October 6, 2008

William Barton, Ph.D.

Editor, Advances in Social Work

School of Social Work

Indiana University

Dear Dr. Barton,

We were pleased with the decision to accept our manuscript, “Longitudinal evaluation of outcomes for youth with serious emotional disturbance during two years of Children’s Psychosocial Rehabilitation.” The reviewer’s comments were constructive. We believe the manuscript is stronger because of their feedback and the accompanying revisions. 
Below you will find an itemized list in which we number each issue raised by Reviewer B and describe how we addressed the matter through revisions in the manuscript. As you noted in your email, we were unable to access Reviewer A’s comments. However, we did add the keywords Reviewer A suggested. Reviewer A also recommended discussing the literature on CPSR outside the State of Idaho; our literature review turned up no studies assessing CPSR in Idaho or in any other states. Finally, Reviewer A wondered about plans to follow-up on recommendations. We added a sentence on pg. 12 that addresses plans to follow-up on research recommendations.  
Thank you for your consideration in this matter; please do not hesitate to contact me with any questions or concerns.

Sincerely,

Nathaniel Williams, MSW, LCSW

Psychosocial Rehabilitation Program Director

CenterPointe Behavioral and Mental Healthcare, Inc.

915 Park Centre Way, Suite 7 

Nampa, ID 83686

208-442-7791 (voice)

208-442-7792 (fax)

natewilly@hotmail.com
Itemized list of Reviewer B’s comments and revisions:
1. Describes study strengths; no revisions needed.
2. The explanation of the comparison between the first 12 and last 8 observation points was unclear. We addressed this issue by presenting a clear and specific rationale for the comparison in both the introduction section (4 sentences; p. 4, 1st full paragraph) and the Method section, underneath the Design subheading (2 sentences; p 4-5). 
3. Our use of a retrospective longitudinal design was not clear early in the manuscript, leading to confusion for readers; also, the use of a retrospective design raised limitations that needed to be addressed. We addressed this issue by moving the Design subsection to the top of the Method section (p. 4) and by explicitly stating therein that this was a retrospective longitudinal study. We also clarified that the design was retrospective in the first paragraph of the paper (p. 3, paragraph 1). In regards to the limitations of a retrospective design, we addressed this issue in the limitations section (p. 12, 3rd full paragraph), describing how we were unable to examine important covariates and, recommending that a planned, prospective longitudinal studies be undertaken to address those issues. 

4. There was not enough detail about the outcome measure, the CAFAS. To address this, we beefed up the Measures subheading in the Method section (p. 7). We added information about the CAFAS subscales/ dimensions, how the CAFAS is scored, the range of possible scores and what they mean, a definition of “clinical” scores, who scored the CAFAS, when, and what period the ratings reflected. 
5. There were some clarifying questions about CPSR that needed to be addressed. 
a. There was a question as to whether the Specialists coordinate services with other community providers. We clarified this issue (p. 6, 4th full paragraph) by describing the purposes and functions of collateral contacts and how Specialists use them to coordinate interventions with others. There was a question as to whether CPSR involves a team approach to treatment delivery. We clarified this in the same paragraph by describing how the Specialist works with other providers and how the skills-training portion of CPSR is one-on-one with the child. 
b. There was a question about state-level regulations that govern CPSR and state oversight of CPSR programs. We added two paragraphs to address this issue, p. 5-6, under the Children’s Psychosocial Rehabilitation subheading. The paragraphs describe the state regulations and bodies that govern CPSR, how service authorization decisions are made, and how the state monitors the quality of programs. We provided examples of what the regulations look like in terms of their scope. 
c. There was a question of how the state monitors the quality of CPSR programs. We addressed this in the paragraphs described in point 5.b.

d. There was a question about whether the training protocol for workers was specific to our clinic or was a statewide training program. We answered this question on pg. 6, 1st paragraph, by stating explicating that the “following program description” applies only to our program.
e. There was a question about whether all CPSR Specialists were trained to rate the CAFAS. This reflected some confusion about the ratings of the CAFAS, because, in fact, CPSR Specialists did not rate CAFASs at all, they simply provided information to the clinicians who rated the CAFASs, based on the parent, child, and Specialists’ reports. We therefore clarified the issue of how the CAFASs were rated (p. 7, 5th full paragraph) and stated clearly who rated them and when, based on whose report. 

6. The reviewer indicated that we needed to note our inflated Type I error rate (due to multiple t tests) in Table 1. We added this in the Table’s Note (p. 8-9). The reviewer also noted that the mean scores for 16, 20, and 24 months did not appear accurate. The reviewer was apt in his or her observation; the scores did not appear accurate because the mean differences were based on different n’s due to missing data points. We considered several options to address this concern and decided that the best solution was to limit all the analyses in the Table to children who had data at all observation points. This resulted in the loss of two subjects, so that n = 47 instead of 49, but by dropping those two points we were able to have the arithmetic add up and the significance values did not change meaningfully for the tests; this also required re-calculation of the effect sizes (Cohen’s d), which we revised. We noted the reduced n (47) in the Table’s note (p. 9).  
7. The reviewer noted that family and organizational/ agency characteristics might be important covariates for the analyses. We were unable to address family variables due to a lack of information in participant’s medical charts; however, we noted this as a limitation and recommended that future studies address this issue (pg. 12, 3rd full paragraph). We also added to the limitations section, a discussion of the need to control for organizational/ agency variables in future analyses (pg. 12, 3rd full paragraph).
8. There was a concern that our assertions were too generalized due to our statement that we provided guidelines about the “change/ improvement rate” in client outcomes. We addressed this concern in two ways. First, throughout the paper we emphasized that our findings apply only to our CPSR program (pg. 6, 1st paragraph; pg. 10 first paragraph in the Discussion section; pg. 12, 1st full paragraph and 3rd full paragraph). Second, we revised the paragraph that discussed how our results could be used as a comparative baseline for other programs (pg. 12, 1st paragraph), stressing that our findings might identify programs that are performing sub-par or par excellence (in comparison to our results) and how research might proceed if such is the case. We emphasized in the paragraph that our findings do not describe the change trajectories of children at other clinics and that organizational factors probably play heavily in determining children’s outcomes.  
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