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From Assessment
Reactivity to Aftercare
for Adolescent
Substance Abuse:
Are We There Yet?

Yifrah Kaminer, MD, MBAa,*, Mark Godley, PhDb

Significant progress has been made in the development of evidence-based practice
treatment protocols for youth with alcohol and substance use disorders (AOSUD) in
the last 20 years.1 Most interventions have been provided in outpatient settings where
more than 80% of youth are being treated.2 The focus has been on several therapeutic
approaches and modalities including family/community therapies, cognitive behav-
ioral therapy (CBT), motivational interviewing (MI), and 12-step/fellowship meetings
as reviewed in recent meta-analyses,3,4 as well as integrated interventions reported
in the benchmark Cannabis Youth Treatment (CYT) study.5

The purpose of this article is to address less developed areas of clinical research that
are of great importance for better understanding the therapeutic process along the
continuum of care in youth with AOSUD. These include the rationale, design, mecha-
nisms of behavior change (MBCs), implementation, monitoring, and outcome-based
modification of treatment continuum for youth with AOSUD. The specific objectives
are: (1) present current knowledge pertaining to the pretreatment phase including the
effect of baseline assessment on treatment outcome; (2) address potential MBCs in
treatment; (3) discuss the importance of aftercare, also known as continued care, to
prevent postintervention relapse; (4) consider how reconceptualization of therapeutic
paradigms might advance the field, in particular treatment algorithm or adaptive treat-
ment (AT) strategies addressing poor response to treatment.
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YOUTH VERSUS ADULTS

Treated teens differ from their adult counterparts in length and severity of substance
use, typical patterns and context of use, type of substance-related problems most
often experienced, and source of referral to treatment.6,7 Adolescent substance use
and abuse should be evaluated in a developmental perspective. There are subgroups
of adolescents who have not yet started drinking, or who have not yet reached the
peak of the trajectory characterizing their drinking pattern. Therefore, any effort to
reduce or eliminate drinking amounts to ‘‘swimming against the tide or current.’’
Furthermore, youth are less motivated to change substance use, and often enter treat-
ment because of external pressures.8 This happens either as a suggested referral by
a concerned parent, mental health clinician, school staff, or as a mandate initiated by
the legal system.

An important question is ‘‘when does treatment begin and when does it end for
adolescents’’? Most clinicians who are not versed in the developmental perspective
of youth treatment are likely to cut and paste from their experience with adult patients.
That is, focus on a single or repeated treatment episode and determine that the goal is
no less than abstinence. Only a limited proportion of adolescents, however, will
achieve sobriety from alcohol or abstinence from substance abuse following a single
episode of treatment. Some outpatient teens might be more appropriately considered
continuing users, who did not have the opportunity for relapse because they either
achieved only partial response (ie, harm reduction in terms of frequency, dosage, or
transition from heavier to lighter drugs) or did not accomplish complete abstinence
from use while in treatment.6 (Relapse is referred to sometimes as an event; in that
case it is more appropriate to define it as a lapse. Relapse is more commonly
perceived as a process.) Even those who achieved abstinence are likely to relapse
3 to 6 months later5,9 and will get in and out of abstinence repeatedly thereafter.10

Treatment of youth is not an event but a continued process. The extent of an optimal
intervention continuum should include an assessment,11 treatment, and continued
care, which take into consideration the specific needs such as psychiatric comorbid-
ity12 and the response of the adolescent AOSUD and associated psychiatric comor-
bidity to treatment.13

PRETREATMENT FACTORS AND BASELINE ASSESSMENT REACTIVITY

Therapeutic changes may commence before treatment has begun. The contribution of
pretreatment events, baseline assessment, and even an advice to change harmful
behaviors, have been underestimated or mostly ignored in clinical practice regardless
of empiric findings to the contrary.14

Sobell and colleagues15 reported that some adults with problematic drinking stopped
using alcohol by simply being exposed to an advertisement of a clinical trial. Others
responded to advice by a clinician to stop smoking16 or drinking17 because it might be
harmful to their health. More participants quit smoking in the month immediately
preceding the research interview than had quit in the month following brief intervention.16

According to the classic study by Edwards and colleagues17 2 groups of alcoholics
received either 1 counseling session or several months of in- and outpatient treatment.
One year later there was no significant differences in outcome between the 2 groups.

Although youth are not highly motivated for treatment, advice may be an effective
brief intervention with older adolescent cannabis users in its own right.18 Moreover,
when fidelity of MI treatment provided to those randomized to the experimental condi-
tion was not high, it was not more effective than advice. Given the scarcity of
resources for treatment and because only 10% to 15% of youth who need some
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form of intervention will eventually get it, further trials on the potential merit of advice
for youth substance abusers are warranted.

Baseline Assessment Reactivity

Participants in treatment outcome studies undergo extensive assessment protocols to
assess eligibility and to provide information before beginning therapy sessions. Partic-
ipants might be exposed, therefore, to a professional who does not necessarily func-
tion as a therapist, such as a research assistant in a clinical trial or a nurse in an
outpatient clinic setting. Such interactions might be effective in initiating change
and reducing substance use although, a priori, they were not intended to be thera-
peutic. This change is defined as assessment reactivity.19 In this case, assessment
reactivity refers to a change of substance use status from positive to negative from
baseline to the time of initiation of the first therapy session.

Kaminer and colleagues20 conducted a study to examine if a change from positive
to negative alcohol use from baseline assessment to the onset of the first session (ie,
pretreatment phase) occurs in adolescents (ie, baseline assessment reactivity [BAR]),
and compare what mediators differentiate BAR-positive and BAR-negative youths.
Participants were 177 adolescents with alcohol use disorders (82% used additional
substances) in 9 weekly group sessions of CBT. Self-reports for alcohol and urinalysis
for drug use in the last 30 days before baseline assessment and immediately before
the first session of treatment were obtained to determine BAR. For alcohol use
51.4% reported abstinence at the first session; 29% of those who were positive for
other drugs at baseline assessment tested negative for drugs. The finding was highly
significant. It was also reported that variables such as age, gender, criminal justice
involvement, or waiting duration from baseline assessment to first session were not
associated with BAR. The likelihood of manifesting BAR was significantly correlated
with the level of readiness to change and with 3 of 8 subscales measuring self-effi-
cacy. In this study, alcohol and substance use at first session predicted use at last
session. Participants continued to improve from first to last session. That is, treatment
outcome was not solely attributed to BAR.

These findings support the validity of BAR as a construct relevant to youth waiting
for the initiation of treatment of AOSUD. For the second objective of the study, Epstein
and colleagues,19 who found that alcohol baseline assessment is therapeutic in adults,
provide 3 possible explanations for observed changes in adults drinking before initi-
ating treatment: ‘‘(1) decision making about changing drinking that is prompted by
seeing an advertisement, (2) telling someone in the social network about a decision
to seek help, resulting in a change in others’ responses to drinking and abstinence,
and (3) initiation of a therapeutic change process as a result of the assessment itself.
For instance, realizing the extent and severity of one’s drinking problems in the course
of verbalizing them to another person. This possible explanation can be considered
assessment reactivity.’’19

As in the study by Epstein and colleagues19 it is possible that the assessment per se
supported motivation to change. We do not know whether these youth would have
changed their alcohol and substance use patterns based on sheer insight without
the assessment as might happen with adults.15 Based on our clinical experience
this is unlikely to happen with youth.

Assessment reactivity was also reported in association with posttreatment follow-
up assessments in adults.21–23 No studies of assessment reactivity in youth during
the posttreatment phase have been reported.

Clifford and Maisto21 posit that the integration of self regulation processes, that is,
the ability to modify one’s behavior in response to changing environmental demands
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that is achieved through the integration of comparison processes and FRAMES (see
next section) might explain the MBC of assessment reactivity.

In conclusion, it is important to identify assessment reactivity and separate it from
treatment effects20 because, ‘‘if change is indeed occurring prior to treatment proper
and this initial change is not taken into account in interpreting outcome data, then
positive findings may be misattributed to the experimental treatment rather than to
the processes of change that began before treatment.’’19 Therefore, it is recommen-
ded that BAR should be considered in any analysis targeting adolescent alcohol treat-
ment outcomes.

MECHANISMS OF BEHAVIORAL CHANGE

In the search to identify the effective ingredients of successful therapy, 1 therapist
characteristic in particular, accurate empathy, as defined by Carl Rogers,24 has
been shown to be a predictor of therapeutic success. Within the addiction field, the
search for critical conditions that are necessary and sufficient to induce change has
led to the identification of 6 critical elements25: (1) Feedback regarding personal risk
or impairment; (2) emphasis on personal Responsibility for change; (3) clear Advice
to change; (4) a Menu of alternative change options; (5) therapist’s Empathy; and (6)
facilitation of participant optimism about the potential to change and Self-efficacy.
These 6 active ingredients of effective brief interventions are represented best by
the acronym FRAMES. Therapeutic interventions containing some or all of these
elements have been effective in initiating change and reducing alcohol use. Baseline
and posttreatment assessments conducted by emphatic and caring research staff
contain some or all of the components or active ingredients of FRAMES. Conse-
quently, these interactions might be effective in initiating change and reducing
substance use although, a priori, they were not intended to be therapeutic.

Despite prominent differences in theory, design, and methodology, the most recent
studies using various treatment modalities in youth with AOSUD have reported remark-
ably similar outcomes.3 Rates of adolescent relapse of substance involvement are
comparable with those of adults during the first year after treatment completion.6,26

About 60% of adolescents continued to vacillate in and out of recovery after discharge
from 3-month treatment programs.5,9,27 These findings point to the increased need to
understand what (if any) are the specific differences between MBCs of therapeutic
approaches that carry diverse names, have been distinguished by different ideologies,
hypotheses, and technologies although they have produced similar outcomes.5,9,28 Are
there similar and/or nonspecific ingredients that these therapies share?

Most evidence-based treatments are also theory based, at least to some degree.
However, recent meta-analyses examining the hypothesized mechanisms of action
on which the interventions are based did not yield clear results.29,30 These results
apply to Alcoholics Anonymous,31 CBT,32 and MI.33 Some theorists have argued
that positive treatment effects are due primarily to what are referred to as general ther-
apeutic factors, such as an empathic and caring therapist, and the structure and
support provided by regularly scheduled treatment sessions over a prolonged period
of time.34,35 Three important mediators have been noted in the limited adolescent liter-
ature: self-efficacy,36,37 coping skills acquisition and/or improvement,28 and motiva-
tion or readiness to change.38

CBT hypothesizes that those who do not make progress in treatment or relapse lack
or are deficient in the coping skills necessary to deal with life stressors and high-risk
situations. Therefore, provision of these skills will increase self-efficacy or confidence
in the ability to refrain from drug use.28 Change in self-efficacy seems to be a partial
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mediator of treatment outcome in a large multicenter study for the treatment of
cannabis use disorders in adults. Increase in self-efficacy before and after treatment
was a more powerful predictor of decrease in drug use than was coping skills.39 A later
study by the same team reported that early abstinence seems to be important, to the
extent that it increases self-efficacy.40 Nevertheless, contrary to expectations, CBT in
adults did not result in greater coping skills acquisition than did an MI comparison
group. Similarly, in an adolescent treatment study self-efficacy was found to be
directly correlated with treatment outcome even when controlling for drug-positive
urine in treatment and regardless of therapeutic approach.36 That is, regardless of
the implementation of theory driven CBT, this approach did not produce higher levels
of self-efficacy compared with interpersonal treatment.

No studies in adolescents with AOSUD have yet reported measurements of
improved coping skills. One way of achieving this goal is an ongoing effort to compare
data on self-efficacy generated by the Situational Confidence Questionnaire41 with the
youth Coping Skills Inventory.42

MI is an approach focusing on improved motivation to change in a nonconfronta-
tional manner.43 MI has been found efficacious in reducing alcohol use in college
students. However, increased motivation or readiness to change does not seem to
be the mechanism or mediator of behavior change.44 Some studies in adults have indi-
cated that MI does not lead to improved outcomes through the Stages of Change
Theory45 that drives the intervention.46 Furthermore, clear operational definitions of
commonly used terms such as motivation, readiness, and/or commitment to change
or to engage in treatment are not available. These terms seem to overlap and are
measured by different rating scales (Chung, Winters and Kaminer, personal corre-
spondence, November 2009).

Several studies in youths emphasize the importance of readiness to change in pre-
dicting treatment outcomes. Increased motivation to change has been cited often as
a predictor for positive outcome in the adult and youth literature. Subscales from the
Stages of Change Readiness and Treatment Eagerness Scales (SOCRATES) have
been found to predict the level of alcohol use at 1-year follow-up in treated youths.47

Higher motivation to abstain predicted fewer days of marijuana use in adolescents.48

Chung and Maisto49 reported that there was a reciprocal association between motiva-
tion to change and substance use. Furthermore, most adolescents reported that
substance abuse treatment helped to increase their readiness to change substance
use behavior. MI was suggested to increase change talk, a construct describing
more assertive statements about the wish to limit or stop using drugs that was asso-
ciated with better outcomes in adults50 and youth.51 However, the mechanism that
foster change talk in youth has not yet been identified. Chung52 suggests investigating
social network characteristics that might affect motivation to change.

In conclusion, it seems that improved self-efficacy and motivation to change are corre-
lated with better outcomes in youth regardless of the chosen therapeutic approach.

AFTER/CONTINUED CARE FOR YOUTH AOSUD

Historically, aftercare referred to maintenance interventions (eg, group counseling,
mutual aid meetings) following a successful course of an index biopsychosocial treat-
ment for AOSUD. Step-down care (ie, referral to successively lower intensity treatment
episodes) is the most common form of aftercare.53,54 The step-down model with
adolescents has not proved to be a common course for adolescents.2 A more typical
course is to for adolescents to either discontinue their acute care episode prematurely
or experience relapse relatively soon after discharge without being involved in
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aftercare.2,9,55 The American Society of Addiction Medicine (ASAM56) thus defined
continuing care as flexible services that provide AOSUD patients the type of treatment
needed at any given time. This definition of continuing care implies that for many,
perhaps most, AOSUD is ongoing and prone to relapse in the same manner as other
chronic diseases. Although the ASAM definition is well recognized in practice, even
the best intended referrals are more likely to result in failure to show without assertive
intercession by a clinician.57

Until recently almost all randomized clinical trials (RCTs) published on after/
continuing care were studies of adults whose inclusion in the trial required successful
completion of their index treatment episode.53,58 Reviews of these studies reveal
a slight advantage for more structured, CBT-derivative interventions such as coping
skills, specific relapse prevention skill training, sometimes combined with interper-
sonal counseling and/or attendance at 12-step meetings. A trend was noted for after-
care interventions with greater intensity and duration to perform better relative to
controls.53

More recently, addiction treatment researchers have reported after/continuing care
RCTs for adolescents with AOSUD. Godley and colleagues59,60 reported on an asser-
tive continuing care (ACC). This manualized approach61 is a combination of commu-
nity visits (home, school, other location), case management, and the Adolescent
Community Reinforcement Approach (A-CRA62). The latter is an operant learning
model that helps youth and caregivers learn how to restructure their environment
(friends, social activities) to reinforce sobriety. A-CRA also uses elements of CBT to
relabel or reappraise events, and to build competing skills to improve communication
with caregivers and others, problem solving, anger management, and drinking/drug
use peer refusal. In a recent clinical trial of this approach 183 adolescents discharged
from residential treatment (only half successfully completed this treatment) were
randomized to either ACC or usual continuing care (UCC).63 In this study ACC included
community visits, A-CRA, and case management services to help adolescents better
comply with educational, juvenile justice, and other social systems in which they were
involved. The UCC condition included a referral to attend an outpatient clinic (usually
group psychoeducation and process counseling) and 12-step meetings. The active
continuing care phase was limited to 3 months with an additional 6 months of
follow-up. A large ACC effect was found for initiation of continuing care services
(d 5 1.07) and retention (d 5 0.90). A main effect for more ACC participants to maintain
total abstinence from cannabis use for the 9-month combined continuing care and
follow-up phase was also found (d 5 .32). In this and a subsequent study64 the clinical
outcome was mediated in part by a measure of general continuing care adherence
(GCCA) factors recommended by clinicians for good continuing care (eg, case coor-
dination with probation officer, communication, relapse prevention skills, and so forth),
improvements in the recovery environment, and decreased social risk.

Because most adolescents receive their index care episode in outpatient treatment,
studies are needed to extend our understanding of after/continuing care following
outpatient treatment. Burleson and Kaminer65 established the acceptability and feasi-
bility of a brief aftercare intervention involving a single face-to-face session to conduct
a functional analysis of environmental contingencies supporting substance use fol-
lowed by a series of 15-minute telephone calls at 2- to 3-week intervals to assess
status of use, motivation to change, and then identify problem areas and provide skills
guidelines to address problems. This intervention was later tested in an RCT where
177 adolescents with DSM IV alcohol use disorders, 80% of whom were also
diagnosed with cannabis use disorders, completed 9 weekly in-person (IP) out-
patient CBT sessions. Adolescents were then randomized to either a 5-session
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face-to-face booster course of CBT, a brief telephone condition, or no active aftercare
condition (NA). At the end of the 3-month aftercare phase, the likelihood of relapse,
days of alcohol use, and days of heavy alcohol use were significantly greater for the
NA condition than the combined active aftercare conditions.14 This significant relapse
prevention outcome was moderated by gender with girls receiving active aftercare
showing no significant relapse relative to girls in the NA condition. Active aftercare
interventions, although effective in slowing the expected posttreatment relapse
process for alcohol use, did not show lasting effects at 6-, 9-, and 12-month follow-
ups.66 This study provides experimental support that during the aftercare phase,
active aftercare prevents relapse, and may be especially effective for girls. Postafter-
care outcomes are still needed to assess long-term effectiveness of active aftercare.
Similar to findings with adults53 the brief telephone intervention was as effective as the
IP aftercare intervention.

In another outpatient study, Godley and colleagues67 conducted a 4-group random-
ized study (N 5 320) of brief outpatient motivational enhancement training (MET) inte-
grated with CBT66 compared with a more intensive, individualized course of outpatient
treatment. This latter intervention was also manual guided, and primarily delivered
through behavioral/cognitive behavioral skill and process groups, and included family
and individual sessions for treatment planning. These 2 conditions were crossed with
either ACC (as described earlier) or no ACC. All participants were randomized to 1 of
the 4 conditions and retained for follow-up and outcome analyses, including youth
who failed to successfully complete the index outpatient treatment. An interesting
feature of this study was that it contrasted a brief highly standardized evidence-based
treatment (MET/CBT) with a less standardized, more intensive, and individualized
length of stay approach, which is more characteristic of contemporary outpatient
treatment practice. Differences in dosage were substantial but overall there was not
a dose-response relationship in alcohol or substance use outcomes. However, at
the 6- and 9-month follow-up there was a main effect for the more intensive outpatient
plus ACC approach; but by the 12-month follow-up there were no condition main
effects. Because the more intensive, individualized outpatient treatment combined
with ACC resulted in the most extensive length of stay (M 5 172 days) and demon-
strated main effects until services were withdrawn (virtually all subjects were dis-
charged by the 9-month follow-up), the results seem consistent with
recommendations for extended care interventions with adults.68

FUTURE RESEARCH DIRECTIONS: EXTENDING CARE WITH ADAPTIVE TREATMENT

A decade ago researchers asserted that AOSUDs are better understood as a chronic
relapsing illness requiring acute treatment and ongoing management strategies to
prevent or reduce harm from relapse.69–71 Subsequently, the limitations of short-
term specific effects designs to evaluate addiction treatment were noted.30,72 The
traditional experimental designs for youth AOSUD have emphasized the comparison
of standardized fixed interventions as the primary method for evaluating treatment effi-
cacy. These fixed interventions tend to be brief and unresponsive to the considerable
variation in patient response and changing environmental contexts. Most treatments
studied in the addictions strive to deliver essentially the same intervention to all
patients, regardless of how the patient is responding. Indeed, treatment research
based on this approach has overlooked the most urgent challenges facing the field,
These are the heterogeneity of adolescent response to treatment, the problem of
poor response to treatment, and the need to provide ongoing monitoring, support,
and reintervention to prevent or manage the likelihood of relapse.3,73
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McKay53 presented a series of key questions in treatment pertaining to what to do
with patients who do not respond to an initial treatment episode. Should their initial
treatment be switched to something else? If so, to what treatment? Or, should they
receive another treatment to augment what they are already taking? In accordance
with the stepped care approach,44,74,75 patients are started at the lowest appropriate
level of care, and then stepped up to more intensive treatment if warranted by poor
initial response. This approach has the potential to increase rates of participation,
as it may be more palatable to patients because it places a lower burden on them
at the beginning of treatment. Stepped care may also increase cost-effectiveness
and cost-benefit, because lower intensity treatments are also often less costly.53

Adaptive or stepped care treatment algorithms have been developed and evaluated
for several disorders, including depression and anxiety,76–78 obesity, and eating
disorders.79,80

In most cases, AT protocols contain separate algorithms for 2 main classes of
patients: poor-responders (stepped up) and responders (stepped down). After an opti-
mized adaptive algorithm is developed via the experimental method, it should be
further tested against treatment as usual or some other control condition in an RCT.
This step is needed to determine whether the algorithm in fact improves outcomes
relative to standard care.53,81–83

According to an extensive review included in a book authored by McKay,53 several
elements are critical for the design of AT:

Tailoring variables are selected to assess key markers of progress that are going to
be used to construct the adaptive algorithm. The most common approach is the
outcome measure approach. In this approach, the therapist regularly assesses
substance use during treatment, and uses that information to decide whether
treatment should be continued as currently delivered or modified in some
way. Using the outcome measure as a tailoring variable has several advantages.
Most important, it gets around the issue of whether the tailoring variable is
a good marker of progress and is in fact related to outcome.

Menu of clinical interventions. The key requirement here is that the clinical services
in the menu are meaningfully different on at least 1 dimension, such as
frequency, intensity, modality, content, theoretic orientation, and so forth. For
an adaptive strategy to work, the treatment options must be different enough
that failure in 1 treatment approach will not strongly predict failure in all the other
possible approaches in the menu.53

Decision rules. In an adaptive protocol they link the tailoring variables and the
menu of clinical intervention options into 1 algorithm. The finished algorithm
reads like a series of if–then statements. The decision rules that link specific
scores on tailoring variables to modifications in treatment are arrived at
through 1 of 2 processes, either expert consensus or an experimental study.
In this proposal the ‘‘if’’ is poor response and the ‘‘then’’ is assignment to
adaptive treatment.

The adult literature on AT includes a total of 15 studies that yielded significant results
in which adaptive procedures led to either better substance use outcomes or to equiv-
alent outcomes in treatments with other advantages (eg, lower cost, lower patients
burden, greater safety, and so forth), or produced algorithms that specified which
patients would benefit most from what continuation treatments.53,84 Practicing child
and adolescent psychiatrists have developed algorithms to address the issue of
nonresponse for depression, most notably the Texas algorithm by Hughes and
colleagues.85 However, adolescent substance abuse treatment which relies mostly
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on psychosocial interventions has not generated an empirically supported set of
tailoring variables and decision rules specifying the intervention that is most likely to
be effective in the face of initial nonresponse. The findings of AT in the adult literature
and the dire needs of youth with AOSUD underscore the importance of extending AT
to youth substance abuse treatment outcome research.

SUMMARY

Similar to the development of substance use disorder as a process and not as
a sudden event, the undoing of the disorder is a multiphased lengthy process that
may require several repeated interventions for the adolescent. Relapse should there-
fore be perceived as a process and not as an event.86 The research of MBCs is in its
infancy and Magill29 noted that what we know about the treatment process to date is
what we have chosen to measure and that evidence points to a common process of
change. Consequently, continued research on other potential MBCs (in addition to
self-efficacy, motivation/readiness to change,87 and coping skills) is necessary.
Further examination of the role of the therapist and their interactions with the clients
in individual, family, and group interventions is warranted see article by Macgowan
and Engle elsewhere in this issue for further exploration of this topic. This includes
examination of specificity as well as the nonspecific components of treatment.

Extending care through adaptive treatment and management of adolescent AOSUD
has yet to be studied for at least 12 months, following McKay’s68 findings of empiric
support for interventions extending past 12 months. More recently, an adult study
of quarterly recovery management checkups (RMC) and readmission to treatment
(when clinically indicated) was superior to quarterly follow-up interviews.88 A key to
the value of RMC is the similarity of methodology used to locate patients in multiyear
longitudinal studies. Future research to extend care and monitoring with adolescents
should consider testing similar methods for long-term retention and testing of adaptive
treatment algorithms.

Future strategies should also consider using communications technologies
embraced by youth in contemporary society. Most youth today, including those
receiving AOSUD treatment, have mobile phones. The brief telephone protocol89,90

provides a flexible protocol that can be paired with assertive patient locating proce-
dures. A short message service (SMS) texting version of the protocol could also be
tested as many adolescents’ increasingly prefer this mode of communication over
voice. In 1 survey of treated youth more than 90% reported http://MySpace.com
profiles57 underscoring just how ubiquitous web-based social networking has become
among adolescents. Future research on adaptive treatment of adolescents should be
mated to tracking technologies that are clearly embraced by youth to increase the
chances of long-term retention, monitoring, support, and when necessary, reinterven-
tion. The gap between clinical care and science persists in clinical care of youth. To
promote delivery of evidence-based effective care a meta-systematic approach
should be adopted.91
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