatment. ETR is clinically relevant, as 
clinicians can use this information to better understand 
client progress, make decisions about treatment planning 
[32], and adjust their treatment approach [33]. There is 
some variation in what researchers define as “early” in 
treatment [34], but in the context of cognitive behavio-
ral therapy (CBT), many researchers have defined ETR 
as significant improvement in client symptom severity 
that occurs within the first four weeks of treatment. For 
example, studies have found that the largest reduction in 
depressive symptom severity occurs during the first four 

weeks of CBT [35, 36] and that clients with depression 
who do not respond to CBT after four weeks are unlikely 
to achieve remission by the end of treatment [37]. While 
much of the early literature examined ETR in the treatment 
of depressive disorders, ETR has been examined more 
recently in the treatment of generalized anxiety disorder 
[38], obsessive compulsive disorder [39–41], and posttrau-
matic stress disorder [42]. Across a range of diagnoses and 
treatments, ETR appears to predict improved treatment 
outcomes [43–47].

Still, current research is inconclusive on what factors pre-
dict ETR. Some studies have found no association between 
demographic and pre-treatment variables and ETR [38, 47], 
whereas others have found that younger age [41, 42], less 
severe pre-treatment symptoms [40, 42, 46], or more severe 
pre-treatment symptoms [39] can predict ETR in different 
clinical samples. It is possible, because different diagnoses 
warrant different treatment, that ETR does not present the 
same way across different populations or interventions, and 
that these seemingly incongruent findings may be explained 
by such contextual factors. Nonetheless, because previous 
studies have assessed ETR in different clinical populations, 
current research is inconclusive on whether the predictors 
and/or predictive validity of ETR vary across diagnoses. For 
this reason, efforts should be made to assess ETR to a trans-
diagnostic treatment in order to better understand the pres-
entation of ETR in a more heterogeneous clinical sample.

Similar to idiographic assessment, transdiagnostic treat-
ment may be used to bridge the gap between research and 
clinical practice. While many empirically based, disorder-
specific treatment interventions are available to clinicians, 
they are not widely used [48, 49], possibly in part because 
they fail to address the reality that clinicians see many differ-
ent kinds of clients who often present with multiple comor-
bid diagnoses [50]. Unlike disorder-specific treatments, 
transdiagnostic treatments frequently target mechanisms 
of treatment change across many disorders [51, 52], such 
as cognitive flexibility [53, 54] and distress tolerance [55, 
56], which facilitate change processes in the treatment of a 
range of emotional disorders (e.g., depression, anxiety) [57, 
58]. The Unified Protocols for Transdiagnostic Treatment of 
Emotional Disorders in Children and Adolescents (UP-C/
UP-A) [59] is one such treatment, which uses cognitive-
behavioral and mindfulness skills to increase client cognitive 
flexibility and distress tolerance [60] and is effective to treat 
a range of emotional disorders in youth [61–64]. There is 
preliminary evidence of ETR to the UP-C and UP-A at eight 
weeks [65, 66], but no studies have examined ETR to the 
UP-C or UP-A at four weeks. Since previous studies have 
highlighted the four-week timepoint as an important marker 
for ETR, examining response to the UP-C and UP-A at this 
timepoint would allow for a more nuanced assessment of the 
nature and predictors of ETR to a transdiagnostic treatment.
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In sum, more research is needed to examine the predic-
tors and predictive validity of ETR to a transdiagnostic 
treatment, such as the UP-A and UP-C, in order to inform 
treatment planning and personalization. The TP assessment 
is uniquely suited for this purpose, as it captures client-
generated problems across diagnostic categories, produces 
quantitative data about client and parent perception of prob-
lem severity, and allows for the examination of ETR in one 
sample of participants with a range of presenting problems. 
No previous studies have examined ETR to the UP-C and 
UP-A using the TP assessment.

The current study aims to address this gap in the litera-
ture by examining early TP rating change for youth receiv-
ing the UP-C and UP-A. First, we aimed to assess change 
in child and parent TP ratings from session 1 to session 4. 
We hypothesized that TP ratings would decrease, indicat-
ing child and parent perception of treatment effectiveness at 
targeting their top problems during the first four weeks of 
treatment. Second, we aimed to examine the role of demo-
graphic variables (i.e., age, biological sex, ethnicity, and 
family income), mechanisms of treatment change (i.e., cog-
nitive flexibility and distress tolerance) and pre-treatment 
symptoms (i.e., depression and anxiety) in explaining the 
variance in early TP rating change. We hypothesized that 
younger age would be associated with greater child and par-
ent TP rating improvement, as there is emerging evidence 
that younger children are more likely than older children 
to respond [67–70] and to respond more quickly [41, 42] 
to CBT for emotional disorders. Alternatively, we hypothe-
sized that biological sex, ethnicity, and family income would 
not be associated with early TP rating change, as there is 
insufficient evidence of relationships between these vari-
ables and ETR in previous research. We hypothesized that 
greater pre-treatment child cognitive flexibility and distress 
tolerance would be associated with greater child and parent 
TP rating improvement, and that greater parent cognitive 
flexibility and distress tolerance would be associated with 
greater parent TP rating improvement, as previous research 
has identified these as facilitators of change in the treat-
ment of emotional disorders [53–60]. In accordance with 
previous findings that lower pre-treatment symptom severity 
can predict ETR [40, 42, 46], we hypothesized that lower 
pre-treatment depression and anxiety symptom severity 
would be associated with greater child and parent TP rat-
ing improvement, and that these pre-treatment symptoms 
would explain a significant amount of the variance in early 
TP rating change when controlling for demographic vari-
ables. Finally, we aimed to examine the variance in post-
treatment depression and anxiety symptoms explained by 
early TP rating change. We hypothesized that greater child 
and parent TP rating improvement would be associated with 
lower post-treatment depression and anxiety symptom sever-
ity, as is consistent with previous studies of ETR [43–45, 

47], and that early TP rating change would explain a signifi-
cant amount of the variance in post-treatment depression and 
anxiety symptoms when controlling for demographic and 
pre-treatment variables.

Method

Participants

Youth included in this investigation were those between the 
ages of six and 18 years old who could speak and compre-
hend English sufficiently to assent to treatment, had a parent 
or caregiver with whom they lived who was able to take 
them to assessment and treatment sessions, were diagnosed 
with a primary emotional disorder after the completion of a 
diagnostic interview, and received the UP-C or UP-A indi-
vidual or group treatment at a university-based specialty 
research clinic. Youth excluded from the study were those 
who were not eligible for treatment due to a previous diagno-
sis of schizophrenia, organic brain syndrome, or intellectual 
disability, and those who presented lower cognitive func-
tioning or serious or current suicidal or homicidal ideation. 
Youth (N = 23) were also excluded from the study if they 
were eligible for services at the clinic and began treatment 
but did not attend or have TP data for at least eight treatment 
sessions.

Ninety-five youth (54.7% male) between the ages of six 
and 17.8 years old (M = 12.18, SD = 3.41) were included in 
the study. The sample was 91.6% white and 76.2% Hispanic/
Latinx, which is consistent with the community from which 
the sample was drawn. The average annual family income for 
the sample was high (M = $118,315.86, SD = $88,606.14). 
The most common primary diagnosis was generalized anxi-
ety disorder (42%), and 22% of participants were diagnosed 
with co-primary diagnoses. Participants received either 
individual UP-A (44.2%), individual UP-C (26.3%), group 
UP-C (25.3%), or group UP-A (4.2%) treatment. On average, 
participants attended 13.42 treatment sessions (SD = 2.21) 
before the post-treatment assessment.

Measures

Anxiety Disorder Interview Schedule for the DSM‑IV 
and DSM‑5, Child and Parent Versions (ADIS‑IV‑C/P 
and ADIS‑5‑C/P) [71, 72]

The ADIS-IV-C/P and ADIS-5-C/P are semi-structured clin-
ical interviews used to assist in the diagnosis of mood and 
anxiety disorders in youth, as defined by the Diagnostic and 
Statistical Manual of Mental Disorders, 4th and 5th editions 
(DSM) [73, 74]. The ADIS-IV-C/P has demonstrated excel-
lent interrater and test–retest reliability, good concurrent 
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validity, and adequate convergent validity [75–77]. The psy-
chometric properties of the ADIS-5-C/P have not yet been 
published, but it is expected that its reliability and validity 
should be similar to those of the ADIS-IV-C/P. To establish 
reliability among evaluators, clinicians were trained prior 
to administering interviews with participants. In training, 
clinicians read the literature about the interview measure, 
watched and assigned ratings to four video interviews, com-
pleted a live collaboration interview with a reliable evalu-
ator, and completed a live “match” interview. Clinicians’ 
ratings were considered to “match” if they diagnosed the 
same clinical disorders as the reliable evaluator and assigned 
Clinical Severity Rating scores within one point of those 
of the reliable evaluator. Clinicians were determined to be 
reliable when they had completed these steps.

Mini International Neuropsychiatric Interview for Children 
and Adolescents (MINI‑KID) [78]

The MINI-KID is a structured clinical interview used to 
assist in the diagnosis of DSM-IV and ICD-10 psychiatric 
disorders in youth, which has demonstrated good interrater 
reliability, test–retest reliability, convergent validity (i.e., 
convergence with the Schedule for Affective Disorders and 
Schizophrenia for School Aged Children), and discriminant 
validity [79, 80]. Reliable evaluators were established using 
the same procedure as was used for the ADIS-IV-C/P and 
ADIS-5-C/P.

Emotion Regulation Questionnaire (ERQ) [81]

The ERQ is a 10-item self-report measure of the use of 
emotion regulation strategies. The ERQ is comprised of 
two subscales: cognitive flexibility (“reappraisal”) and 
emotion suppression. Only the cognitive flexibility sub-
scale was examined in this study. ERQ items are rated on a 
7-point Likert-type scale from 1 to 7, on which 1 represents 
“strongly disagree” and 7 represents “strongly agree.” Scores 
on the cognitive flexibility subscale range from 6 to 42, and 
higher scores indicate greater cognitive flexibility. The ERQ 
has demonstrated good internal consistency, convergent 
validity, and discriminant validity [81]. The ERQ cognitive 
flexibility subscale demonstrated good internal consistency 
(alpha = 0.87) in the current study.

Emotion Regulation Questionnaire, Child and Adolescent 
Form (ERQ‑C/A) [82]

The ERQ-C/A is a revised version of the ERQ [81] used to 
assess emotion regulation strategies in youth. The ERQ-C/A 
is a 10-item self-report measure comprised of two subscales: 
cognitive flexibility (“reappraisal”) and emotion suppres-
sion. Only the cognitive flexibility subscale was examined 

in this study. ERQ-C/A items are rated on a 5-point Lik-
ert-type scale from 1 to 5, on which 1 represents “strongly 
disagree” and 5 represents “strongly agree.” Scores on the 
cognitive flexibility subscale range from 6 to 30, and higher 
scores indicate greater cognitive flexibility. The ERQ-C/A 
has demonstrated good internal consistency, construct valid-
ity, and convergent validity [82]. The ERQ-C/A cognitive 
flexibility subscale demonstrated good internal consistency 
(alpha = 0.82) in the current study.

Distress Tolerance Scale (DTS) [83]

The DTS is a 15-item self-report measure of the ability 
to tolerate emotional distress. DTS items are rated on a 
5-point Likert-type scale from 1 to 5, on which 1 repre-
sents “strongly agree” and 5 represents “strongly disagree.” 
Higher scores indicate greater levels of distress tolerance. 
Although the DTS has been evaluated primarily in adult 
populations [83, 84], there is preliminary evidence that its 
factor structure is similar when used in a clinical population 
of youth [85]. Moreover, in a clinical population of youth, 
the DTS demonstrated adequate to excellent internal con-
sistency and good discriminant validity [85]. The DTS was 
used to measure both child and parent self-reported distress 
tolerance in this study. In both the child (alpha = 0.90) and 
parent (alpha = 0.88) samples, the DTS exhibited good inter-
nal consistency.

Revised Children’s Anxiety and Depression Scale (RCADS) 
[86]

The RCADS is a 47-item self-report measure of anxiety and 
depression symptoms in youth. The RCADS includes six 
subscales (separation anxiety disorder, social phobia, gen-
eralized anxiety disorder, obsessive compulsive disorder, 
panic disorder, and major depressive disorder) which each 
correspond to a DSM-IV disorder. The RCADS also pro-
duces a total anxiety score comprised of all anxiety-related 
subscales. The major depressive disorder subscale and the 
total anxiety subscale were used in this study. RCADS items 
are rated on a 4-point Likert-type scale from 0 to 3, on which 
0 represents “never” and 3 represents “always.” Higher 
scores indicate greater symptom frequency and severity. The 
RCADS has demonstrated adequate test–retest reliability 
and good convergent and discriminant validity [86, 87]. The 
RCADS total anxiety subscale (pre-treatment alpha = 0.94, 
post-treatment alpha = 0.93) and major depressive disor-
der subscale (pre-treatment alpha = 0.84, post-treatment 
alpha = 0.83) demonstrated good to excellent internal con-
sistency in this study.
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Top Problems Assessment

The Top Problems (TP) assessment [27] is an idiographic 
measure used to identify child- and parent-reported target 
problems for treatment and track changes in problem sever-
ity over time. Clinicians administer the TP assessment by 
asking children and their parent(s) an open-ended question 
such as, “What are your top problems right now?” or “What 
are the main things you want to work on in treatment?”. 
Children and parents can respond in any way they see fit, 
citing any problems they choose, whether or not these prob-
lems relate to the child’s presenting symptoms or diagnosis. 
The clinician then asks a question such as, “For each of the 
problems you listed, how severe or interfering is the problem 
for you right now?” and children and parents can provide 
numerical severity ratings on a given scale. In this study, 
children and parents were asked to rate problem severity on 
a Likert-type scale from 0 to 8, on which 0 represented total 
problem remission and 8 represented extreme problem sever-
ity. The TP assessment has demonstrated good test–retest 
reliability, good convergent validity (i.e., convergence with 
the Youth Self Report and Child Behavior Checklist), good 
discriminant validity, and adequate criterion validity [27].

Procedure

Informed consent and assent were obtained from all par-
ent and youth participants in the study. All procedures 
administered were part of an IRB-approved protocol. 
Youth participants were referred to the research clinic 
by parents. After initiating contact with the clinic, par-
ents completed phone screening interviews with research 
assistants to assess presenting problems and treatment 
eligibility. Each participant who appeared eligible for 
treatment based on their age and parent’s phone inter-
view was invited to schedule a pre-treatment assessment 
at the clinic.

Pre-treatment assessments were conducted for all par-
ticipants who appeared eligible after their phone screen-
ing interviews and were interested in receiving treatment 
services. During each pre-treatment assessment, a graduate 
student clinician conducted semi-structured interviews with 
the child and parent using the ADIS-IV, ADIS-5, or MINI-
KID, depending on changes in clinic procedures. The child 
and parent also completed questionnaires (including the 
ERQ/ERQ-C/A, DTS and RCADS) that assessed symptoms 
related to emotional disorders. After 16 weeks of treatment, 
participants and parents were invited to complete a post-
treatment assessment, which included a second interview 
and the same battery of questionnaires.

Intervention

Treatment was conducted at a university-based research 
clinic by graduate student clinicians. Clinicians were trained 
by the developer of the manual prior to seeing clients using 
the UP-C and UP-A. Following the training, graduate stu-
dent clinicians received supervision from a clinical psychol-
ogist who had been previously trained to use the treatment 
manuals.

Unified Protocols for Transdiagnostic Treatment 
of Emotional Disorders in Children and Adolescents (UP‑C 
and UP‑A) [59]

The UP-C and UP-A are adaptations of the Unified Protocol 
for Transdiagnostic Treatment of Emotional Disorders [88] 
that are effective to treat a range of emotional disorders in 
youth [61–64]. The UP-C and UP-A share the same prin-
ciples but vary slightly in structure and content to accom-
modate the cognitive abilities of their respective age groups. 
The UP-A includes 8 core modules and 2 optional modules, 
designed to be delivered once per week and to span across 
16 treatment sessions. The UP-C includes 15 treatment ses-
sions designed to be delivered once per week, and its content 
reflects that of the UP-A but is presented as a set of steps 
represented by the acronym “CLUES” as to engage chil-
dren in treatment by appointing them as “Emotion Detec-
tives” tasked to learn skills in order to better understand 
their emotions [59]. The UP-A and UP-C can be delivered 
in individual or group settings. See Table 1 for descriptions 
of the techniques and goals of each UP-A module and UP-C 
“CLUES” skill.

In accordance with the UP-C and UP-A manuals, clini-
cians administered the TP assessment each week during 
treatment sessions. During a child’s first session, clinicians 
asked the child and parent to identify their primary concerns 
for which they were seeking treatment. Then, during each 
treatment session, clinicians asked the child and parent to 
rate how much difficulty the problem posed for them in the 
past week from 0 (no difficulty) to 8 (extreme difficulty). 
Child- and parent-identified problems were not required to 
match, but clinicians often tried to find agreement in order to 
create shared treatment goals. The TP assessment form used 
in the clinic required the identification of three problems, but 
some clinicians interpreted this guideline flexibly in order to 
accommodate the number of problems that clients perceived 
as necessary to target in treatment. These data were included 
in the study. The minimum number of problems identified 
was 2 and the maximum was 5 (M = 3.21, SD = 0.481).
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Data Analysis Procedures

All analyses were conducted using Statistical Package for 
Social Sciences (SPSS) Version 25.0 [89]. The amount of 
missing data ranged from 0 to 26%. We assessed missing-
ness using Little’s MCAR test and found that missing data 
were missing completely at random (χ2(3289) = 1761.43, 
p = 1.00). To further examine missing TP assessment data, 
we created a dichotomous “TP data missing” variable in 
order to assess associations between TP data missingness 
and demographic, pre-treatment, and post-treatment vari-
ables. TP data missingness was not associated with any 
demographic, pre-treatment, or post-treatment variables. 
For participants (N = 11) who did not have TP ratings for 
session 1 but had ratings for session 2, we imputed missing 
TP data from session 1 with ratings from session 2, as this 
would have been the first session in which TP data were 
collected for these participants. Participants (N = 6 youth, 
17 parents) who did not attend or have TP ratings for session 
1 or 2 and session 4 were excluded from analysis. Miss-
ing ERQ, ERQ-C/A, DTS and RCADS data were imputed 
using multiple imputation. We also created a dichotomous 
“post-treatment completed” variable in order to examine 
associations between pre-treatment variables and TP rating 
change and post-treatment completion status. Post-treatment 
non-completion (N = 25) was not associated with any pre-
treatment variables or TP rating change.

For treatment sessions 1 and 4, we added all TP ratings 
collected from child and separately all TP ratings collected 
from parent and divided these two sums by the numbers of 
problems identified in order to produce one “total problems” 
score for child and one “total problems” score for parent 
for each treatment session. This approach facilitates statisti-
cal analyses, allows for the inclusion of additional data if 
a participant identifies more than three problems, and has 
demonstrated good test–retest reliability, good convergent 
validity, and sensitivity to change over time [27].

We used paired samples t-tests to assess change in child 
and parent TP ratings from session 1 to session 4. We exam-
ined correlations among variables of interest. We conducted 
two hierarchical linear regressions to examine the role of 
demographic variables (i.e., age, biological sex, ethnicity, 
and family income), mechanisms of treatment change (i.e., 
cognitive flexibility and distress tolerance), and pre-treat-
ment symptoms (i.e., depression and anxiety) in explaining 
the variance in child and parent TP rating change. We con-
ducted two hierarchical linear regressions to examine the 
role of child and parent TP rating change in explaining the 
variance in post-treatment depression and anxiety symptom 
outcomes controlling for demographic and pre-treatment 
variables. For regression analyses, we corrected for mul-
tiple comparisons using a Bonferroni correction (adjusted 
p-value = 0.0125).

Results

Aim 1: Top Problems Rating Change from Session 1 
to Session 4

Both child and parent average TP ratings decreased signifi-
cantly from session 1 to session 4. On average, child TP ratings 
decreased by 1.32 points (SD = 1.64; d = 0.80, t(88) = 7.59, 
p < 0.001) and parent TP ratings decreased by 1.48 points 
(SD = 1.73; d = 0.86, t(77) = 7.62, p < 0.001) on the 8-point 
TP assessment scale. Child and parent TP ratings were sig-
nificantly correlated at sessions 1 and 4, indicating high par-
ent–child agreement on TP severity. Correlations of demo-
graphic, pre-treatment, and post-treatment variables with child 
and parent TP rating change are presented in Table 2.

Younger child age was associated with greater child TP 
rating improvement and greater parent cognitive flexibility 
was associated with greater parent TP rating improvement. 
No other pre-treatment variables were significantly associ-
ated with child or parent TP rating improvement. Both child 
and parent TP rating improvement were associated with lower 
child-rated post-treatment depression symptom severity, but 
neither child nor parent TP rating improvement was associ-
ated with lower child-rated post-treatment anxiety symptom 
severity.

Aim 2: The Role of Demographic and Pre‑treatment 
Variables in TP Rating Change

Controlling for other demographic variables, age explained a 
significant amount of the variance in child TP rating change 
(Table 3). Controlling for age, no other pre-treatment variables 
explained a significant amount of variance in child TP rating 
change. Age also explained a significant amount of the vari-
ance in parent TP rating change, and controlling for age, pre-
treatment parent cognitive flexibility explained a significant 
amount of the variance in parent TP rating change (Table 4).

Aim 3: The Role of TP Rating Change 
in Post‑treatment Depression and Anxiety 
Symptoms

Controlling for demographic and pre-treatment variables, nei-
ther child nor parent TP rating change explained a significant 
amount of the variance in child post-treatment depression 
(Table 5) or anxiety (Table 6) symptoms.

Post‑hoc analysis

Given the role of age in explaining the variance in child 
and parent TP rating improvement, a post-hoc analysis 
was conducted to examine the association between age and 
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change in depression and anxiety symptoms from pre- to 
post-treatment. Age was not significantly associated with 
change in child depression or anxiety symptoms from pre- to 
post-treatment.

Discussion

Overall, these findings demonstrate that change in child and 
parent TP ratings can be detected within the first four weeks 
of treatment using the UP-C or UP-A, and that this change 
can be explained in part by certain demographic and pre-
treatment variables.

As hypothesized, both child and parent average TP rat-
ings decreased significantly from session 1 to session 4, 
which indicates that treatment using the UP-C and UP-A 
was perceived to be effective in ameliorating client-iden-
tified problems during the first four weeks. Younger child 
age was associated with greater child TP rating improve-
ment, which is consistent with some other studies of ETR 
[41, 42], and age explained a significant amount of the var-
iance in both child and parent TP rating change. This find-
ing suggests that CBT may be more efficient and/or more 
effective for younger than older children [67–70], although 
some other studies have found the opposite [90], and some 
have found no difference in treatment effects for younger 
versus older children [91]. A post-hoc analysis indicated 

Table 3   Child TP rating change

SE Standard error, CI Confidence interval (98.75%), Tol Tolerance, VIF Variance inflation factor, Pre C ERQ Pre-treatment child cognitive flex-
ibility, Pre C DTS Pre-treatment child distress tolerance, Pre C RCADS Anx Pre-treatment child anxiety, Child TP Change Child Top Problem 
rating change, Parent TP Change Parent Top Problem rating change.
*p < 0.0125, indicating statistical significance after Bonferroni correction for multiple comparisons.

Model R R2 R2 Change F df1 df2 Predictor Beta SE CI (98.75%) Tol VIF

1 0.297 0.088 0.088 1.96 4 77 Age* 0.30* 0.05 [0.01, 0.27] 0.88 1.13
Biological sex − 0.00 0.36 [− 0.90, 0.89] 0.92 1.09
Ethnicity − 0.01 0.24 [− 0.81, 0.38] 0.91 1.10
Family income 0.09 0.00 [− 0.00, 0.00] 0.82 1.22

2 0.320 0.102 0.014 1.82 1 76 Age* 0.32* 0.05 [0.10, 0.20] 0.85 1.18
Biological sex − 0.02 0.36 [− 0.97, 0.83] 0.90 1.12
Ethnicity − 0.09 0.24 [− 0.42, 0.05] 0.91 1.11
Family income 0.08 0.00 [− 0.00, 0.00] 0.81 1.23
Pre C ERQ − 0.13 0.04 [− 0.13, 0.05] 0.92 1.09

3 0.325 0.106 0.004 1.55 1 75 Age* 0.32* 0.05 [0.01, 0.28] 0.85 1.18
Biological sex − 0.02 0.36 [− 0.97, 0.85] 0.89 1.12
Ethnicity − 0.08 0.24 [− 0.78, 0.42] 0.90 1.11
Family income 0.08 0.00 [− 0.00, 0.00] 0.80 1.25
Pre C ERQ − 0.13 0.04 [− 0.13, 0.05] 0.91 1.10
Pre C DTS 0.06 0.06 [− 0.11, 0.17] 0.96 1.04

4 0.348 0.121 0.015 1.53 1 74 Age 0.27 0.06 [− 0.02, 0.27] 0.76 1.33
Biological sex − 0.03 0.36 [− 1.01, 0.81] 0.89 1.13
Ethnicity − 0.07 0.24 [− 0.76, 0.44] 0.90 1.12
Family income 0.07 0.00 [− 0.00, 0.00] 0.80 1.25
Pre C ERQ − 0.13 0.04 [− 0.13, 0.05] 0.91 1.11
Pre C DTS 0.11 0.06 [− 0.10, 0.21] 0.80 1.25
Pre C RCADS Dep 0.15 0.04 [− 0.05, 0.13] 0.73 1.38

5 0.348 0.121 0.000 1.33 1 73 Age 0.27 0.06 [− 0.02, 0.27] 0.71 1.40
Biological sex − 0.03 0.37 [− 1.02, 0.82] 0.88 1.14
Ethnicity − 0.08 0.25 [− 0.77, 0.44] 0.87 1.15
Family income 0.07 0.00 [− 0.00, 0.00] 0.79 1.26
Pre C ERQ − 0.13 0.04 [− 0.13, 0.05] 0.88 1.14
Pre C DTS 0.12 0.06 [− 0.10, 0.22] 0.76 1.32
Pre C RCADS Dep 0.13 0.04 [− 0.07, 0.15] 0.47 2.13
Pre C RCADS Anx 0.02 0.01 [− 0.03, 0.03] 0.51 1.97
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Table 4   Parent TP rating change

SE Standard error, CI Confidence interval (98.75%), Tol Tolerance, VIF Variance inflation factor, Pre C ERQ Pre-treatment child cognitive flex-
ibility, Pre C DTS Pre-treatment child distress tolerance, Pre C RCADS Anx Pre-treatment child anxiety, Child TP Change Child Top Problem 
rating change, Parent TP Change Parent Top Problem rating change.
*p < 0.0125, indicating statistical significance after Bonferroni correction for multiple comparisons.

Model R R2 R2 Change F df1 df2 Predictor Beta SE CI (98.75%) Tol VIF

1 0.343 0.117 0.117 2.30 4 69 Age* 0.31* 0.06 [0.00, 0.29] 0.89 1.12
Biological sex − 0.03 0.39 [− 1.05, 0.88] 0.94 1.06
Ethnicity 0.17 0.24 [− 0.26, 0.95] 0.91 1.10
Family income 0.21 0.00 [− 0.00, 0.00] 0.83 1.21

2 0.438 192 0.075 3.22* 1 68 Age* 0.32* 0.06 [0.02, 0.28] 0.89 1.12
Biological sex − 0.00 0.37 [− 0.94, 0.93] 0.94 1.07
Ethnicity 0.20 0.23 [− 0.16, 0.63] 0.93 1.11
Family income 0.17 0.00 [− 0.00, 0.00] 0.81 1.23
Pre P ERQ* − 0.28* 0.02 [− 0.11, − 0.00] 0.95 1.05

3 0.439 0.193 0.001 2.65 1 67 Age* 0.32* 0.06 [0.01, 0.29] 0.88 1.13
Biological sex − 0.00 0.38 [− 0.95, 0.94] 0.92 1.08
Ethnicity 0.20 0.24 [− 0.16, 0.64] 0.90 1.12
Family income 0.17 0.00 [− 0.00, 0.00] 0.79 1.26
Pre P ERQ − 0.28 0.02 [− 0.12, 0.01] 0.94 1.07
Pre P DTS − 0.01 0.07 [− 0.17, 0.16] 0.94 1.06

4 0.440 0.194 0.001 2.25 1 66 Age* 0.31* 0.06 [0.00, 0.29] 0.84 1.19
Biological sex 0.00 0.38 [− 0.95, 0.97] 0.90 1.11
Ethnicity 0.19 0.24 [− 0.21, 0.99] 0.88 1.13
Family income 0.17 0.00 [− 0.00, 0.00] 0.79 1.27
Pre P ERQ − 0.28 0.02 [− 0.12, 0.00] 0.94 1.07
Pre P DTS − 0.00 0.07 [− 0.17, 0.17] 0.93 1.07
Pre C ERQ 0.03 0.04 [− 0.09, 0.11] 0.90 1.12

5 0.447 0.200 0.006 2.02 1 65 Age* 0.31* 0.06 [0.00, 0.29] 0.84 1.19
Biological sex − 0.00 0.39 [− 0.98, 0.95] 0.90 1.12
Ethnicity 0.18 0.24 [− 0.23, 0.98] 0.88 1.14
Family income 0.19 0.00 [− 0.00, 0.00] 0.77 1.30
Pre P ERQ − 0.28 0.02 [− 0.12, 0.00] 0.94 1.07
Pre P DTS 0.00 0.07 [− 0.17, 0.17] 0.93 1.08
Pre C ERQ 0.04 0.04 [− 0.08, 0.11] 0.89 1.13
Pre C DTS − 0.08 0.06 [− 0.19, 0.10] 0.93 1.08

6 0.479 0.229 0.029 2.12 1 64 Age 0.25 0.06 [− 0.03, 0.27] 0.76 1.31
Biological sex − 0.03 0.39 [− 1.05, 0.88] 0.88 1.13
Ethnicity 0.19 0.24 [− 0.20, 0.99] 0.88 1.14
Family income 0.18 0.00 [− 0.00, 0.00] 0.77 1.30
Pre P ERQ − 0.27 0.02 [− 0.11, 0.00] 0.93 1.08
Pre P DTS 0.04 0.07 [− 0.15, 0.19] 0.89 1.12
Pre C ERQ 0.04 0.04 [− 0.08, 0.11] 0.89 1.13
Pre C DTS 0.01 0.06 [− 0.16, 0.17] 0.74 1.35
Pre C RCADS Dep 0.22 0.04 [− 0.03, 0.15] 0.68 1.47

7 0.483 0.233 0.004 1.91 1 63 Age 0.24 0.06 [− 0.04, 0.27] 0.74 1.35
Biological sex − 0.02 0.39 [− 1.04, 0.91] 0.87 1.15
Ethnicity 0.21 0.25 [− 0.18, 1.03] 0.84 1.19
Family income 0.18 0.00 [− 0.00, 0.00] 0.76 1.31
Pre P ERQ − 0.28 0.02 [− 0.12, 0.00] 0.89 1.12
Pre P DTS 0.05 0.07 [− 0.15, 0.20] 0.86 1.16
Pre C ERQ 0.05 0.04 [− 0.08, 0.11] 0.87 1.15
Pre C DTS − 0.01 0.07 [− 0.17, 0.16] 0.71 1.40
Pre C RCADS Dep 0.28 0.05 [− 0.05, 0.21] 0.36 2.78
Pre C RCADS Anx − 0.09 0.01 [− 0.04, 0.03] 0.39 2.60
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no associations between age and change in depression 
or anxiety symptoms from pre- to post-treatment, which 
suggests that treatment using the UP-C or UP-A may not 
be more effective, but rather may be more efficient, for 
younger rather than older children. In this vein, previous 

research indicates that older children may present more 
complex problems for treatment (e.g., depression, which 
often does not onset until middle adolescence) [92] that 
slow or complicate treatment course. Older children also 
may be more resistant to treatment or less motivated for 

Table 5   Child post-treatment depression symptoms

SE Standard error, CI Confidence interval (98.75%), Tol Tolerance, VIF Variance inflation factor, Pre C ERQ Pre-treatment child cognitive flex-
ibility, Pre C DTS Pre-treatment child distress tolerance, Pre C RCADS Anx Pre-treatment child anxiety, Child TP Change Child Top Problem 
rating change, Parent TP Change Parent Top Problem rating change.
*p < 0.0125, indicating statistical significance after Bonferroni correction for multiple comparisons.

Model R R2 R2 Change F df1 df2 Predictor Beta SE CI (98.75%) Tol VIF

1 0.295 0.087 0.087 1.66 4 69 Age 0.17 0.19 [− 0.23, 0.71] 0.89 1.13
Biological sex 0.15 1.24 [− 1.56, 4.65] 0.94 1.06
Ethnicity 0.18 0.77 [− 0.82, 3.03] 0.91 1.10
Family income 0.01 0.00 [− 0.00, 0.00] 0.83 1.21

2 0.297 0.088 0.001 1.32 1 68 Age 0.16 0.19 [− 0.25, 0.72] 0.85 1.18
Biological sex 0.16 1.27 [− 1.60, 4.76] 0.92 1.09
Ethnicity 0.18 0.78 [− 0.86, 3.04] 0.90 1.12
Family income 0.03 0.00 [− 0.00, 0.00] 0.82 1.21
Pre C ERQ 0.02 0.12 [− 0.29, 0.33] 0.91 1.10

3 0.431 0.186 0.098 2.56 1 67 Age 0.18 0.18 [− 0.20, 0.72] 0.85 1.18
Biological sex 0.13 1.21 [− 1.69, 4.39] 0.91 1.10
Ethnicity 0.15 0.75 [− 0.94, 2.79] 0.89 1.12
Family income 0.07 0.00 [− 0.00, 0.00] 0.81 1.24
Pre C ERQ 0.07 0.12 [− 0.25, 0.35] 0.90 1.11
Pre C DTS* − 0.33* 0.18 [− 0.96, − 0.04] 0.96 1.05

4 0.564 0.318 0.132 4.33* 1 66 Age 0.05 0.18 [− 0.37, 0.53] 0.77 1.29
Biological sex 0.09 1.13 [− 1.95, 3.73] 0.90 1.11
Ethnicity 0.17 0.70 [− 0.64, 2.84] 0.89 1.13
Family income 0.07 0.00 [− 0.00, 0.00] 0.81 1.24
Pre C ERQ 0.05 0.11 [− 0.23, 0.33] 0.90 1.11
Pre C DTS − 0.15 0.19 [− 0.71, 0.24] 0.79 1.27
Pre C RCADS Dep* 0.42* 0.11 [0.09, 0.64] 0.73 1.37

5 0.580 0.336 0.018 4.15* 1 65 Age 0.01 0.18 [− 0.45, 0.47] 0.72 1.39
Biological sex 0.10 1.13 [− 1.84, 3.81] 0.90 1.12
Ethnicity 0.19 0.69 [− 0.55, 2.90] 0.88 1.13
Family income 0.05 0.00 [− 0.00, 0.00] 0.80 1.25
Pre C ERQ 0.08 0.11 [− 0.20, 0.36] 0.88 1.14
Pre C DTS − 0.17 0.19 [− 0.73, 0.21] 0.78 1.29
Pre C RCADS Dep* 0.39* 0.11 [0.06, 0.61] 0.71 1.42
Child TP Change 0.16 0.34 [− 0.36, 1.36] 0.85 1.17

6 0.582 0.339 0.003 3.67* 1 64 Age 0.01 0.19 [− 0.45, 0.47] 0.72 1.40
Biological sex 0.10 1.13 [− 1.84, 3.82] 0.90 1.12
Ethnicity 0.19 0.72 [− 0.63, 2.97] 0.83 1.20
Family income 0.05 0.00 [− 0.00, 0.00] 0.77 1.29
Pre C ERQ 0.08 0.12 [− 0.21, 0.37] 0.85 1.17
Pre C DTS − 0.17 0.19 [− 0.74, 0.21] 0.78 1.29
Pre C RCADS Dep* 0.39* 0.11 [0.06, 0.62] 0.70 1.44
Child TP change 0.16 0.42 [− 0.55, 1.54] 0.65 1.55
Parent TP change − 0.01 0.44 [− 1.12, 1.14] 0.64 1.55
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change than younger children [93], either as a result of 
depressive symptoms or as a result of a third variable. In 
our sample, younger child age was associated with lower 
child-rated pre-treatment depression symptom severity. 
Still, contrary to our hypothesis, pre-treatment depression 

did not explain a significant amount of the variance in 
child TP rating change when controlling for age, although 
this is consistent with previous research [94] that found no 
association between pre-treatment depression and treat-
ment outcomes using the UP-C.

Table 6   Child post-treatment anxiety symptoms

SE Standard error, CI Confidence interval (98.75%), Tol Tolerance, VIF Variance inflation factor, Pre C ERQ Pre-treatment child cognitive flex-
ibility, Pre C DTS Pre-treatment child distress tolerance, Pre C RCADS Anx Pre-treatment child anxiety, Child TP Change Child Top Problem 
rating change, Parent TP Change Parent Top Problem rating change.
*p < 0.0125, indicating statistical significance after Bonferroni correction for multiple comparisons.

Model R R2 R2 Change F df1 df2 Predictor Beta SE CI (98.75%) Tol VIF

1 0.337 0.114 0.114 2.22 4 69 Age − 0.02 0.51 [− 1.34, 0.1.21] 89 1.13
Biological sex 0.26 3.5 [− 0.99, 16.49] 0.94 1.08
Ethnicity 0.24 2.15 [− 0.92, 9.84] 0.91 1.10
Family income 0.01 0.00 [− 0.00, 0.00] 0.83 1.21

2 0.341 0.116 0.002 1.79 1 68 Age − 0.03 0.52 [− 1.41, 1.20] 0.86 1.17
Biological sex 0.27 3.56 [− 0.90, 16.88] 0.92 1.09
Ethnicity 0.24 2.18 [− 1.09, 9.80] 0.90 1.11
Family income 0.01 0.00 [− 0.00, 0.00] 0.82 1.22
Pre C ERQ 0.06 0.35 [− 0.72, 0.1.02] 0.91 1.10

3 0.383 0.147 0.031 1.92 1 67 Age − 0.02 0.52 [− 1.37, 1.22] 0.85 1.17
Biological sex 0.26 3.53 [− 1.20, 16.43] 0.91 1.09
Ethnicity 0.23 2.17 [− 1.32, 9.50] 0.89 1.12
Family income 0.04 0.00 [− 0.00, 0.00] 0.80 1.25
Pre C ERQ 0.07 0.35 [− 0.66, 1.06] 0.90 1.11
Pre C DTS − 0.18 0.53 [− 2.13, 0.52] 0.95 1.05

4 0.522 0.272 0.125 3.55* 1 66 Age − 0.05 0.49 [− 1.43, 0.99] 0.85 1.18
Biological sex 0.22 3.31 [− 1.97, 14.56] 0.90 1.11
Ethnicity 0.19 2.03 [− 1.69, 8.44] 0.88 1.13
Family income 0.00 0.00 [− 0.00, 0.00] 0.80 1.26
Pre C ERQ 0.02 0.32 [− 0.73, 0.88] 0.89 1.13
Pre C DTS − 0.01 0.54 [− 1.39, 1.33] 0.78 1.28
Pre C RCADS Anx* 0.40* 0.09 [0.08, 0.51] 0.78 1.28

5 0.529 0.280 0.008 3.16* 1 65 Age − 0.08 0.51 [− 1.63, 0.94] 0.76 1.31
Biological sex 0.22 3.32 [− 1.89, 14.72] 0.90 1.11
Ethnicity 0.19 2.04 [− 1.57, 8.62] 0.87 1.14
Family income − 0.01 0.00 [− 0.00, 0.00] 0.79 1.26
Pre C ERQ 0.04 0.33 [− 0.70, 0.94] 0.86 1.16
Pre C DTS − 0.01 0.55 [− 1.42, 1.30] 0.78 1.29
Pre C RCADS Anx* 0.39* 0.09 [0.07, 0.50] 0.78 1.29
Child TP Change 0.09 1.01 [− 1.75, 3.31] 0.87 1.15

6 0.529 0.280 0.000 2.78* 1 64 Age − 0.08 0.52 [− 1.65, 0.96] 0.76 1.32
Biological sex 0.22 3.35 [− 1.96, 14.80] 0.90 1.11
Ethnicity 0.19 2.11 [− 1.76, 8.80] 0.84 1.20
Family income − 0.01 0.00 [− 0.00, 0.00] 0.77 1.30
Pre C ERQ 0.04 0.34 [− 0.72, 0.96] 0.84 1.19
Pre C DTS − 0.01 0.55 [− 1.43, 1.31] 0.77 1.29
Pre C RCADS Anx* 0.39* 0.09 [0.06, 0.51] 0.76 1.31
Child TP change 0.09 1.18 [− 2.19, 3.73] 0.65 1.54
Parent TP change 0.00 1.21 [− 3.00, 3.05] 0.65 1.55
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The only pre-treatment variable that was associated with 
parent TP rating change was parent cognitive flexibility. 
Controlling for demographic variables, greater pre-treatment 
parent cognitive flexibility explained a significant amount 
of the variance in parent TP rating change. This indicates 
that parental ability to reappraise situations may lead to a 
likelihood of perceiving change in treatment outcomes. It is 
possible that, in attending sessions with their children, par-
ents learned to reappraise their child’s difficulties in a more 
neutral light, and that greater parental cognitive flexibility 
may lead to better support of the intervention effects for the 
child. Similarly, it is possible that parents who are more 
cognitively flexible are more sensitive to the perception of 
early change than other parents.

As hypothesized, biological sex, ethnicity, and family 
income were not associated with child or parent TP rating 
change, which is consistent with some other studies of ETR 
[38, 47]. However, our sample was relatively homogenous 
in terms of ethnicity and income, so it is unclear if these 
findings would be replicated in a more ethnically or socio-
economically diverse sample.

Lastly, while child and parent TP rating improvement 
were associated with lower child-rated depression symp-
tom severity at post-treatment, they were not associated with 
lower anxiety symptom severity at post-treatment. Moreover, 
contrary to our hypothesis, child and parent TP rating change 
did not explain a significant amount of the variance in child 
post-treatment depression or anxiety when controlling for 
demographic and pre-treatment variables. This indicates that 
ETR measured by TP ratings may not be uniquely associ-
ated with post-treatment symptom outcomes in the UP-C 
and UP-A. While many studies have found ETR to predict 
improved treatment outcomes [43–47], previous research has 
also highlighted other possible trajectories of change [66, 
95, 96], particularly in a transdiagnostic sample such as that 
of participants receiving the UP-C and UP-A. For example, 
Kennedy and colleagues [66] found three distinct trajectories 
of response to the UP-C and UP-A, each of which indicated 
symptom improvement but differed by rate of improvement. 
It is possible that our study design may not have allowed for 
the most nuanced examination of the effects of ETR on post-
treatment outcomes and that early TP change may indicate 
greater treatment efficiency rather than effectiveness. The 
current findings should be used to inform future research on 
the predictive validity of ETR to the UP-C and UP-A and on 
the use of the TP assessment to inform treatment planning 
and personalization.

In this vein, this study has some limitations worth noting. 
This study is limited in that it did not include all available 
TP data; the only TP data that were analyzed were those 
from sessions 1 and 4, and ratings were averaged in order 
to assess average change. The reduction in TP ratings from 
sessions 1 to 4 suggests treatment effectiveness at targeting 

TP during these weeks, but it is possible that TP trajecto-
ries were not linear (e.g., problem severity ratings spiked 
on sessions 2 or 3) or that this trajectory does not predict 
TP ratings from sessions 5 to 16. Additionally, this study is 
limited in that it did not tease apart differences in early TP 
change or the effects of early TP change on post-treatment 
outcomes between different treatment modalities (i.e., UP-C 
or UP-A individual or group treatment), although treatment 
content does not vary by treatment modality and there is no 
evidence to suggest differences in treatment effects between 
treatment modalities.

Nonetheless, this study provides novel information about 
the relationship between demographic, pre-treatment, and 
post-treatment symptoms and early TP improvement in the 
UP-C and UP-A. Future studies should examine individual 
TP ratings rather than session averages and analyze TP tra-
jectories across all treatment sessions in order to most accu-
rately define and examine ETR and to gain a more nuanced 
understanding of TP rating change over treatment. Future 
studies should also examine mechanisms that lead to TP 
rating change in order to assure that treatment addresses 
client-identified problems. Analyzing TP rating trajectories 
and mechanisms of change would allow for a more detailed 
analysis of the ways in which different treatment modules 
target different client problems and could facilitate the crea-
tion of norms of TP rating progress over time and during 
specific modules. Clinicians could use this information to 
tailor treatment to client concerns, monitor TP rating change 
during specific modules, and adjust treatment accordingly 
to focus greater attention on problems that are resistant to 
change. Using the TP assessment to inform treatment plan-
ning and personalization in these ways could help reduce 
deterioration and improve client outcomes [14].

Future studies could also assess the role of parent–child 
agreement in the effectiveness of TP data to explain vari-
ance in treatment outcomes. While child and parent TP 
ratings indicated high parent–child agreement on problem 
severity in this study, previous research has found that poor 
parent–child agreement is far more common [97, 98]. If par-
ent–child agreement on target problems and problem sever-
ity is poor, TP ratings may not be able to provide accurate 
information about treatment progress and outcome. For 
example, if parents tend to emphasize more behavioral or 
externalizing concerns [99], we would not expect parent TP 
rating improvement to be associated with a decrease in their 
child’s internalizing symptoms. Understanding differences in 
child and parent concerns and perceptions of treatment pro-
gress would facilitate efforts to create agreement and could 
provide insight into the parents’ role in child psychotherapy.

Finally, future research should examine the way in which 
the use of the TP assessment in treatment can by itself 
impact treatment goals, planning, and outcome. Through this 
research, we can gain a deeper understanding of client-driven 
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assessment and treatment interventions and work to bridge 
the gap between research and clinical practice.

Summary

While many studies have found that early treatment response 
can predict improved treatment outcomes, current research is 
inconclusive on what factors predict early treatment response 
and whether early treatment response presents differently in 
different clinical populations. For this reason, efforts should 
be made to examine early response to a transdiagnostic treat-
ment. The Top Problems assessment is uniquely suited for 
this purpose as it captures client-generated problems across 
diagnostic categories and allows for the examination of 
early treatment response in one sample of participants with 
a range of presenting problems. Few studies have examined 
early response to a transdiagnostic treatment using the Top 
Problems assessment. The current study examined early 
response to the Unified Protocols for Transdiagnostic Treat-
ment of Emotional Disorders in Children and Adolescents 
(UP-C and UP-A) using the Top Problems assessment. We 
examined change in child and parent Top Problems ratings 
from session 1 to session 4, the role of demographic and 
pre-treatment variables in early Top Problems rating change, 
and the role of early Top Problems rating change in in post-
treatment symptom outcomes. Both child and parent average 
Top Problems ratings decreased significantly from session 1 
to session 4, indicating treatment effectiveness in targeting 
client-identified problems during these weeks. Younger child 
age and higher parent cognitive flexibility were associated 
with early Top Problems rating improvement. Child and par-
ent Top Problems rating improvement were associated with 
lower child-rated post-treatment depression symptom sever-
ity but did not explain a significant amount of the variance 
in post-treatment depression or anxiety symptom outcomes 
when controlling for pre-treatment variables. Future studies 
should examine Top Problems rating trajectories over treat-
ment course in order to gain a more nuanced understanding 
of client progress during treatment.
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