
Implementing Parent-Teen Motivational Interviewing + Behavior 
Therapy for ADHD in Community Mental Health

Margaret H. Sibley, Ph.D.1,2,3,4, Paulo A Graziano, Ph.D.3,5, Leonard Bickman, Ph.D.5, 
Stefany J. Coxe, Ph.D.3,5, Pablo Martin, M.S.W.3, Lourdes M. Rodriguez, M.S.3, Niloofar 
Fallah, Ph.D.3, Mercedes Ortiz, B.A.3

1Department of Psychiatry & Behavioral Sciences, University of Washington School of Medicine, 
Seattle, WA

2Center for Child Health, Behavior, & Development, Seattle Children’s Hospital Research Institute, 
Seattle, WA

3Center for Children and Families, Florida International University, Miami, FL

4Department of Psychiatry & Behavioral Health, Herbert Wertheim College of Medicine, Florida 
International University

5Department of Psychology, Florida International University, Miami, FL

Abstract

Despite the promise of psychosocial interventions for adolescent Attention Deficit Hyperactivity 

Disorder (ADHD), there are no studies that examine their implementation in community mental 

health contexts. In this study, we evaluate the implementation of community-based Supporting 

Teens’ Autonomy Daily (STAND), a parent-teen Motivational Interviewing + Behavior Therapy 

intervention for adolescents with ADHD. Adolescents with ADHD (N=225), who were clients at 

four community mental health agencies, received treatment from 82 therapists. There was double 

randomization of adolescents and therapists to STAND or Usual Care (UC). Nearly all therapists 

randomized to STAND completed the training and regularly attended supervision, rating STAND 

as acceptable and lower burden than UC practices. In the STAND group, MI competence and 

implementation were lower than in university trials (benchmark range: 19.5% for reflection to 

question ratio to 83.1% for technical globals). MI integrity in the STAND group was significantly 

higher than UC across most MITI indices. Content fidelity was adequate in STAND’s engagement 
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and skills phases (76.4%−85.0%), but not its planning phase (24.4%). Therapists commonly 

neglected weekly review of goals and home practice and deviated from manualized pace and 

sequencing of therapy tasks. Learning MI was more challenging for bilingual therapists and 

therapists with more years of experience. STAND was delivered with higher integrity in earlier 

sessions and office-based sessions. Discussion identifies future directions for exporting adolescent 

ADHD interventions to community settings. Patient outcome data for this trial is presented 

elsewhere.

Trial Registration: NCT02694939www.clinicaltrials.gov
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Attention Deficit Hyperactivity Disorder (ADHD) is a chronic neurodevelopmental disorder 

with practice parameters that recommend ongoing medication and/or psychosocial treatment 

across the lifespan (American Academy of Pediatrics, 2019; Asherson, 2016). Though often 

overlooked, adolescence is a critical period for ADHD intervention given predictive 

relationships between adolescent functioning and adult outcome (Barkley, Murphy, & 

Fischer, 2008; Molina et al., 2012; Sibley, Pelham, et al., 2014). Psychosocial interventions 

for adolescents with ADHD (Chan, Fogler, & Hammerness, 2016; Sibley, Kuriyan, Evans, 

Waxmonksy, & Smith, 2014) teach compensatory skills that mitigate executive functioning 

deficits while training parents or other adults to apply contingency management to manage 

rewards processing deficits (Castellanos, Sonuga-Barke, Milham, & Tannock, 2006; 

Sonuga-Barke, 2005). Psychosocial treatment is a strong developmental fit for adolescence 

given that: (1) teens often dislike medication (Brinkman, Simon, & Epstein, 2017; Molina et 

al., 2009), (2) psychosocial treatments outperform medication in reducing adolescent 

impairments (Sibley, Kuriyan, et al., 2014), and (3) unlike childhood ADHD treatment 

(Swanson et al., 2017), adolescent treatment shows possible long-term effects (Sibley et al., 

2018). Randomized trials report medium to large effects for adolescent psychosocial ADHD 

treatments (Chan et al., 2016).

Despite the efficacy of psychosocial treatment for adolescent ADHD, less than a third of 

teens with ADHD access therapy in their communities (Bussing, Zima, Mason, Porter, & 

Garvan, 2011). It can be difficult to retain adolescents with ADHD in family-based 

treatment due to high family conflict and motivation problems (Barkley, Edwards, Laneri, 

Fletcher, & Metevia, 2001; Barkley, 2018). These family and motivation engagement 

difficulties are compounded in community settings, where retention in services is lower than 

academic clinics (Southam-Gerow, Chorpita, Miller, & Gleacher, 2008; Southam-Gerow, 

Weisz, & Kendall, 2003) and directive skills-based therapy can be ill-received (Baker-

Ericzén, Jenkins, & Haine-Schlagel, 2013). Adolescents are more likely than children to 

prematurely disengage from community treatment (Miller, Southam-Gerow, & Allin, 2008), 

as are youth with family problems (Farmer, Stangl, Burns, Costello, & Angold, 1999), 

multiple comorbidities (Dierker, Nargiso, Wiseman, & Hoff, 2001), socioeconomic 

disadvantage (Farmer et al., 1999), and racial/ethnic minority status (McMiller & Weisz, 

1996). Thus, even when they initially engage in therapy, adolescents with ADHD 

characteristically possess many risk factors associated with premature termination (Edwards, 
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Barkley, Laneri, Fletcher, & Metevia, 2001; Wolraich et al., 2005)—particularly youths from 

disadvantaged and minority backgrounds.

In response to the barriers above, we developed Supporting Teens’ Autonomy Daily 

(STAND; Sibley, 2016; Sibley et al., 2016), an engagement-focused psychosocial treatment 

for adolescents with ADHD and academic, family, and/or behavioral impairments. STAND 

is manualized and consists of 10 weekly 60-minute sessions attended by the adolescent and 

parent. Skill instruction is blended with Motivational Interviewing (MI; Miller & Rollnick, 

2013) and guided parent-teen behavioral contracting (Patterson & Forgatch, 1987). 

Treatment targets family, behavioral, and academic impairment. In the engagement phase, 

MI is used to increase awareness of personal values and goals, identify strengths, and 

recognize ways to achieve goals by acting consistently with values. The skills phase is 

designed to teach parent-teen communication, parent behavioral strategies, and organization, 

time management and planning skills that help youth overcome executive function and 

motivation deficits at home and school. Treatment is modular to promote flexible delivery 

and tailoring to presenting problems and developmental level. Families and therapists 

collaboratively select goal-relevant skills. The skills phase is collaborative, introducing 

strategies using MI approaches that emphasize client autonomy in skill adoption. The skills 

phase includes parent-teen contracting with MI that builds commitment to daily skill 

practice. Planning sessions teach families to integrate skills into a daily routine, transfer new 

habits to school settings, and build a final parent-teen contract, with MI increasing 

commitment to long-term change.

Three published randomized trials of STAND in university settings indicate a range of 

effects on ADHD symptoms, organization skills, grade point average, parent strategy use, 

and parenting stress, with full or partial maintenance six months post-treatment (Sibley et 

al., 2013; Sibley et al., 2016; Sibley, Rodriguez, Coxe, Page, & Espinal, 2019). Additionally, 

trainee therapists implemented STAND with high fidelity and met MI benchmarks. They 

rated STAND to be highly acceptable and face valid, as did families (Sibley et al., 2013). No 

distal follow-up of STAND’s long-term efficacy has been conducted.

Despite the emergence of STAND and similar approaches (Boyer, Geurts, Prins, & Van der 

Oord, 2015; Sprich, Safren, Finkelstein, Remmert, & Hammerness, 2016), psychosocial 

treatments for adolescent ADHD are unevaluated in community contexts. Community 

settings differ from academic clinics. Most agencies operate at a budget deficit with an oft-

unlicensed master’s level workforce (Schoenwald et al., 2008). Agencies offer low levels of 

professional development, experience high turnover, and lack quality assurance policies 

(Garland et al., 2013). They serve primarily low-income families with notable risk factors 

(Garland et al., 2013; Schoenwald et al., 2008). Services often are provided in homes and 

schools—outside the quiet therapy office (Garland et al., 2013). Though some EBPs struggle 

due to these health service systems challenges (e.g., Lyon & Budd, 2010), many community 

therapists regularly employ and are amenable to training in evidence-based practices (EBPs; 

Brookman-Frazee, Garland, Taylor, & Zoffness, 2009; Southam-Gerow et al., 2014; Weisz 

et al., 2009). However, they typically deliver EBPs at lower intensities, omitting key 

components such as therapy homework (Garland et al., 2010). Thus, it is unclear if STAND 

would successfully transport to community settings.
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In some ways, STAND may be very suitable for community contexts. Its engagement-

focused MI approach empowers parents and teens to take self-paced, manageable steps. 

Parent empowerment models are effective in community contexts (Rodriguez et al., 2011). 

MI in particular increases engagement in family treatment—especially when blended with 

other therapies (Ingoldsby, 2010). Community mental health practitioners can deliver MI 

with fidelity (Barwick, Bennett, Johnson, McGowan, & Moore, 2012; Martino et al., 2010; 

Schoener, Madeja, Henderson, Ondersma, & Janisse, 2006), including family applications 

(Smith, Stormshak, & Kavanagh, 2015). In addition, STAND is modular, which promotes 

flexibility. Modular therapy appears highly acceptable to community practitioners (Chorpita 

et al., 2017; Weisz et al. 2012), who commonly adjust the pace and sequencing of evidence-

based practices (Lau et al., 2017).

In other ways, STAND implementation may be challenging to the community workforce. 

STAND is multimodal; therapists must juggle MI and skills content (Sibley, 2016). All the 

while, they must manage ADHD-specific challenges such as parent-teen conflict, motivation 

deficits, inconsistent family routines, intrusive parenting, regulating electronics, and 

skepticism about therapy (Sibley & LaCount, in press). The overworked and under-

resourced community mental health workforce historically struggles with similar challenges 

(Garland et al., 2013).

In this study, we evaluate implementation of STAND in a community setting. We examined 

ratings and audio recordings collected from community therapists (N=82) enrolled in a 

randomized effectiveness trial (N=278) of STAND versus Usual Care (UC). Successful 

implementation requires consumer and therapist acceptability, therapist engagement in 

training and supervision, therapist competence and skill application, and treatment integrity 

(Hoagwood, Jensen, Petti, & Burns, 1996). We investigated how STAND performed on these 

community and therapeutic metrics. We hypothesized that community therapists would 

successfully engage in STAND training and supervision, demonstrate adequate MI 

knowledge and competence after training, and demonstrate superior MI integrity to UC 

(Smith et al., 2015). We also hypothesized that consistent with past research, STAND-

trained therapists would demonstrate reduced, but adequate, fidelity to manualized content 

(Miller, Yahne, Moyers, Martinez, & Pirritano, 2004), and that resequencing, repeating 

content, and low intensity implementation would be common (Garland et al., 2010). Finally, 

we examined factors that predicted integrity and fidelity.

Methods

Study Design

Therapists (N=82) at four community agencies were randomly assigned to provide Usual 

Care (UC) to study cases or to receive training and supervision in STAND. Adolescent 

clients (N=278) were randomly assigned to STAND or UC (double randomization). Full 

study design and CONSORT diagram are available online. Herein we analyze therapy 

delivery data for 225 participants (80.9% of full sample) who received at least one session 

from a study therapist.
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Participants

Adolescents.—The full sample consists of 278 adolescents (ages 11–17) in a large pan-

Latinx and pan-Caribbean U.S. city. Participants were required to meet DSM-5 ADHD 

criteria (available online). Autism spectrum disorder and intellectual disability (IQ<70) were 

exclusionary. Table 1 presents demographic characteristics for participants who contributed 

data to this study (N=225). STAND and UC groups slightly differed on stimulant medication 

use and parent language (p<.10), which subsequently served as covariates in relevant 

analyses.

Therapists.—Therapists (N=82) were mental health professionals employed at four 

community agencies. Therapists self-identified as 19.8% non-Hispanic White, 14.8% Black 

or African-American, 64.2% Hispanic, and 1.2% Other. They were 86.6% female, with 

61.0% offering treatment in both Spanish and English. 22.0% of therapists were licensed and 

86.6% held a master’s degree (7.3% held a doctorate and 6.1% were bachelor’s level). On 

average, clinicians reported 5.24 years of experience delivering therapy (range: 1–31). 

Therapists in STAND (N=42) and UC (N=40) did not differ on any study or demographic 

variable (p>.10).

Procedures

Recruitment and Intake.—At agency intake, agency staff provided study information to 

parents of 6th–12th grade students with attention, organization, motivation, or behavior 

problems. Students with at least four symptoms of inattention or hyperactivity/impulsivity 

(H/I) according to a research phone screen attended a full diagnostic assessment to evaluate 

inclusion criteria.

Data Collection.—Participants were permitted to utilize naturalistic stimulant medication 

during the study; all medications were monitored and controlled for in analyses. Study 

interventions were provided by agency employees using typical billing procedures. Post-

Treatment (PT) data collection occurred approximately 16 weeks after the participant’s first 

session at the agency. Retention was 99.3% at PT (i.e., data provided by at least one 

informant).

Therapist Procedures.—Therapy was delivered across three years. Eighty-two therapists 

were randomized (study cases per therapist M= 2.74, range: 0–14). Therapists were asked 

to: (1) complete competency measures post-training (STAND only), (2) provide one session 

audio recording per study case, (3) complete a fidelity checklist for each session (STAND 

only), and (4) complete PT measures for each case. Therapists received $20 for each audio 

recording.

STAND Training & Supervision.—To promote external validity, we set the STAND 

training and supervision procedures to the default parameters of community mental health. 

This meant reducing weekly supervision from two hours of feedback, coaching, and 

treatment planning to 30 minutes of case discussion. We retained the three-day training 

model, but removed the competency requirement (Sibley et al., 2013). Every 12 months, a 

four-hour booster training was provided. STAND therapists were provided with a treatment 
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manual and workbook for each case. Supervision was provided at the agency by one of two 

licensed clinical psychologists from the research team with deep experience delivering and 

supervising STAND. Additional training and supervision details are available online.

UC.—UC therapists were instructed to treat study cases using usual procedures in the 

agency and the treatments they believed would be most effective for the youth. They 

received weekly supervision for their study cases from agency supervisors according to 

typical agency practices. UC therapists were offered STAND training at the conclusion of 

the study.

Measures

Training and Supervision.—Attendance was recorded daily for training. Supervisors 

kept detailed supervision logs, providing information on whether supervision occurred, date 

of supervision sessions, and reasons supervision did not occur.

MI Knowledge and Competence.—The Motivational Interviewing Knowledge and 

Attitudes Test (MIKAT; Leffingwell, 2006) was adapted for the community mental health 

context (available online). This instrument was administered post-training. The MIKAT 

demonstrates strong psychometric properties across a range of contexts (Edwards, Stapleton, 

Williams, & Ball, 2015; Leffingwell, 2006; Simon & Ward, 2014). MIKAT total score was 

computed as the percentage of correct item responses. Therapists completed the Video 

Assessment of Simulated Encounters-Revised (VASE-R; Rosengren, Hartzler, Baer, Wells, 

& Dunn, 2008) immediately post-training in a group setting. The instrument possesses 18 

video items that prompt participants to offer written therapeutic responses. The VASE-R was 

scored by two trained research coders. The VASE-R has excellent psychometric properties 

(Rosengren et al., 2008). In this study, 20% of tests were randomly selected for double 

coding and inter-rater reliability. Average Intraclass Correlation (ICC) was .98 indicating 

“almost perfect” inter-rater reliability (Landis & Koch, 1977). To assess competency, the 

VASE-R full score was computed for each therapist and compared to benchmarks 

(Rosengren et al., 2008).

MI Implementation.—The Motivational Interviewing Treatment Integrity (MITI) version 

4.2 is a well-established coding system that measures MI treatment integrity. It possesses 

strong reliability and predictive validity (Moyers, Manuel, & Ernst, 2014; Moyers, Martin, 

Manuel, Hendrickson, & Miller, 2005). MITI yields global scores of MI implementation 

quality on four relational and technical dimensions (1–5 scale), MI-adherent and non-

adherent clinician behavior counts (e.g., affirm, emphasize autonomy, confront), and 

technical skill indices (i.e., reflection to question ratio, % complex reflection). A twenty-

minute interval of each audio tape was randomly selected and coded (n=158 with available 

tapes). Two coders who were masked to study group independently coded sessions. Twenty 

percent of coded sessions were selected for an inter-rater reliability probe. Average 

Intraclass Correlation (ICC) was .81, indicating “almost perfect” inter-rater reliability 

(Landis & Koch, 1977). An MI Implementation Index (0 to 6) was calculated with one point 

earned for each of four proficiency benchmarks (available online), one point for zero MI 

non-adherent behaviors, and one point for at least one MI-adherent behavior.
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Fidelity Checklists.—Fidelity checklists used extensively in STAND trials (Sibley et al., 

2016, 2019) were provided to each STAND therapist. Therapists were instructed to complete 

one checklist for each session delivered to study cases, endorsing completed therapeutic 

tasks. Trained research assistants listened to all submitted audio recordings in the STAND 

group (n=80) and completed fidelity checklists to assess validity of therapist report. 

Therapists completed a form for 83.3% of sessions that occurred prior to PT; 61.6% of 

audio-recorded therapist-endorsed tasks were corroborated by research assistants.

Agency Records.—Information on session dates, attendees, units billed, location, 

cancellations, and providing therapist were obtained directly from the agency’s electronic 

medical record system for a 12-month period beginning at each participant’s study intake 

date.

Therapist Acceptability.—We adapted a therapist attitude toward treatment scale used in 

past trials for adolescent ADHD treatment (Sibley et al., 2013). The therapist attitude toward 

treatment scale contains nine items that query therapist views about treatment such as 

effectiveness, confidence in approach, fit with counseling style, and likelihood of 

recommending to other therapists. Items are scored on a scale from 1 (strongly disagree) to 7 

(strongly agree). Although the overall alpha for a nine-item composite was excellent (.93), 

the current study examined each item separately.

Therapy Bond.—The degree to which clients enjoyed working with the therapist was 

measured using the seven-item Therapist Bond Scale (TBS; Shirk & Saiz 1992). TBS items 

are rated by parents and teens on a 4-point Likert-type scale, ranging from 1 (not at all like 

you) to 4 (very much like you). TBS internal consistency and convergent validity are strong 

(Shirk & Saiz, 1992). In this study, alpha was .80 for the parent version and .79 for the 

adolescent version.

Analytic Plan

Detailed information about model specification is available online. Attendance at training, 

supervision sessions attended (%), and ratio of canceled to attended supervision sessions 

were examined descriptively. MI knowledge and competence scores were computed. Linear 

regressions examined predictors of knowledge and competence. Predictors were bilingual 

status, licensure status, and years of experience delivering therapy. Group differences in 

MITI indices were examined and Cohen’s d effect sizes were computed. Therapist years of 

experience was included as a covariate in relevant models (details available online). A 

Bonferroni correction was applied to control for Type I error (alpha=.004). Group 

differences on MITI benchmarks were also examined with a Bonferroni correction applied 

(alpha=.013). Three regressions examined predictors of MI implementation index. They 

included three categories of predictors: (1) therapist characteristics (licensure, years of 

experience, bilingual status), (2) family characteristics (Oppositional Defiant Disorder 

(ODD), parent education level, adolescent age, parent language), and (3) service-delivery 

characteristics (parent present in session, setting of treatment, visit number). In step 1 of 

each model, group and therapist years of experience (covariate) were entered. At step 2, 
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relevant characteristics were entered (therapist, family, or service delivery). At step 3, 

interactions between group and predictors were examined.

For fidelity, we examined the percentage of therapeutic tasks completed by phase. We 

examined percentage of sessions in which goals and home practice were reviewed, 

percentage of therapeutic tasks that occurred in their recommended session, and percentage 

of tasks repeated. Three separate regressions assessed predictors of content fidelity using the 

same characteristics as in the MI implementation model. Number of sessions with a 

completed therapist log was a covariate. For acceptability items, linear regression examined 

group differences after controlling for two covariates with known group differences at the 

adolescent level: stimulant medication status and parent primary language. Cohen’s d effect 

size was calculated using a pooled standard deviation. A Bonferroni correction was applied 

(alpha=.006). For therapy bond, linear regression was utilized to examine group differences 

after controlling for stimulant medication status and parent primary language. Cohen’s d 
effect size was calculated with a pooled standard deviation.

Results

Extended results are available online.

Training and Supervision

See Table 2 for competence scores, knowledge scores, and therapist training and supervision 

attendance data. The knowledge [F(3,38)=4.61, p=.008, R2=.27] and competence 

[F(3,38)=4.09, p=.013, R2=.24] models were significant. Bilingual therapists had 

significantly lower knowledge (b=−.089, SE=.03, p=.008). Fewer years of experience was 

associated with higher competence (b=−.99, SE=.30, p=.002).

Content Fidelity

See Table 2 for content fidelity scores. The therapist characteristics model was non-

significant [F(4, 91)=.85, p=.497, R2=.04]. The family characteristics model was significant 

[F(4, 91)=2.84, p=.028, R2=.11], but no predictors were significant (ODD: b=−.059, SE=.04, 

p=.180; age: b=−.026, SE=.01, p=.070; parent education: b=.077, SE=.04, p=.086). The 

service delivery characteristics model was significant [F(3, 92)=10.12, p<.001, R2=.25]. 

Greater proportion of office-based sessions associated with higher fidelity (b=.186, SE=.05, 

p<.001). Proportion of sessions attended by the parent was non-significant (b=.153, SE=.11, 

p=.147).

MI Implementation

MI implementation scores are presented in Table 3. For technical globals (b=1.45, SE=.35, 

p<.001), STAND audio recordings met higher MI benchmarks (22.1% fair, 61.0% good) 

than UC recordings (33.8% fair, 23.0% good). The groups did not differ for relational 

globals (STAND: 26.0% fair, 35.1% good; UC: 29.7% fair, 16.2% good; b=.57, SE=.32, 

p=.072), reflection to question ratio (STAND: 11.7% fair, 7.8% good; UC: 9.5% fair, 12.2% 

good; b=−.33, SE=.41, p=.419), or percentage of complex reflections (STAND: 10.4% fair, 
40.3% good; UC: 4.1% fair, 33.8% good; b=.25, SE=.33, p=.457).
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Predictors of MI Implementation were as follows. The therapist characteristics model was 

significant at Step 1 [F(1, 149)=12.06, p=.001, R2=.08], as was Step 2 incremental change 

[FΔ(3, 146)=2.74, p=.045, R2Δ=.05], but not Step 3 [FΔ(3, 143)=1.14, p=.335, R2Δ=.02]. At 

Step 2, group predicted MI Implementation (b=.76, SE=.26, p=.004). The family 

characteristics model was significant at Step 1 [F(2, 147)=9.87, p<.001, R2=.12]. 

Incremental change at Step 2 [FΔ(3, 144)=1.62, p=.188, R2Δ=.03] and Step 3 [FΔ(3, 

141)=1.14, p=.336, R2Δ=.02] were not. At Step 1, group predicted the MI implementation 

index (b=.68, SE=.25, p=.006). The service delivery characteristics model was significant at 

Step 1 [F(2, 148)=9.90, p<.001, R2=.12], as was incremental change at Step 2 [FΔ(3, 145)= 

3.82, p=.011, R2Δ=.07], but not Step 3 [FΔ(3, 142)=1.47, p=.225, R2Δ=.03]. Group (b=.62, 

SE=.28, p=.028) and visit number (b=−.77, SE=.04, p=.050) significantly predicted MI 

Implementation at Step 2.

Therapist Acceptability & Bond

All means were above the neutral point of the scale for both groups, indicating positive 

treatment attitudes (available online). Compared to UC, STAND therapists rated approaches 

they used as less demanding (p=.006, d=.40) and were more likely than UC to recommend 

these approaches to others (p<.001, d=.86). All therapy bond mean scores (1 to 4 scale) were 

above the scale’s neutral point, indicating positive bond with therapists in both groups. After 

entering covariates, there were no significant between group differences in parent-rated 

[STAND M=3.45, SD=.47, UC M=3.45, SD=.45; F(1, 185)=.01, p=.918, d=.00] or teen-

rated bond with the therapist [STAND M=2.78, SD=.65, UC M=2.92, SD=.61; F(1, 

191)=2.01, p=.158, d=−.22].

Discussion

In this study community therapists successfully engaged in training, regularly attended 

supervision, and rated STAND as acceptable and lower burden than UC practices. However, 

using a typical community training and supervision model, MI competence was met by only 

45.3% of therapists post-training and MI implementation was lower intensity than in 

university settings (but better than UC). STAND content fidelity was acceptable in the 

engagement and skills phases, but not the planning phase. Therapists often deviated from 

manualized pace and sequencing of therapy tasks. Learning MI was more challenging for 

bilingual and highly experienced therapists. STAND fidelity was higher in earlier and office-

based sessions.

Consistent with past research, community therapists were willing to attend training and 

supervision for an MI intervention (Barwick et al., 2012). After doing so, their MI skills 

exceeded the UC group; however, this dose of training and supervision was insufficient to 

produce widespread MI proficiency and fidelity to skills-based content. University trials of 

STAND possessed competency requirements and provided approximately two hours of 

weekly audio tape feedback, MI coaching, and treatment planning for skills-based 

components (Sibley et al., 2013, 2016, 2019). When resources are sufficient then high 

fidelity is obtainable through this model. Unfortunately, community settings do not typically 

have the resources to require demonstration of competency prior to practice implementation, 
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nor do they provide tape review and coaching as a form of supervision (Accurso et al., 2011; 

Garland et al.,2013). We made the decision to test a lower and more realistic burden training 

and supervision model to increase the external and construct validity of this trial. This 

choice likely contributed to reduced MI integrity and content fidelity. Our future work aims 

to develop effective, low-burden feedback and supervision models based on online training 

modules and artificial intelligence approaches. This approach displays feasibility and can be 

used by providers at reasonable costs (Imel et al., 2019).

Bilingual therapists performed more poorly on the MIKAT. It is possible that cultural 

identity influenced therapist acceptance of MI tenets (Saifan, Brookman-Frazee, Barnett, 

Gonzalez, & Lau, 2018). Meanwhile, more experienced therapists received lower scores on 

the VASE-R. Newer community therapists possess documented advantages, such as 

engaging families at higher rates (Garland, Haine-Schlagel, Accurso, Baker-Ericzén, & 

Brookman-Frazee, 2012). Therapists with a longer history in community mental health may 

also have higher levels of burnout (Kim et al., 2018), reducing engagement in 

implementation initiatives. Newer therapists also may have recently completed training 

programs with instruction in MI. Attention to less responsive subgroups could enhance 

training and implementation initiatives.

STAND training and supervision had greatest impact on efforts to promote client change 

language and client-therapist collaboration (see Table 3). To preserve external validity, 

STAND implementation was not mandatory or directly incentivized. Thus, community 

therapists were likely self-motivated to use MI skills with study cases. However, they failed 

to meet reflection to question ratio and complex reflection benchmarks, struggled to 

emphasize client autonomy, and rarely provided affirmations. Offering affirmations to teens 

with ADHD and their parents may be unnatural for therapists given high levels of failure 

experienced by these youth (Wolraich et al., 2005). Similarly, emphasizing client autonomy 

may be challenging when youth characteristically struggle to function independently (Sibley, 

Campez, et al., 2016). Thus, it appears that MI implementation was low intensity in the 

sample, as is common when evidence-based practices are administered in community 

settings (Garland et al., 2010).

Content fidelity was lower in the community versus university setting (Sibley et al., 2016, 

2019). Furthermore, office-delivered STAND showed higher fidelity than home and school-

based attempts. An open trial of STAND delivered through video-conferencing also showed 

deflated fidelity (Sibley, Comer, & Gonzalez, 2017). Thus, a controlled office setting may 

promote STAND fidelity. On the other hand, limiting STAND to office settings would likely 

reduce family engagement. Fidelity also dropped dramatically in the planning phase. One 

effect of slowing treatment pace and resequencing could be that therapists did not advance to 

planning tasks within the typical duration of STAND (i.e., 10–12 weeks). It is also possible 

that population-specific treatment barriers were heaviest in the planning phase (i.e., 

addressing inconsistent family routines, regulating teen electronics, and enacting 

multifaceted behavioral contracts; Sibley & LaCount, in press). When struggling with 

planning, therapists may fail to implement prescribed content or utilize MI. Deeper analysis 

of planning phase process issues is warranted. Later sessions of STAND may be more 

challenging to implement.
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Parent-teen ADHD treatment models are criticized for having poor consumer palatability 

(Barkley, 2018). However, STAND’s engagement-focused model continues to be highly 

acceptable to therapists and families (Sibley et al., 2013, 2016, 2019). This study extends 

this finding to community mental health contexts. In fact, therapists not only rated STAND 

as less burdensome than UC; they were also more likely to recommend STAND to 

coworkers. Although further refinement of STAND in community mental health is needed, 

this study indicates that parent-teen models can be palatable and engaging in both academic 

and community settings.

Therapist participation in the study was voluntary; in both groups, we may have 

oversampled therapists with openness to evidence-based interventions. STAND therapists 

may have been more likely to recommend the approach because of greater attention from the 

research team. Fidelity raters could not corroborate a third of therapist-reported tasks. Thus, 

fidelity may be overestimated. On the other hand, some uncorroborated fidelity items may 

have been delivered, but at intensities that were unconvincing to raters. Future work with 

intricate coding systems (i.e., non-binary tools) could clarify this question. We did not 

administer the MIKAT and VASE-R pre-training and cannot be sure that MI competence 

was influenced by training. However, STAND vs. UC differences on the MITI suggest a 

training and supervision effect on MI skills. Recordings were only available for 70.2% of 

cases that received therapy. Some families discontinued treatment prior to recording, some 

therapists objected to recording, and other tapes were inaudible. An inevitable limitation of 

community contexts is lower control and data collection rates than university trials. We did 

not collect fidelity ratings after week 13 of therapy; thus, it is unclear if therapists 

administered STAND modules past STAND’s standard dose.

This study is the first attempt to deliver an evidence-based psychosocial treatment for 

adolescent ADHD in community mental health. STAND’s engagement-focused approach 

aligns with known challenges of community settings. In this study, its promise was bolstered 

by good family and therapist acceptability, therapist engagement in training and supervision, 

and adequate integrity and fidelity for certain therapeutic elements (i.e., global MI technical 

and relational indices, therapist collaboration with families, and engagement and skills 

phases modules). Other aspects require continued attention: the planning phase, home 

practice review, reinforcing therapy goals, boosting MI integrity, improving delivery outside 

of agency walls, and enhancing learning for a broader range of therapists. Refinement of 

STAND for community settings should prioritize deployment and integrate stakeholder 

feedback (Weisz et al., 2013). An important next step may be developing a low-burden and 

context-realistic training and supervision model that enhances therapist competence and 

treatment integrity.
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Table 1.

Baseline Characteristics of Adolescent Subsample

STAND (N=114) UC (N=111)

Diagnostic Variables

WASI estimated Full-Scale IQ M(SD) 94.42(13.85) 96.48(12.56)

ADHD Subtype

 ADHD-Predominantly Inattentive (%) 48.2 56.8

 ADHD-Combined (%) 51.8 43.2

ODD/CD (%) 52.6 48.6

Current ADHD Medication (%)* 31.6 23.4

Demographic Variables

Age M(SD) 13.96(1.49) 14.11(1.49)

Male (%) 70.2 68.5

Race/Ethnicity (%)

 White Non-Hispanic 4.4 2.7

 Black Non-Hispanic 17.5 9.9

 Hispanic Any Race 77.2 86.5

 Other 0.9 0.9

Single Parent (%) 32.5 35.1

Parent Language: Spanish (%)* 36.8 49.5

Billing Source (%)

 Medicaid 57.0 55.0

 State/County Subsidy 12.2 14.4

 Sliding Scale 29.8 28.8

 Pro Bono 0.0 1.8

 Private Insurance 0.9 0.0

Parent Education Level

 High School Grad, GED, or less (%) 22.8 25.5

 Part College or Specialized Training (%) 31.6 29.1

 College or University Grad (%) 35.1 35.5

 Graduate Professional Training (%) 10.5 10.0

*
Note. Indicates a meaningful group differences (p<.10).
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Table 2.

STAND Therapist Knowledge, Competence, and Fidelity

Metric Score

Attendance at Training (%) 95.5

Attendance at Supervision (%) 86.5

Canceled to Attended Supervision Sessions 1:4.17

MIKAT score (M) 79.3

Post-Training VASE-R Proficiency Level (%)

 None 54.7

 Beginner 28.6

 Expert 16.7

Delivery of Tasks (%)

 Engagement Activities 76.4

 Skills Activities 85.0

 Planning Activities 24.4

 Weekly Goal Review 51.7

 Home Practice Review 59.2

Tasks Occurring in Recommended Session (%

 Engagement Phase 69.6

 Skills Phase 66.5

 Planning Phase 22.0

Repeated Tasks (%)

 Engagement Phase 0.0

 Skills Phase 9.8

 Planning Phase 0.0

Note. Attendance at supervision represents attendance for weeks that the therapist was actively treating a study case. For all fidelity indices, 
denominator represents applicable sessions only.
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Table 3.

Group Differences in MITI 4.2 Therapist Global Scores and Behavior Counts

STAND M(SD) UC M(SD) p d

Global Scores

Cultivating Change Talk 2.91 (.96) 2.18 (.92) <.001 .78

Softening Sustain Talk 3.78 (.50) 3.47 (.65) .003 .54

Partnership 3.23 (.74) 2.72 (.91) .003 .62

Empathy 3.52 (.87) 3.22 (.95) .145 .34

Behavior Counts

Giving Information 6.06 (3.48) 4.69 (3.24) <.001 .41

Persuade 2.88 (3.49) 4.26 (4.56) <.001 −.34

Persuade with Permission .91 (3.96) .27 (1.45) <.001 .21

Question 18.77 (10.30) 24.43 (17.57) <.001 −.33

Simple Reflection 8.36 (7.74) 10.23 (10.18) <.001 −.21

Complex Reflection 4.66 (3.03) 4.93 (4.56) .027 −.07

Affirmation 1.40 (1.45) 1.31 (1.70) .508 .06

Seeking Collaboration 2.73 (2.67) .99 (1.61) <.001 .79

Emphasize Autonomy .17 (.50) .16 (.50) .888 .02

Confront .71 (1.75) 1.05 (2.13) .149 −.17

Note. Statistical significance with years of therapy experience as a covariate. Bonferroni correction applied to control for Type I error; alpha=.004. 
M=mean; SD=standard deviation; d=Cohen’s standardized effect size using pooled standard deviation. All global are on a 1–5 scale with 5 
indicating outstanding performance. Significant p-values indicated in bold text.
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