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Objective: State mental health systems are retraining their
workforces to deliver services supported by research.
Knowledge about evidence-based therapies (EBTs) for child
and adolescent disorders is robust, but the feasibility of
their statewide scaling has not been examined. The authors
reviewed implementation feasibility for 12 commonly used
EBTs, defining feasibility for statewide scaling as an EBT
having at least one study documenting acceptability, facil-
itators and barriers, or fidelity; at least one study with a ra-
cially and ethnically diverse sample; an entity for training,
certification, or licensing; and fiscal data reflecting the
costs of implementation.

Methods: The authors reviewed materials for 12 EBTs
being scaled in New York State and conducted a literature
review with search terms relevant to their implementa-
tion. Costs and certification information were supple-
mented by discussions with treatment developers and
implementers.

The gap in scientific knowledge about mental health services
and the feasibility of their implementation in community-
based service systems has been partially bridged by the
contributions of implementation science (1, 2). For the past
two decades, funding decisions at the NIH have included
a focus on implementation processes and outcomes (3-5).
The role of policy making in informing the rollout of
evidence-based treatments has increased optimism that
blending policy and implementation science will spur prog-
ress in applying research to reduce the mental health chal-
lenges faced by youths and families (6, 7). Although scientific
research, incentivized by federal funding priorities, has in-
creasingly focused on effectiveness rather than efficacy
studies (the latter being largely undertaken in academic
settings), translation of this knowledge into policies that
formalize the delivery of effective services has been slow
(6). Improving the quality and effectiveness of services,
as articulated in recent National Academies of Sciences,

PS in Advance

Results: All 12 EBTs had been examined for implementation
feasibility, but only three had been examined for statewide
scaling. Eleven had been studied in populations reflecting
racial-ethnic diversity, but few had sufficient power for
subgroup analyses to demonstrate effectiveness with these
samples. All had certifying or licensing entities. The per-
clinician costs of implementation ranged from $500 to
$3,500, with overall ongoing costs ranging from $100 to
$6,000. A fiscal analysis of three EBTs revealed hidden costs
ranging from $5,000 to $24,000 per clinician, potentially
limiting sustainability.

Conclusions: The evidence necessary for embedding EBTs
in state systems has notable gaps that may hinder sustain-
ability. Research-funding agencies should prioritize studies
that focus on the practical aspects of scaling to assist states
as they retrain their workforces.
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Engineering, and Medicine (NASEM) reports, depends
on aligning research foci with the practical aspects of
service systems and agencies that can best capitalize on
policy opportunities (8-11).

HIGHLIGHTS

e At least a dozen effective psychosocial therapies for
children and youths are being adopted by a state be-
havioral health system.

e These therapies all had some data supporting their
implementation feasibility, but notable gaps in data for
racial-ethnic representativeness and hidden costs may
hamper scaling.

e A fiscal analysis tool described in this review can help
state authorities realistically evaluate the costs of
implementing evidence-based therapies.
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State mental health authorities offer a unique real-world
laboratory in which to realize this alignment. An increasing
number of states are implementing evidence-based thera-
pies (EBTs) within their mental health systems serving
children, adolescents, and families (12). A 2016 study found
that about 25% of states had implemented youth-focused
EBTs and were delivering these research-based services to
about 1%-3% of their youth population (13). An increasing
number of states also reported funding external research
centers to promote the adoption and implementation of
EBTs, but a decreasing number of states were promoting the
use of EBTs through infrastructure, financial supports, and
budget requests. The authors concluded that, if effective
implementation is the goal, state mental health authorities
need to invest more in systematic measurement of metrics
that assess EBT implementation (13).

States have paid attention to increasing funding for
clinical workforce training (14), and some states have cre-
ated training institutes to improve EBT implementation.
For example, since 2006, New York State has supported an
evidence-based treatment dissemination center to strengthen
clinical training for treating common disorders among
children, using Managing and Adapting Practice (MAP) and
PracticeWise resource guides and tools (15). New York
State is now creating the Center for Workforce Excellence
in Evidence-Based Practices to support the systemwide
uptake of additional therapies specifically targeting child-
hood disorders (e.g., anxiety, depression, trauma, and con-
duct problems) and family functioning. Other states are
similarly expanding workforce training in EBTs. Louisiana
created the Center for Evidence to Practice to provide a
repository of EBT content for individuals receiving behav-
ioral health care through Medicaid (16). However, to date, the
few studies on statewide scaling have focused on the effec-
tiveness of different training methods (e.g., in person, virtual,
and learning collaboratives) and on which methods work
best for different EBTs rather than on which training
methods promote sustained EBT use (17).

In addition to establishing training initiatives and EBT
institutes, states are beginning to examine the costs of
implementing EBTs and ways to incentivize their use. A
2018 survey of 44 state mental health directors found that
although a majority of states were interested in expanding
implementation of EBTs, the incentives they perceived as
most effective were the least often used (18). Almost three-
quarters of state directors reported being willing to pay for
training and technical assistance, likely because of its rela-
tive simplicity and compatibility with organizational goals.
Yet, even though enhanced reimbursement rates provided
to agencies that offer EBT services and greater reimburse-
ment for better outcomes were perceived as the most ef-
fective strategies to improve implementation, they were the
least often used. The authors concluded that payers were
not using the incentives that state directors perceived as
most effective and that to enhance EBT adoption, more
attention should be given to measurement barriers that
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hinder the ability of states to monetarily reward better
outcomes and enhance reimbursement rates (18).

States that are implementing EBTs are using a variety of
models to incentivize uptake, the most common of which is
investment in provision of training for specific EBTs. Other
strategies include enhanced rates, selective payment for the
use of an EBT versus typical care, and refusing payment for
non-evidence-based interventions (19). State or local gov-
ernments in at least seven states (California, Louisiana, New
York, North Carolina, Oregon, Virginia, and Washington)
are investing heavily in these initiatives, including imple-
mentation of EBTSs in a variety of systems, such as behav-
ioral health, child welfare, and primary care. Many other
local and state government-funded initiatives likely exist,
but exact numbers are impossible to gather because no na-
tional uniform tracking mechanisms are available to identify
these initiatives.

States are investing in implementing EBTs in their sys-
tems for several reasons. First, use of scientific evidence to
undergird health care delivery has face validity that dates at
least to the early 2000s, when NASEM began issuing a se-
ries of highly critical reports about how to improve the
quality of health care (20-24). Among the triple aims of
health care quality was the use of evidence. Second, the
NIMH undertook a major initiative beginning in 2003 to
build an evidence base not only for the effectiveness of
mental health services but also for the dissemination and
implementation of these services. This undertaking has
resulted in dozens of studies on how to make scientific
findings useful, feasible, and robust for service delivery in
different settings (25-33). Third, use of scientific findings to
effect positive therapeutic changes has been seen by states
as a solution to the problem of poor training of their be-
havioral health workforce. Workforce shortages, which
were daunting before the onset of the COVID-19 pan-
demic, have worsened, so mental health system leaders
recognize the need to become more efficient in providing
their populations with services that are known to be effec-
tive. Consequently, these leaders have instituted training in
EBTs to improve the quality of their agency’s services and
strengthen the skills of their workforce. Fourth, the implicit
hope has been that the glaring racial-ethnic inequities in
both access to psychiatric services and mental health out-
comes would be redressed if evidence-based services were
implemented (34, 35). Despite these investments, scaling of
EBTs has been fraught with challenges that include work-
force shortages, workflow changes, the inability of EBTs
to cover all major psychiatric disorders and their comorbid
conditions, and the lack of feasibility data on implementation.

The objective of this review was to examine the readi-
ness, or implementation feasibility, of statewide scaling of
12 EBTs for children, youths, and families. Our primary goal
was to guide researchers, agency leaders, and state policy
makers in realistically planning for systems-level scale-up
and sustainability of EBTs by focusing on current imple-
mentation data. Our analysis closely examined these 12 EBTs
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and paid specific attention to the availability of imple-
mentation studies (to guide planning) and to the costs,
both overt and hidden, of implementing EBTs. Because
calculating real costs of implementation is a complex task,
we incorporated lessons learned from a fiscal model de-
veloped by New York University’s McSilver Institute for
Poverty Policy and Research (see the online supplement
to this review) for projecting realistic costs of EBT
implementation.

METHODS

The fiscal analysis tool and a table summarizing the results
of the EBT analysis and characteristics of the 12 EBTs ex-
amined in this review are presented in the online supple-
ment (32, 36-93). To examine the feasibility of widespread
implementation of some of the most frequently used EBTs
for children, we used multiple data sources, as shown in the
online supplement. Widespread implementation feasibility
at the state level was defined as an EBT having at least one
study documenting acceptability, facilitators and barriers,
or fidelity; at least one study with a racially and ethnically
diverse sample; an entity for training, certification, or licens-
ing; and fiscal data reflecting the real costs of implementation.

Whenever possible, each EBT’s website or materials
were referenced. To supplement this information, the Cal-
ifornia Evidence-Based Clearinghouse for Child Welfare
database (94) was used, and 2021 U.S. population data
from the KIDS COUNT Data Center were used to deter-
mine target demographic (i.e., race-ethnicity) character-
istics for children (95). To locate articles on efficacy and
implementation, we conducted a literature review with
key search terms (e.g., [name of EBT], efficacy, effective-
ness, implementation, child, youth, family). Costs (initial
and ongoing) and certification information were gathered
from EBT websites when publicly available or from sup-
plemental entities offering training or certification.

We selected these 12 EBTs because New York State Of-
fice of Mental Health policy makers had identified them for
implementation on the basis of their inclusion on a list of
child and family mental health treatments approved for
Medicaid funding from the Centers for Medicare and Med-
icaid Services (CMS). The categories for analysis (online
supplement) were selected on the basis of their relevance to
widespread implementation feasibility, and thus included
sample representativeness, treatment goals and settings,
costs of training (including lost clinical income when staff
were being trained), and maintenance costs (e.g., consul-
tation, recertification). In addition, time to certification via
the EBT certification entity was included. Adaptations of
the EBT were noted, including whether the program was
tested with telehealth delivery.

Finally, for three of the 12 EBTs, we describe findings
from an in-depth study of the full costs of implementing
them, as assessed with a fiscal analysis tool (online sup-
plement). Developing the tool involved iterative planning
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over 2 years with providers who had implemented three
EBTs and with implementation trainers and model devel-
opers. The tool development team facilitated a conversation
with the provider agencies to gain an understanding of
the multiple components of each EBT and the training and
implementation costs. A first draft of the tool was devel-
oped on the basis of these conversations and was then
reviewed and confirmed with each of the EBT developers
and implementers individually. Next, the tool was finalized
and made available to providers and model developers.
The tool includes components that account for all potential
costs associated with implementing evidence-based prac-
tices, such as staff time for initial and booster training, lost
productivity, additional supervision time, monthly consul-
tations, licensing and certification, and supplies. The tool
allows organizations to change certain variables in order to
reflect their unique specifications. For example, organiza-
tions can input organization-specific salaries, fringe benefit
rates, operating expenses per full-time equivalent employee,
and overhead rates to determine specific costs to their or-
ganization of implementing an EBT.

RESULTS

Intervention Targets and Settings

The 12 EBTs featured different intervention targets and
settings, which varied depending on whether the therapy
was intended to teach skills or address problematic behav-
ior. Some of the EBTs focused on improving and strength-
ening relationships between children and their caregivers
(child-parent psychotherapy [CPP], parent-child interac-
tion therapy [PCIT], Triple P [Positive Parenting Program],
interpersonal psychotherapy for adolescents with depres-
sion [IPT-A], and functional family therapy [FFT]) (online
supplement) (36, 43, 52, 80, 96). Most (PCIT, trauma-
focused cognitive-behavioral therapy [TF-CBT], Triple P
level 4, Incredible Years, dialectical behavior therapy for
adolescents and for children [DBT-A and DBT-C], multi-
dimensional family therapy [MDFT], multisystemic therapy
[MST], and IPT-A) focused on increasing caregivers’ skills
and decreasing children’s problematic behaviors (47, 52,
57-59, 65, 71, 80, 97). Some EBTs (Triple P level 4) focused
their intervention strategies on the prevention of prob-
lematic behavior, and three (IPT-A, prolonged exposure
therapy for adolescents with posttraumatic stress disorder
[PE-A], TF-CBT) focused on the treatment of specific dis-
orders (e.g., depression, trauma) (47, 80, 90).

The EBTs were studied in a wide variety of settings. The
most common were community-based organizations (N=10;
CPP, PCIT, TF-CBT, Triple P level 4, Incredible Years,
MDFT, MST, FFT, IPT-A, PE-A) and outpatient clinics
(N=8; CPP, PCIT, TF-CBT, Triple P level 4, Incredible
Years, DBT-C and DBT-A, IPT-A, PE-A). Many EBTs were
implemented across several settings, including schools and
classrooms (N=6; TF-CBT, Incredible Years, DBT-C and
DBT-A social emotional learning curriculum, MST, IPT-A,
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Interpersonal Psychotherapy-Adolescent Skills Training
[IPT-AST]), home (N=5; CPP, PCIT, TF-CBT, MDFT,
MST), and group or residential care (N=4; TF-CBT, In-
credible Years, DBT-C and DBT-A, MDFT). A smaller
number of EBTs were implemented elsewhere, such as
justice settings (N=3; DBT-C and DBT-A, MDFT, FFT),
primary care (N=3; PCIT, Incredible Years, IPT-AST),
inpatient settings (N=2; TF-CBT, DBT-C and DBT-A),
the neonatal intensive care unit (N=1; CPP), foster care
(N=1; CPP), and day treatment (N=1; FFT) (94, 98).

Adaptations for Specific Populations, Settings,

or Modalities

Eight of the EBTs underwent notable adaptations to make
their programs relevant to different populations, settings, or
modalities. For instance, an adaptation of CPP was devel-
oped for the perinatal population. MST (for substance use)
and TF-CBT (for military families) were also adapted for
different populations. Three of the EBTs were adapted to
accommodate group settings (group-based PCIT, group
teen Triple P, and IPT-A for groups). Six of the EBTs
had accommodations to provide the service via telehealth
and have had efficacy data published (PCIT, TF-CBT,
Triple P level 4, Incredible Years, DBT-C and DBT-A,
FFT) (94, 98).

Race-Ethnicity and Gender

We used demographic data on race-ethnicity from the
2021 U.S. census as our standard for determining appro-
priate diversity in samples. Because 10-year census data
revealed a decrease in White-identifying children and teens
in the United States (32) and because research often ne-
glects minoritized groups in sampling, we hoped to identify
which EBTs were initially tested for efficacy in diverse
samples or had follow-up efficacy studies with significant
representation of minoritized groups. Five of the 12 EBTs
(PCIT, TF-CBT, Triple P, DBT-C and DBT-A, MST) lacked
diverse samples in the original efficacy studies (47, 52, 57,
59, 71, 97). Three (Incredible Years, FFT, PE-A) did not
report on racial-ethnic demographic characteristics in the
original efficacy study (58, 90, 96). However, of note, all but
one of the EBTs had follow-up trials with racially and eth-
nically diverse samples, and only one (PCIT) did not pro-
duce significant improvements in outcomes for children for
these diverse samples (44). To date, DBT-C has been tested
with only predominantly White samples (73%) (57). Half of
the EBTs had original or follow-up samples with Asian
American children represented (CPP, Incredible Years,
DBT-C and DBT-A, MDFT, IPT-A, IPT-AST) (36, 57-59, 65,
82, 86). In addition, in our review, we noted whether sam-
ples were predominantly representative of one sex (e.g.,
male or female) because sex and gender are often associated
with different outcomes in therapeutic efficacy studies (66).
For example, MST had been tested with predominantly
male samples and IPT-A with predominantly female sam-
ples (72, 82).

4 ps.psychiatryonline.org

Implementation Feasibility

We examined the degree to which the selected EBTs had or
did not have data assessing implementation acceptability,
facilitators and barriers, or fidelity. We also considered
whether a training institute or licensing entity existed for
each EBT and ongoing certification requirements, which
are important to ensure fidelity. We found that all EBTs
had studies supporting implementation acceptability and
facilitators or barriers within certain settings. Unlike the
original efficacy data, which date to the 1970s, all imple-
mentation studies had been published since 2010. The foci
of the feasibility studies varied. In addition to acceptability
and facilitators or barriers, some assessed alternative set-
tings for treatment, and some highlighted the role of pro-
vider characteristics in dissemination and implementation.
Fidelity was assessed inconsistently among EBTs, with only
three studies reporting fidelity ratings for the EBTs studied in
this review (DBT-A, IPT-A, MDFT) (62, 67, 84). In addition,
only three—TF-CBT, MST, and PCIT—had been examined
for implementation feasibility in a statewide scaling study.

Licensing and Certification

All EBTs had either a licensing entity or a certification
process to support implementation. Of the 12 EBTs, three
had a licensing entity and nine had a certification process.

Overt Costs

The per-clinician costs of training for these EBTs ranged
from $500 for IPT-A to $3,500 for PCIT. However, FFT
costs were calculated by program rather than by individual
clinician. All EBTs included ongoing costs, such as certifi-
cation, licensing, supplies, and scales or measures required
by the developer. These ongoing costs ranged from $100 for
Incredible Years to $6,000 for MST (94, 98).

Hidden Costs

In addition to the costs of staff training, hidden costs are
important for states to consider in advance of implementa-
tion. The fiscal analysis tool (online supplement) accounts for
these additional costs, including costs of supplies and mate-
rials, lost revenue for nonbillable time, and requirements for
certified trainers. Lost revenue is often ignored in cost pro-
jections and includes staff time invested in training, case
preparation, additional supervision, and clinical intervention
preparation. When we applied this tool to three of the EBTs
(Triple P, CPP, IPT-A) and excluded staff salaries, the ad-
ditional costs ranged from $3,000 to $16,000 per staff
member trained. When staff salaries were included in the
cost projections, the range increased to $5,000-$24,000 per
staff member trained.

DISCUSSION

For at least two decades, state mental health authorities
have focused on improving the quality of their community-
based services for children and youths by trying to offer
treatments that have been found to improve outcomes on
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the basis of efficacy or effectiveness studies. Communities’
and states’ interest in improving their programs by attend-
ing to research data has led research funders such as NTH
and treatment developers to prioritize studies that focus
on questions of implementation feasibility, processes, and
outcomes. Developers and funding institutes have supported
dozens of studies about implementation effectiveness for
therapies addressing a wide range of mental health issues,
including conduct disorders, anxiety, depression, and family
issues (1, 2, 99, 100).

Implementation Feasibility for Statewide Scaling

We found that implementation studies had been conducted
for all 12 EBTs. The focus of the implementation studies
varied, with all emphasizing acceptability and facilitators or
barriers and three explicitly focusing on fidelity (DBT-A,
MDFT, and IPT-A). Importantly, only three—TF-CBT, MST,
and PCIT—had been examined in a statewide scaling study, a
limiting factor in our analysis because extrapolating findings
from implementation within an agency or county to a state is
a large leap. Furthermore, although some of the EBTs had
been examined for their fidelity, this variable was measured
only within certain settings, and fidelity within one setting
does not necessarily generalize to other settings. Neverthe-
less, the fact that each one of these therapies had at least one
implementation study to document its potential for practical
installation outside an academic or laboratory setting is en-
couraging and reflects the investments that NIH has made in
dissemination and implementation science over the past two
decades.

Intervention Targets and Settings

One significant limitation to data on EBT implementation is
that a majority of these treatments have been tested for
delivery in clinics only, rather than in other community-
based settings. This limitation is significant because many
young people now access mental health or crisis services in
settings other than clinics, such as schools and online via
virtual modalities, including text or chat (101). An exception
is IPT-AST, which was developed specifically for school
delivery. Half of the EBTs had been adapted for remote
telehealth delivery (PCIT, TF-CBT, Triple P, Incredible
Years, DBT-C and DBT-A, FET). Interest in receiving ser-
vices virtually increased after the onset of the COVID-19
pandemic, and the telehealth sector is expected to become a
major site of therapy delivery. Before 2020, less than 1% of
Medicare services (including behavioral health) were de-
livered via telehealth, whereas 17% of claims comprised
remote service delivery in July 2021 (102). As virtual de-
livery continues to expand, it will be important for research
on implementation effectiveness to examine access, bar-
riers, and modalities for remote care delivery.

Racial-Ethnic and Gender Diversity
We found that half of the 12 EBTs were first examined in
trials in the 1970s, 1980s, and 1990s with racially homogeneous
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samples of White children and families. The focus of NIMH
priorities during those decades was on clinical efficacy and
effectiveness. Beginning in the early 2000s, the primary
focus shifted to neuroimaging, genomics, and more basic
scientific priorities (103), with less emphasis on preventive
and treatment services. However, despite this shift in em-
phasis, it is notable that 11 of the EBTSs included in this
review have now published data reflecting racial-ethnic
diversity. This benchmark reflects the deliberate invest-
ments of research funders. However, two caveats must be
noted. First, efficacy findings for two of the 12 EBTs (DBT-
C and PCIT) were still based on majority-White samples.
Second, none of the studies that included racially diverse
samples had enough power to detect differential outcomes
through subgroup analyses. Treatment studies typically
test main effects only and lack power for examining sub-
groups (66). Moving forward, studies with sufficient power
for subgroup analyses will be needed to provide clearer
evidence for policy makers when assessing the clinical utility
of EBTs for their populations.

Of note, only half of the 12 EBTs included Asian Ameri-
can samples. Asian Americans have been historically un-
derrepresented in U.S. mental health research, although
they represent the fastest growing racial-ethnic group in
the United States (104).

Licensing and Certification

Implementation sustainability is partially dependent on
the availability of training, certification, or licensing entities
that can ensure fidelity to the model. All of the EBTs had
created a training, certification, or licensing entity to over-
see the scaling of the program. This trend is now common;
treatment developers who have conducted the efficacy, ef-
fectiveness, or implementation studies create a separate
entity, often a small business, to manage requests for training
and the requirements for delivery, with the goal of ensuring
fidelity to the program. These entities can create supports for
ongoing consultation and make the program more appealing.
In New York State, where over 600 clinicians have been
trained in MAP managed by PracticeWise, we found that the
best predictor of long-term and sustained use of an EBT was
its appeal, as measured by the Evidence-Based Practice At-
titude Scale (105). It is not a coincidence that the most widely
adopted EBTs have all moved in this direction. The role of
implementation organizations in scaling was the focus of a
recent analysis by Crane et al. (106), who proposed research
questions to guide scaling, including considerations of the
levels of fidelity needed to maintain efficacy, strategies to
optimize training outcomes, and examination of business
models to enable organizations to scale EBTs.

Hidden Costs

A serious gap in knowledge related to implementation fea-
sibility exists with respect to the costs of scaling EBTs to the
state level. Data from EBT websites about costs failed to
provide sufficient detail to enable state or agency leadership
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to ascertain the real costs of implementation. The fiscal
analysis tool (online supplement) was used to calculate
costs for three of the 12 therapies. The costs for the three
models ranged from $3,000 to $16,000 per staff member
trained when excluding staff salaries and from $5,000 to
$24,000 per staff member trained when including staff
salaries. A comprehensive understanding of the costs as-
sociated with implementation is not conveyed on EBT
websites and can be ascertained only through intensive
discussions with treatment developers and, even more
importantly, implementers with direct experience with a
particular EBT. Hidden costs can include expenses related
to a requirement to use only certified trainers, the costs of
required supplies and materials, and lost revenue for non-
billable time. The latter variable typically includes staff time
invested in training, case preparation, additional supervi-
sion, and clinical intervention preparation. The final fiscal
model assumed that 60% of the time staff members spent
in specific training would have otherwise been billable.
Therefore, this lost revenue was built into the model.

An additional limitation of the fiscal projections for these
EBTs was that none considered the value of the therapy
from the framework of a value-based model. Value-based
payment (VBP) is a major trend in health care, including
behavioral health. VBP emphasizes payment based on pre-
determined definitions of value, as opposed to the actual fee
that a health care system pays, which does not take into
account overall value to patients, families, or payers. EBTs
could play an important role in implementing VBP models
if EBTs were determined to bring value to the patient or
family and to the payer. In the VBP environment, that value
is determined by factors that include treatment quality, in-
dividual satisfaction with care provided, outcomes, and
return on investment. For EBTs to be considered part of any
VBP model, they need to demonstrate not only the intended
outcomes of each intervention but also the financial benefit
conferred to the patient or family and the payer.

Lack of Attention to Electronic Health Record
Integration

When EBTs are scaled, they need to be integrated into an
ongoing workflow within an organization. Therefore, when
considering EBT implementation, institutions need to take
into account the impact of implementation on providers’
workflows. In recent years, particularly in community-based
agencies and hospital settings, the use of electronic health
records (EHRs) has been a requirement. Each activity or
session must be logged in the EHR, and goals are tied to
treatment plans. Any additional burden placed on practi-
tioners implementing an EBT reduces the likelihood of
sustainable implementation, and one of the most important
factors in that workflow is the use of an EHR. Unfortunately,
the importance of EHRs has not yet been factored into the
development of EBTs, most likely because EHRs were less
frequently used in the initial trials to document efficacy and
because data were collected only for research purposes.
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This integration should become a focus of future imple-
mentation studies.

CONCLUSIONS

Many states are trying to retrain their workforces to deliver
evidence-based services to the populations they serve, in-
cluding children, youths, and families. Although the evi-
dence base supporting the efficacy and effectiveness of
many psychotherapies is well established, notable gaps in
implementation readiness for statewide scaling remain.
States operate within a public health framework; thus, the
evidence needed for scaling across populations, settings,
and providers requires breadth and depth. The gaps noted
in our review emphasize the importance of ensuring fidelity
across a range of different settings; demonstrating effec-
tiveness for different racial, ethnic, and gender minority
populations; and identifying hidden costs to enable realistic
planning for statewide scaling. Although research funders
have made important progress in addressing basic questions
of implementation feasibility and in encouraging studies to
recruit more racially and ethnically diverse samples, sig-
nificant gaps remain that make it difficult for states to scale
EBTs broadly. These gaps, in turn, will likely limit the public
health benefits that might otherwise accrue to the pop-
ulations that states serve. Research-funding agencies should
prioritize studies that expand knowledge about practical
and realistic ways to scale effective therapies so that they
are more easily accessible to and effective for all children
and families.
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