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PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

 

TITLE (PROVISIONAL) Comparative efficacy and acceptability of psychosocial treatments 

for disruptive behaviour disorders in children and adolescents: 

study protocol for a systematic review and network meta-analysis 

AUTHORS Zhang, Lin; Ren, Zhihong; Ma, Xueyao; Hazer-Rau, Dilana; Jiang, 
Guangrong; Zhao, Chunxiao; Zhao, Ziyi; Liu, Qianzi; Yuan, 
Fenghui 

 

 

VERSION 1 – REVIEW 

 

REVIEWER Tamara Pringsheim 
University of Calgary, Canada 

REVIEW RETURNED 22-Nov-2020 

 

GENERAL COMMENTS This is a very well written protocol for a systematic review and 
meta-analysis. All the appropriate contents are included. I have 
just a few minor comments. 
 
1. The authors use the term "conduct disorder problems". This is 
not a commonly used term. It should be either conduct problems 
or disruptive behaviour disorders. 
 
2. Page 3 line 42 - I think the authors mean Disruptive Behaviour 
Disorders. 
 
3. Page 4 line 6 - bad health conditions - this is vague - I think the 
authors may mean poor physical health   

 

REVIEWER Xie, Peng 
The First Affiliated Hospital of Chongqing Medical University, 
Department of Neurology 

REVIEW RETURNED 25-Dec-2020 

 

GENERAL COMMENTS This protocol aimed to address an important clinical issue –a 
network meta-analysis to examine the efficacy and acceptability of 
psychosocial treatments for conduct disorder problems in children 
and adolescents. Generally the protocol is comprehensive and 
professional, but there are several issues before publication. 
 

Major comments： 

 
1. This protocol is well designed, however, the present paper are 
too much similar with the published protocol before (Zhang Y, 
Zhou X, Yang L, et al. Comparative efficacy and acceptability of 
psychotherapies for post-traumatic stress disorder in children and 
adolescents: study protocol for a systematic review and network 
meta-analysis. BMJ Open. 2018;8(3):e020198. Published 2018 

http://bmjopen.bmj.com/site/about/resources/checklist.pdf
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Mar 12. doi:10.1136/bmjopen-2017-020198), I am worried about 
the paper repetition rates. 
2. For the search strategy, I think “pharmacolo*” should not be 
adding with “NOT TS=(pharmacolo*)”, mainly because some trials 
may have multiple arms such as pharmacotherapy vs 
psychosocial treatments vs placebo or other control conditions. 
This may lead to the exclusion of some eligible studies. 
3. In the 2nd paragraph of data analysis, the term of “SDs, SEs, 
and CIs.” should be written with the full name. 

 

REVIEWER Brendan Andrade 
Centre for Addiction and Mental Health, University of Toronto, 
Canada 

REVIEW RETURNED 29-Dec-2020 

 

GENERAL COMMENTS The authors goal to conduct a network meta-analysis on 
psychosocial treatments for youth with conduct problems is 
important. These disorders have tremendous negative impact on 
youth, their families and communities. A number of treatments 
exist and knowledge of the relative effectiveness of treatments is 
needed. This was a well written piece with important detail 
included. I commend the authors for taking this on. 
 
I have a number of questions that may need to be considered. 
These are detailed below: 
 
1) The authors have characterized the sample as those youth with 
conduct disorder problems. However, this is a very heterogeneous 
group that encompasses those with Conduct Disorder, 
Oppositional Defiant Disorder and those with aggression/behavior 
problems at the elevated clinical level. Further, these may come 
from a justice involved, community or hospital based populations. 
Might there be a challenge with regards to specificity of problem, 
interventions and potential outcomes? 
 
2) How is ‘effective’ characterized in the introduction (i.e., is this 
significant reduction in symptoms, clinical thresholds or increase in 
an adaptive behaviour)? This should be clarified 
 
3) I wonder about how the authors have considered the important 
impact of the location of the intervention (e.g., university, 
community), agency resources, and other contextual factors on 
treatment outcomes (especially dropout)? For example, parent and 
family factors, SES and other known barriers to treatment may 
greatly influence outcomes. These are not included. 
 
4) The authors discuss treatment type; however, CBT includes BT 
etc. These treatments aren’t obviously delineated. Also, CBT 
treatments vary greatly and often are multicomponent. This is quite 
different from medications that are standard. CBT programs vary 
greatly in modules, content etc. Further, treatments may be 
embedded in what the authors call ‘delivery conditions’? How will 
the authors deal with these challenges in their analysis? 
 
5) The authors describe treatment dropout as acceptability. I 
wonder if this is broader than just acceptability with regards to 
barriers to treatment for families and parent readiness to engage in 
treatment (for them and their children). These factors were not 
considered. 
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6) The network meta-analysis appears to rely on head-to-head 
trials of interventions. Not sure there will be enough studies to 
adequately compute this? 
 
7) How will treatment fidelity and 'dosage' of treatment be 
managed? For example, completing 10 sessions in a 15 session 
program may be different than 10 sessions in a 30 session 
program? 
 
8) As mentioned above a challenge is that there are so many 
differences between treatments within categories. How will this be 
managed in the analysis and how will this impact the 
generalizability and impact of potential findings. For example, if 
CBT is determined to be relatively the most effective treatment, 
how will a practitioner know which CBT program, which dosage, 
which level of pre-treatment severity etc? As such, the impact of 
the potential findings is unclear. 
 
9) The authors exclude RCT with less than 10? How was this 
number determined? 
 
10) With regards to impact, the authors don’t explicitly include how 
child development is considered. Treatments vary considerably 
across the developmental spectrum. Parenting components, 
treatment modules, content etc. This important consideration 
should be more clearly described. 
 
11) How is baseline level of problem considered given that these 
samples may vary in overall severity pre-treatment and 
comorbities (even subthreshold)? 
 
12) No justification is provided as to secondary outcomes. 
 
13) Outcomes will be reported by self, parent or teacher. Can 
these be reliably compared given literature describing informant 
discrepancy? What about fathers vs mothers or type of teacher? 
Age of reporter (i.e., validity of young children’s report?) 
 
14) Inclusion criteria and search primarily based on disorder. What 
about aggression or other constructs that might be targets for 
intervention? How were these search terms determined? 
 
15) With regards to impact, given these psychosocial treatments 
are all quite similar in effect, how will findings from this network 
meta analysis lead to benefit for clinicians? How can this 
information be personalized to the youth, setting or other factors? 
Thanks for the opportunity to provide this review. 

 

 

VERSION 1 – AUTHOR RESPONSE 

 

 

Response to reviewer 1 (Dr. Tamara Pringsheim) 

Reviewer: 1 

Dr. Tamara Pringsheim, Univ Calgary 
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Comments to the Author: 

This is a very well written protocol for a systematic review and meta-analysis. All the appropriate 

contents are included. I have just a few minor comments. 

Response: We sincerely thank Reviewer 1, Dr. Tamara Pringsheim, for the insightful comments and 

endorsements of our manuscript. The responses are highlighted in “blue”, and the changes in the 

revised manuscript are highlighted in “purple” for your convenience. 

1. The authors use the term "conduct disorder problems". This is not a commonly used term. It should 

be either conduct problems or disruptive behaviour disorders. 

Response: We sincerely thank the reviewer for the constructive comment. Following the comment of 

the reviewer, we have changed “conduct disorder problems” to “disruptive behaviour disorders” 

throughout the manuscript. 

2. Page 3 line 42 - I think the authors mean Disruptive Behaviour Disorders. 

Response: We deeply thank the reviewer for the constructive comment and apologize for the 

inaccurate expression. Following the comment of the reviewer, we have changed it to “disruptive 

behaviour disorders”. 

3. Page 4 line 6 - bad health conditions - this is vague - I think the authors may mean poor physical 

health 

Response: We sincerely thank the reviewer for the constructive comment and apologize for the 

inaccurate expression. Following the comment of the reviewer, we have changed it to “poor physical 

health”. 

 

 

Response to reviewer 2 (Prof. Peng Xie) 

Reviewer: 2 

Prof. Peng Xie, The First Affiliated Hospital of Chongqing Medical University, Chongqing Medical 

University 

Comments to the Author: 

This protocol aimed to address an important clinical issue –a network meta-analysis to examine the 

efficacy and acceptability of psychosocial treatments for conduct disorder problems in children and 

adolescents. Generally the protocol is comprehensive and professional, but there are several issues 

before publication. 
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Response: We deeply thank Reviewer 2, Prof. Peng Xie, for the expertise, time and effort in 

reviewing our manuscript. The encouraging and valuable comments and suggestions helped us 

significantly improve the quality of the manuscript. The responses are highlighted in “blue”, and the 

changes in the revised manuscript are highlighted in “purple” for your convenience. 

Major comments： 

1. This protocol is well designed, however, the present paper are too much similar with the published 

protocol before (Zhang Y, Zhou X, Yang L, et al. Comparative efficacy and acceptability of 

psychotherapies for post-traumatic stress disorder in children and adolescents: study protocol for a 

systematic review and network meta-analysis. BMJ Open. 2018;8(3):e020198. Published 2018 Mar 

12. doi:10.1136/bmjopen-2017-020198), I am worried about the paper repetition rates. 

Response: We sincerely thank the reviewer for the constructive comments. We are really standing on 

the shoulders of giants and have learned a lot from previous protocols and papers1-4. Following the 

comment of the reviewer, we have revised our manuscript carefully, then checked paper repetition 

rates. The repetition rate with Zhang et al.’s protocol is 1% (57 words) now. 

2. For the search strategy, I think “pharmacolo*” should not be adding with “NOT TS=(pharmacolo*)”, 

mainly because some trials may have multiple arms such as pharmacotherapy vs psychosocial 

treatments vs placebo or other control conditions. This may lead to the exclusion of some eligible 

studies. 

Response: We deeply thank the reviewer for the valuable comments. Following the comment of the 

reviewer, we have deleted “NOT TS=(pharmacolo*)” from the search terms. 

3. In the 2nd paragraph of data analysis, the term of “SDs, SEs, and CIs.” should be written with the 

full name. 

Response: We sincerely thank the reviewer for the valuable comments. Following the comment of 

the reviewer, we have written the term of “SDs, SEs, and CIs” with the full name “standard deviations 

(SDs), standard errors (SEs), and confidence intervals (CIs)”. 

 

 

Response to reviewer 3 (Dr. Brendan Andrade) 

Reviewer: 3 

Dr. Brendan Andrade, University of Toronto Department of Psychiatry 

Comments to the Author: 

The authors goal to conduct a network meta-analysis on psychosocial treatments for youth with 

conduct problems is important. These disorders have tremendous negative impact on youth, their 

families and communities. A number of treatments exist and knowledge of the relative effectiveness of 
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treatments is needed. This was a well written piece with important detail included. I commend the 

authors for taking this on. 

Response: We deeply thank Reviewer 3, Dr. Brendan Andrade, for the expertise, time and effort in 

reviewing our manuscript. The constructive and intelligent comments and suggestions help us 

tremendously improve the quality of our manuscript. We sincerely appreciate it. The responses are 

highlighted in “blue”, and the changes in the revised manuscript are highlighted in “purple” for your 

convenience. 

I have a number of questions that may need to be considered. These are detailed below: 

1) The authors have characterized the sample as those youth with conduct disorder problems. 

However, this is a very heterogeneous group that encompasses those with Conduct Disorder, 

Oppositional Defiant Disorder and those with aggression/behavior problems at the elevated clinical 

level. Further, these may come from a justice involved, community or hospital based populations. 

Might there be a challenge with regards to specificity of problem, interventions and potential 

outcomes? 

Response: We sincerely thank the reviewer for the comments and the understanding of the 

challenge. The comments promote us to think about the potential issue of heterogeneity of the sample 

in depth. 

Considering this potential issue, we have revised the manuscript according to the comments of the 

reviewer. Specifically, first, we have refined the included criteria of the sample and focused on 

participants with Disruptive Behavior Disorders (Disruptive Behavior Disorders include Conduct 

Disorder, Oppositional Defiant Disorder) in order to avoid clinical heterogeneity. “Children and 

adolescents with DBDs, who were no more than 18 years old when they initially enrolled in studies, 

will be included. We will identify DBDs by either a formal diagnosis of DBDs on the basis of the 

Diagnostic and Statistical Manual (DSM) or the International Classification of Diseases (ICD), or a 

standardized rating scale on DBDs.” Although some researchers may also consider the sample 

(youths with DBDs, which include CD and ODD) as a heterogeneous group, a majority of researchers 

believe that ODD is just a milder version of CD56. Second, we will conduct a heterogeneity test. If 

important heterogeneity is detected, subgroup analysis for participants from different settings (justice, 

community, or hospital) and participants with different diagnoses/problems (formal diagnosis of ODD, 

formal diagnosis of CD, or scale-assessed DBDs) will be used to examine whether these variables 

can explain the variance. “If there are sufficient data in each subgroup, we will conduct a subgroup 

analysis to examine how treatment efficacy varies across different subgroups:…(6) diagnosis (formal 

diagnosis of ODD, formal diagnosis of CD or scale-assessed DBDs)…” 

We choose the sample based on the consideration of a trade-off between clinical practice and 

research (categorical and dimensional classification). We considered characterizing the sample as 

those youth with externalizing or disinhibition problems according to National Institute of Mental 
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Health Research Domain Criteria (RDoC). This dimensional classification was developed for research 

purposes and is beneficial to solve the issue regarding the excessive rates of “comorbid” disorders 

and excessive within-disorder heterogeneity. However, considering the clinical practice and 

developmental issues, it is difficult for practitioners to make decisions about whether this person 

needs treatment or for what they should be treated when using the dimensional classification7. 

Therefore, we decide to characterize the sample as youth with DBDs. Trials in which participants 

have formally diagnosed or scale-assessed DBDs will be included.  

Previous (network) meta-analyses could support the included criteria for the present sample. For 

example, the sample of Zhou et al.'s network meta-analyses8 includes participants with generalized 

anxiety disorder, social anxiety disorder, specific phobia, panic disorder, agoraphobia, separation 

anxiety disorder, and selective mutism. In Mavranezouli et al.’s network meta-analysis, participants 

were identified by either standardized diagnostic criteria or validated scales, which is the same as we 

will conduct 9. In the meta-analysis of NICE-SCIE guidelines10 and Zhou et al’s network meta-analysis 

8, researchers also include participants from different settings as we will conduct. 

2) How is ‘effective’ characterized in the introduction (i.e., is this significant reduction in symptoms, 

clinical thresholds or increase in an adaptive behaviour)? This should be clarified 

Response: We deeply thank the reviewer for the comment. We have clarified the meaning of 

“effective” in the introduction of the revised manuscript following the comment of the reviewer. 

Specifically, the sentence “On the contrary, an effective treatment could save 128 disability-adjusted 

life years (DALY) per 100,000 boys and 90 DALY per 100,000 girls in the United States.” has been 

revised to “On the contrary, an effective treatment could increase adaptive behaviors, improve social 

functioning and further save 128 disability-adjusted life years (DALY) per 100,000 boys and 90 DALY 

per 100,000 girls in the United States.” 

The sentence “Some treatments are not easily accepted by participants due to high demands, long 

durations, stigmatization, etc., even though they can be effective for children and adolescents with 

CDPs.” has been revised to “Some treatments are not easily accepted by participants due to high 

demands, long durations, stigmatization, etc., even though they can significantly reduce the 

symptoms of DBDs.” 

3) I wonder about how the authors have considered the important impact of the location of the 

intervention (e.g., university, community), agency resources, and other contextual factors on 

treatment outcomes (especially dropout)? For example, parent and family factors, SES and other 

known barriers to treatment may greatly influence outcomes. These are not included. 

Response: We sincerely thank the reviewer for the question and comments, which give us deep 

insight into contextual factors on treatment outcomes.  



8 
 

Considering the impact of the location of the intervention on treatment outcomes, previous studies 

showed inconsistent findings. Some previous studies found that interventions conducted in the 

community had larger treatment effects (i.e. greater decline in symptoms) than those conducted in 

institutions11. Other studies found that interventions conducted in a clinic significantly reduced the 

symptoms and lower dropout than those conducted in the community12. However, the finding of a 

meta-analysis showed that the location of the intervention did not influence the effectiveness of 

treatment or dropout13.  

It is reasonable to assume that the agency resources may impact the treatment outcomes. Previous 

studies found that the availability of agency resources (e.g., co-located parenting program with 

primary care pediatricians vs. enhanced referral practices) increased the rate of attended 

appointment14. In addition, treatment effect size and dropout of interventions in low- and middle-

income countries may be different from those in high-income countries15. 

Regarding the impact of SES, researchers hold different opinions. A meta-analysis on parent training 

effectiveness for disruptive child behavior has summarized that disadvantaged families benefited less 

from parent training at follow-up. They also benefited less from parent training at post-treatment, but 

only when they had low levels of initial problem severity16. However, a recent review summarized that 

SES was examined by a majority of previous studies, but few studies found that SES could 

significantly predict treatment outcomes17.  

Considering the impact of parent and family factors, maternal mental health, parent-child relationship, 

parenting skills, and parent readiness for treatment were found to associate with treatment outcomes 

(symptoms decrease and dropout) in most previous studies17-19. 

Therefore, following the comments of the reviewer, we have added the following contextual factors 

into subgroup analysis or meta-regression: (1) location of the intervention (clinic, school, or 

community), (2) socioeconomic status, (3) country, (4) maternal mental health, (5) parent-child 

relationship, (6) parenting skills, and (7) parent readiness for treatment. “If there are sufficient data in 

each subgroup, we will conduct a subgroup analysis to examine how treatment efficacy varies across 

different subgroups: (1) study setting (clinic, school or community), (2) age group (3-10 years, 11-14 

years or 15-17 years), The age group is divided according to NICE-guidelines, in which parenting 

training programmes were recommended for 3-11 years, cognitive behavioural approaches were 

recommended for 9-14 years, and multimodal programmes were recommended for 11-17 years. (3) 

socioeconomic status, (4) outcome rater (composite, mother, father, teacher, child or observer) (5) 

age of onset of DBDs symptoms (3-10 years or 11-17 years) (6) diagnosis (formal diagnosis of ODD, 

formal diagnosis of CD or scale-assessed DBDs) and (7) country. Besides, we will conduct network 

meta-regression meta-analyses of data on the outcome of efficacy at post-treatment to evaluate the 

influence of the following potential moderators: (1) number of sessions, and (2) length of treatment, 

(3) fidelity (ie., the average implementing sessions divided by the total sessions of the program), (4) 

baseline severity (SDQ, ASEBA, ECBI or RBPC score at baseline ) (5) maternal mental health, (6) 

parent-child relationship, (7) parenting skills, and (8) parent readiness for treatment.” 
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4) The authors discuss treatment type; however, CBT includes BT etc. These treatments aren’t 

obviously delineated. Also, CBT treatments vary greatly and often are multicomponent. This is quite 

different from medications that are standard. CBT programs vary greatly in modules, content etc. 

Further, treatments may be embedded in what the authors call ‘delivery conditions’? How will the 

authors deal with these challenges in their analysis? 

Response: We deeply thank the reviewer for the comments and questions, which help us improve 

the quality of the manuscript. 

How to refine CBT is always a challenge in network meta-analysis (NMA). We have searched all 

published network meta-analyses regarding psychological/psychosocial interventions. With all 

respect, we would mention that the existing network meta-analyses on the effectiveness and 

acceptability of psychological/psychosocial treatments have not found a perfect approach to discuss 

different modules, contents, and delivery formats of CBT at the same time. There are three main 

approaches to deal with the grouping issue of CBT in the existing network meta-analyses. The first 

approach is to put all CBT with different modules, contents and delivery formats into one node, such 

as studies of Chatterton et al.20, De Crescenzo et al.21, Mavranezouli et al.22 and Zhou et al.3 The 

second approach is to separate CBT according to delivery format and medium (individual, group, 

face-to-face, self-guided or guided Internet), such as studies of Slade et al.23 and Zhou et al.4 The 

third approach (i.e., component NMA) is to separate CBT according to the combinations of 

components (e.g., interoceptive exposure plus cognitive restructuring, cognitive restructuring plus 

breathing retraining, interoceptive exposure plus cognitive restructuring plus breathing retraining), 

such as the study of Pompoli et al.24 It is worth mentioning that, the third approach was used only in 

component NMA for CBT24, that is, this approach was used when researchers intended to examine 

whether specific components of CBT or their combinations are superior to others in the treatment. 

Following the comments of the reviewer, we have revised our manuscript as follows. First, with all 

respect, we would clarify that BT has been divided from CBT as a separated node in the present 

network meta-analysis. The main distinction between BT and CBT is the inclusion of cognitive 

restructuring in the latter. Second, according to NICE-guidelines, CBT for DBDs can be broadly 

divided into social skills training, anger coping/management training, or problem-solving skills-training, 

which will be analyzed as separate treatments in the network6. In addition, we have separated CBT 

according to the second approach in the revised manuscript. “Because CBT is the most common 

treatment type for DBDs, CBT with different treatment focuses (social skills training, anger 

coping/management training, or problem-solving skills-training) different delivery conditions (child-

focused, parent-focused, or both parent and child involved), delivery mediums (Internet-based or 

face-to-face) and delivery formats (group, individual or group plus individual) will be separated as 

independent nodes if data are available.” Last, we would conduct component CBT in future research 

and investigate whether specific components of CBT or their combinations are superior to others in 

the treatment of DBDs. “Last, it is an excessive challenge to determine how to separate psychosocial 

treatments as independent nodes because each psychosocial treatment is always multicomponent 
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and varies in module, content, etc. In further research, we could conduct component NMA for a 

specific psychosocial treatment (eg, CBT) to further investigate whether some components are 

superior to others in the DBDs treatment.” 

5) The authors describe treatment dropout as acceptability. I wonder if this is broader than just 

acceptability with regards to barriers to treatment for families and parent readiness to engage in 

treatment (for them and their children). These factors were not considered. 

Response: We sincerely thank the reviewer for the valuable comments. 

We totally agree with the reviewer that acceptability is one of the reasons for treatment dropout. As 

the reviewer described in “Parenting Skills and Parent Readiness for Treatment Are Associated With 

Child Disruptive Behavior and Parent Participation in Treatment”, other factors, including logistical 

factors (e.g., transportation and time) and parental factors (e.g., parental beliefs, skills, and mental 

illness), are important barriers to treatment for families and parent readiness to engage in treatment 

(for them and their children)25. With all respect, we would mention that “acceptability” in NMA seems 

like an established terminology, which is always quantified by all-cause dropouts, like Zhou et al.3-4, 

Pompoli et al.24 described in their researches. 

Moreover, following the comment of the reviewer, we have added parent and family factors into meta-

regression, like maternal mental health, parent-child relationship, parenting skills, and parent 

readiness for treatment if data are available. “Besides, we will conduct network meta-regression meta-

analyses of data on the outcome of efficacy at post-treatment to evaluate the influence of the 

following potential moderators:…(5) maternal mental health, (6) parent-child relationship, (7) 

parenting skills, and (8) parent readiness for treatment.” 

6) The network meta-analysis appears to rely on head-to-head trials of interventions. Not sure there 

will be enough studies to adequately compute this? 

Response: We sincerely thank the reviewer for the valuable comment. As of February 10, 2021, we 

have found 58 papers that meet the inclusion criteria. Among them, BT was used in five studies, CBT 

was used in 26 studies, psychodynamic therapy was used in two studies, psychoeducation was used 

in three studies, family therapy was used in nine studies, multisystemic therapy was used in eleven 

studies and play therapy was used in two studies. Compared with other published network meta-

analyses92022, we can believe that there are enough studies to adequately compute the present 

network meta-analysis. 

7) How will treatment fidelity and 'dosage' of treatment be managed? For example, completing 10 

sessions in a 15 session program may be different than 10 sessions in a 30 session program? 

Response: We sincerely thank the reviewer for the constructive comments. We have searched all 

published network meta-analyses regarding psychological/psychosocial interventions and found that 

treatment fidelity and dosage of treatment have not been managed in previous network meta-
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analyses. However, we agree with the reviewer that treatment fidelity and 'dosage' are important and 

should be managed. Therefore, in our revised manuscript, we have added fidelity (the average 

implementing sessions divided by the total sessions of the program) into the meta-regression, in order 

to manage the fidelity and 'dosage'. “Besides, we will conduct network meta-regression meta-

analyses of data on the outcome of efficacy at post-treatment to evaluate the influence of the 

following potential moderators:…(3) fidelity (ie., the average implementing sessions divided by the 

total sessions of the program)…” 

8) As mentioned above a challenge is that there are so many differences between treatments within 

categories. How will this be managed in the analysis and how will this impact the generalizability and 

impact of potential findings. For example, if CBT is determined to be relatively the most effective 

treatment, how will a practitioner know which CBT program, which dosage, which level of pre-

treatment severity etc? As such, the impact of the potential findings is unclear. 

Response: We sincerely thank the reviewer for the valuable comments. Following the comments, we 

have revised the manuscript as follows. 

First, we have refined the CBT in the revised manuscript. Specifically, CBT with different treatment 

focuses (social skills training, anger coping/management training, or problem-solving skills-training) 

different delivery conditions (child-focused, parent-focused, or both parent and child involved), 

delivery mediums (Internet-based or face-to-face) and delivery formats (group, individual or group 

plus individual) may be separated as independent nodes if data are available. “Because CBT is the 

most common treatment type for DBDs, CBT with different treatment focuses (social skills training, 

anger coping/management training, or problem-solving skills-training) different delivery conditions 

(child-focused, parent-focused, or both parent and child involved), delivery mediums (Internet-based 

or face-to-face) and delivery formats (group, individual or group plus individual) may be separated as 

independent nodes if data are available.” If CBT is determined to be relatively the most effective 

treatment, a practitioner can at least know which training, condition, medium, or format of CBT is 

superior to others for DBDs. Second, we have added the fidelity, number of sessions and length of 

treatment into meta-regression analyses, which may give practitioners some implications on the role 

of ‘dosage’ in treatment outcomes. “Besides, we will conduct network meta-regression meta-analyses 

of data on the outcome of efficacy at post-treatment to evaluate the influence of the following potential 

moderators: (1) number of sessions, and (2) length of treatment, (3) fidelity (ie., the average 

implementing sessions divided by the total sessions of the program), (4) baseline severity (SDQ, 

ASEBA, ECBI or RBPC score at baseline)…” Moreover, we have revised the efficacy measurement 

using change scores between baseline and endpoint instead of endpoint scores. We also added the 

baseline severity into meta-regression, which may give practitioners some implications on the role of 

‘pre-treatment severity’ in treatment outcomes. 

We have to admit that the present NMA is primarily focused on the hierarchy of the efficacy and 

acceptability of all psychosocial types (CBT, psychodynamic, art, family therapy, etc) for the DBDs 

treatment in children and adolescents. The most important implication of the potential findings is to 

javascript:;
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answer the question of which psychosocial type, when available, should be the initial choice for DBDs 

treatment in children and adolescents. If a practitioner wants to know the efficacy of a specific 

psychosocial treatment and the corresponding influence factors, a meta-analysis or a component 

network meta-analysis specific to the treatment is more appropriate for him. 

9) The authors exclude RCT with less than 10? How was this number determined? 

Response: We sincerely thank the reviewer for the questions. According to previous network meta-

analyses, researchers always excluded the trials in which the sample size is less than 10 per arm in 

order to keep an adequate power26, like Zhou et al.3-4, Mavranezouli et al.922 described in their NMA. 

“Moreover, according to many previous NMA, if the sample size is less than ten per arm, the trials will 

be excluded for ensuring the power.” 

10) With regards to impact, the authors don’t explicitly include how child development is considered. 

Treatments vary considerably across the developmental spectrum. Parenting components, treatment 

modules, content etc. This important consideration should be more clearly described. 

Response: We deeply thank the reviewer for the constructive comments.  

Following the comments of the reviewer, we have revised the manuscript as follows: First, according 

to NICE-guidelines, “…For children aged 3–11 years, parenting training programmes to improve the 

parenting skills of parents are recommended…For children aged 9– 14 years, cognitive behavioural 

approaches are the treatment of choice…and for adolescents aged 11–17 years, multimodal 

programmes (e.g. multisystemic therapy) are preferred…”, we will conduct a subgroup analysis for 

different age groups (3-10 years, 11-14 years or 15-17 years) into. “If there are sufficient data in each 

subgroup, we will conduct a subgroup analysis to examine how treatment efficacy varies across 

different subgroups:…(2) age group (3-10 years, 11-14 years and 15-17 years), The age group is 

divided according to NICE-guidelines, in which parenting training programmes were recommended for 

3-11 years, cognitive behavioural approaches were recommended for 9-14 years, and multimodal 

programmes were recommended for 11-17 years.” 

Second, previous studies have found outcomes and risk factors may be different between childhood-

onset subtype (onset before 11 years old) and adolescent-onset subtype 6-7. Therefore, if data are 

available, we will conduct a subgroup analysis for different onset ages of DBDs (3-10 years, 11-17 

years). “If there are sufficient data in each subgroup, we will conduct a subgroup analysis to examine 

how treatment efficacy varies across different subgroups:…(5) age of onset of DBDs symptoms (3-10 

years or 11-17 years)…” 

11) How is baseline level of problem considered given that these samples may vary in overall severity 

pre-treatment and comorbities (even subthreshold)? 

Response: We sincerely thank the reviewer for the constructive comments. Considering the overall 

severity of pre-treatment, we have revised the efficacy measurement using change scores between 
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baseline and endpoint instead of endpoint scores. In addition, we will conduct a meta-regression for 

baseline severity (SDQ, ASEBA, ECBI or RBPC score at baseline). 

Regarding comorbidities, we have excluded trials in which participants have a secondary diagnosis of 

comorbid psychiatric disorders (autism spectrum disorder, depressive disorder, anxiety disorder, etc.). 

Although trials in which participants have comorbidity with ADHD will not be excluded because of the 

high comorbidity rate between DBDs and ADHD, we will explore the sensitivity analyses by excluding 

studies in which participants comorbidity with ADHD have been included. Because DBDs are always 

accompanied by emotional problems, we will not exclude trials in which participants have emotional 

problems (do not meet diagnostic criteria for mood disorders, anxiety disorder, etc.). We will exclude 

trials in which participants are at risk (subthreshold) of other mental disorders (learning disorders, 

substance-related disorders, etc.). “Trials in which participants have a secondary diagnosis of 

comorbid psychiatric disorders (autism spectrum disorder, depressive disorder, anxiety disorder, etc.), 

or intellectual, or neurological, or physical disability will be excluded. We will also exclude trials in 

which participants are at risk of other mental disorders (learning disorder, substance-related 

disorders, etc). It is noteworthy that trials in which participants have comorbidity with ADHD or 

emotional problems (i.e., do not meet diagnostic criteria for mood disorders, anxiety disorder, etc.) will 

be included.” 

12) No justification is provided as to secondary outcomes. 

Response: We sincerely thank the reviewer for the constructive comments. Following the comment of 

the reviewer, we have added justification for secondary outcomes. “Besides the primary outcomes, 

we will also assess relative psychosocial treatment effects at follow-up for DBDs because we want to 

know whether the short-term effects of the psychosocial types are different from the long-term effects. 

Moreover, we will also compare the effectiveness of psychosocial treatments on the improvement of 

internalizing problems and social functioning. We focus on these questions because DBDs are always 

complied with internalizing problems and impairment of social functioning. It would be valuable to 

examine whether treatments that are effective in decreasing DBDs symptoms are equally effective in 

improving internalizing problems and social functioning.” 

13) Outcomes will be reported by self, parent or teacher. Can these be reliably compared given 

literature describing informant discrepancy? What about fathers vs mothers or type of teacher? Age of 

reporter (i.e., validity of young children’s report?) 

Response: We sincerely thank the reviewer for the constructive comments. Following the comments 

of the reviewer, we have revised our manuscript as follows.  

First, concerning the potential issue of the validity of young children’s reports, we will exclude trials in 

which outcomes are only reported by young children (younger than 11 years old). “Considering the 

validity of young children’s reports, we will exclude trials in which outcomes were only reported by 

children younger than 11 years old.” 

javascript:;
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Second, according to the recommendation of Bakker et al.13, it is better to integrate information from 

multiple informants. We will use the composite scores when more than one informants report the 

outcomes according to the NICE-guidelines6. “Besides, when multiple raters report a DBDs severity 

scale, we will calculate the composite score according to NICE-guidelines.” 

Moreover, we will record the rater and the outcomes, then conduct subgroup analyses for different 

outcome raters (composite, mother, father, teacher, child or observer). “If there are sufficient data in 

each subgroup, we will conduct a subgroup analysis to examine how treatment efficacy varies across 

different subgroups:…(4) outcome rater (composite, mother, father, teacher, child or observer)…” 

14) Inclusion criteria and search primarily based on disorder. What about aggression or other 

constructs that might be targets for intervention? How were these search terms determined? 

Response: We sincerely thank the reviewer for the constructive comments. Following the comment of 

the reviewer, we have added search terms of aggression and other constructs.  

“TS=("conduct problem*" OR "conduct disorder*" OR "oppositional behavior*" OR "oppositional 

behaviour*" OR "oppositional defiant disorder*" OR "externalizing behavior*" OR "externalizing 

behaviour*" OR "externalizing disorder*" OR "disruptive behavior disorder*" OR "disruptive behaviour 

disorder*" OR "disruptive behavior*" OR "disruptive behaviour*" OR agressi* OR antisocial* OR 

callous-unemotion* OR delinquen* OR devian* OR hostile OR hostility OR bully* OR bullie*) 

AND TS=(youth* OR child* OR adolescent* OR juvenile* OR boy* OR girl* OR parent* OR teenage*) 

AND TS=(intervention OR therapy OR treatment OR evaluation OR "randomized controlled trial" OR 

"controlled clinical trial" OR effectiveness OR efficacy OR "controlled trial" OR randomized OR trial) 

NOT TS=(animal*)” 

15) With regards to impact, given these psychosocial treatments are all quite similar in effect, how will 

findings from this network meta analysis lead to benefit for clinicians? How can this information be 

personalized to the youth, setting or other factors? 

Response: We sincerely thank the reviewer for the constructive comments, which promote us to think 

about the implication for clinicians in depth.  

The benefit will be led for clinicians as follows. 

First, the findings will help address the controversy about whether the psychosocial treatments are 

quite similar in effect for DBDs. Some researchers and clinicians have suggested that one 

psychosocial treatment is superior to the others for a specific age group and should be recommended 

to this group6, while others have claimed that all psychosocial treatments have similar effects for 

DBDs13.  
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Moreover, the results of subgroup analysis and meta-regression may also provide personalized 

information: whether the psychosocial treatments have similar efficacies across different subgroups 

(e.g. study settings, age groups, age of onset of DBDs symptoms). Which psychosocial treatment has 

the best efficacy for a specific subgroup? How the potential moderators impact the effects of 

psychosocial treatments? 

“The results will show a hierarchy of comparative efficacy with regard to symptoms of DBDs at post-

treatment and follow-up, as well as in terms of acceptability, improvement of internalizing problems, 

and improvement of social functioning. Moreover, the results of subgroup analysis and meta-

regression can help personalize the information to the youth, setting or other factors.” 

 

Again, we sincerely thank all three reviewers for their very valuable comments and suggestions, 

which were an immense contribution to improve the manuscript, and also for their appreciation of this 

protocol. 
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