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Abstract

Aims: The study sought to 1) characterize the types and frequency of session-level adaptations
made to multiple evidence-based practices (EBPs) and 2) identify therapist-, client- and session-
level predictors of adaptations.

Method: Within the community implementation of multiple EBPs, 103 community mental health
therapists reported on 731 therapy sessions for 280 clients. Therapists indicated whether they
adapted EBPs in specific sessions and described adaptations in open-ended responses. Responses
were coded using the Augmenting and Reducing adaptations framework. Multilevel logistic
regression analyses examined predictors of Augmenting and Reducing adaptations.

Results: Therapists reported making adaptations in 59% of sessions. Augmenting adaptations
were reported more frequently than Reducing adaptations. Multilevel models showed that greater
therapist openness to EBPs, younger child age, and presenting problems were associated with
Augmenting adaptations. Child presenting problem of externalizing problems predicted fewer
Reducing adaptations compared to internalizing problems.

Conclusion: This study extends the growing research examining adaptations within the context
of system-driven implementation of multiple EBPs by applying the Augmenting and Reducing
adaptation framework to the session-level.
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Introduction

Despite considerable research on the development, evaluation, and implementation of
evidence-based practices (EBPs), EBPs delivered in research settings tend to be less
effective when implemented in naturalistic community settings (Weisz et al., 2013).
Compared to efficacy trials, community mental health therapists typically serve clients who
are lower-income, more ethnically and racially diverse, and have more complex backgrounds
and presenting problems (Southam-Gerow, Rodriguez, Chorpita, & Daleiden, 2012; Ozer,
Wanis, & Bazell, 2010). When implementing EBPs in real world settings, therapists often
report the need to adapt EBPs in order to improve fit for their clients’ particular needs and
circumstances (Aarons et al., 2012; Barnett et al., 2018; Lau et al., 2017; Stirman et al.,
2013). Given the inevitability of adaptation within community EBP-implementation,
Chambers & Norton (2016) have identified the need for an “adaptome,” or a common data
platform to classify and capture adaptations made to EBPs when implemented. Intervention
developers and implementation researchers can work to optimize fit of EBPs for different
contexts by first understanding how community therapists adapt EBPs. Despite the reality
that EBPs are often adapted by community clinicians session by session, minimal research
has identified the frequency, types, and predictors of EBP adaptations occurring within
psychotherapy sessions during implementation as usual in community settings (Marques et
al., 2019).

Opinions on the potential benefits of EBP adaptations are mixed. Many therapists report that
adaptations are necessary for effective, client-relevant treatment, and in fact believe that
adaptations strengthen EBPs (Chu & Kendall, 2009; Lundgren, Amodeo, Cohen, Chassler,
& Horowitz, 2011). However, just as adaptations have the potential to improve the impact
and durability of treatment, it is also plausible that adaptations may compromise the delivery
of essential treatment mechanisms (Drake et al., 2001). Cultural adaptations research
provides one such example of this tension; Meta-analyses reflect mixed evidence on the
necessity and impact of cultural adaptations, with some citing adaptations as beneficial for
clinical outcomes and implementation efforts (e.g., Benish, Quintana, & Wampold, 2011;
Degnan et al., 2017; Hall, Ibaraki, Huang, Marti, & Stice, 2016; van Mourik et al., 2017),
and others finding no added utility in modifying protocols (e.g., Huey and Polo, 2017; Huey
and Polo, 2008; Thomas et al., 2017). Overall, there is continued debate on whether fidelity
to manualized therapies should be prioritized over flexibility and local adaptations to the
intervention for particular clients or contexts (Hamilton et al., 2008; Owen & Hilsenroth,
2014).

Yet, even with mixed findings on the impact of adaptations from effectiveness trials,
therapist-driven adaptations to EBPs are inevitable and need to be characterized (Chambers
& Norton, 2016). The field of adaptation science will be greatly enhanced by capturing the
breadth of data that is possible within implementation contexts (Chambers & Norton, 2016).
In particular, there is a need for adaptations to be codified to allow for cross-EBP and cross-
system comparisons. Early studies of EBP adaptations within implementation contexts
focused on modifications to a single EBP, with each study developing its own classification
of adaptations, thereby limiting the ability to make comparisons across different EBPs. Hill
and colleagues’ (2007) qualitative study on community-based EBP program facilitators’
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adaptations to the Strengthening Families Program is one such example. The researchers
identified 13 types of adaptations pertaining to specific components of that practice that
were often adapted (e.g., games, activities, videos, time, etc.). For each of these 13
components, the researchers characterized adaptations as adding, deleting, or changing the
component. While informative, this framework illustrates the frequency and nature of
adaptations for only one intervention. Stirman and colleagues developed a general yet
comprehensive system to characterize the types of adaptations therapists commonly make
across a variety of contexts, populations, and interventions (e.g., EBPs for parent training,
HIV prevention, substance abuse treatment, PTSD; Stirman, Miller, Toder, & Calloway,
2013). Stirman et al. (2013) coded intervention modifications published in peer-reviewed
articles for modifications to content, context, and training and evaluation, identifying 12
types of content modifications made to intervention materials, procedures, and/or delivery.

Expanding upon the Stirman et al. (2013) framework, Lau and colleagues (2017) developed
a therapist report measure that inquired about six types of adaptations: (1) modifying the
presentation; (2) shortening or condensing the pacing of the practice; (3) lengthening or
extending the pacing of the practice; (4) integrating supplemental content or strategies; (5)
removing or skipping components; and (6) adjusting the order of sessions or components. A
multilevel confirmatory factor analysis extracted two factors: Augmenting (i.e., modifying
the presentation, integrating supplemental content or strategies, lengthening or extending the
pacing of the practice) and Reducing/Reordering (i.e., removing or skipping components,
adjusting the order of sessions or components, shortening or condensing the pacing of the
practice) adaptations. In both quantitative and qualitative reports of delivering multiple EBPs
in a system-driven implementation in children’s mental health, community therapists
reported making Augmenting adaptations to EBPs more frequently than making Reducing/
Reordering adaptations (Barnett et al., 2018; Dyson, Chlebowski, & Brookman-Frazee,
2019; Lau et al., 2017). These findings were encouraging, given concerns that therapists may
remove core components of EBPs that they consider potentially distressing to clients, such
as exposure for anxiety or evidence-based strategies such as role plays (Becker-Haimes,
Okamura, et al., 2017). Instead, in these studies, therapists were most often deploying
fidelity-consistent, Augmenting adaptations in attempts to boost client engagement,
acceptability, and understanding of the practice.

Ultimately, it is important to understand factors at each level that affect the likelihood that
community therapists will make different types of adaptations to EBPs in diverse settings.
This may have implications for shaping therapist training efforts and implementation
supports, and help intervention developers better understand how end users are
implementing their products. Existing literature suggests that therapist experience may be
associated with aspects of EBP implementation, although results are mixed. One study
found that therapists with more experience showed higher adherence to EBP processes and
exercises and thus made fewer adaptations, while less experience was associated with
increased omission of EBP elements (Taylor et al., 2015). In contrast, other studies have
found that therapists with fewer years of experience were more likely to augment EBPs (Lau
etal., 2017). Beyond experience level, therapist perceptions of EBPs have been related to
adaptations. Therapists who report negative perceptions toward specific EBPs report making
more Reducing/Reordering adaptations (Lau et al., 2017), whereas therapists who are more
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open to EBPs tend to make more adaptations that are consistent with maintaining fidelity
(Stirman et al., 2015).

Client characteristics may also elicit therapist adaptations when delivering EBPs. A child’s
cultural background, literacy, education or developmental level, and clinical presentation
have all been cited as reasons why therapists adapt EBPs (Barnett et al., 2018). However,
observer-rated session modifications to a cognitive behavioral therapy protocol for youth
anxiety found no significant variations in therapist delivery of the protocol related to youth
age, race, or gender (Chu & Kendall, 2009). Thus, it is unclear if these associations will
remain when examined for contemporaneous reports of session-by-session adaptations
across multiple EBPs. Additionally, aspects of clinical presentation may elicit certain
therapist adaptations. For example, therapists spend more time clarifying, restating, and
eliciting information from patients with higher symptom severity (Connolly-Gibbons et al.,
2003). Concerns about client engagement in sessions may be related to modifications,
particularly among clients with more complex presentations and high levels of acuity. The
case of emergent life events provides one instance of how in-session engagement maybe
related to therapists’ modifications to EBP delivery. Emergent life events were cited as one
context in which therapists would defer elements of EBP delivery in order to attend to the
crises (Barnett et al., 2018; Guan et al., 2015). Emergent life events have been linked to
reduced adherence to planned session activities, yet, are largely addressable using
supplemental content (Guan et al., 2019; Guan et al., 2017). Thus, session engagement or
lack of engagement may portend therapist decisions to augment treatment with supplemental
content such as problem solving.

In sum, past research on therapist adaptations have been limited by their examination of
session adaptations within the delivery of singular EBPs (Chu & Kendall, 2000; Chu &
Kendall 2009) or reliance on therapist retrospective over multiple sessions or a treatment
episode, which may be limited by difficulties with recall and recognition of when
adaptations are occurring (Barnett et al., 2018; Lau et al., 2017; Stirman et al., 2015).
Research has yet to document types of EBP adaptations at the session-level across multiple
EBPs, which is crucial to understanding how session adaptations are made within system-
driven EBP implementation efforts. In the current study, we built upon Barnett and
colleagues’ (2018) qualitative analysis of interviews that elucidated therapists’ general
explanations of their adaptations to EBPs and extended this to examine adaptations
described at the session level. Our first aim was to characterize the types of adaptations
community therapists described making to EBPs at the session level across multiple EBPs
for children and youth. Second, we examined the frequency with which diverse types of
adaptations were described within treatment sessions. Third, we identified therapist (e.g.,
licensure status, gender, race, discipline, clinical caseload, broad and specific EBP attitudes),
client (e.g., gender, race, age, presenting problem), and session (e.g., session participants,
client engagement) characteristics associated with these types of adaptations across multiple
EBPs.
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Participants were drawn from the “In-Depth” component of the Knowledge Exchange on
Evidence-Based Practice Sustainment (4KEEPS) Study (Lau & Brookman-Frazee, 2016)
investigating sustainment of EBPs implemented within Los Angeles County Department of
Mental Health (LACDMH) child mental health services. For this component of the 4KEEPS
Study, we enrolled 14 agencies that were contracted or operated by the LACDMH to deliver
at least one of six EBPs of interest that received implementation support under the PEI
Transformation of Children’s Mental Health Services (2009). Using a community-partnered
approach, the study team and community agencies agreed to a six-week timeframe for data
collection. Therapists were invited to participate if they delivered at least one of the six
EBPs followed in the 4KEEPS parent study: Child-Parent Psychotherapy (CPP), Seeking
Safety (SS), Managing and Adapting Practice (MAP), Positive Parenting Program (Triple P),
Trauma-Focused Cognitive Behavioral Therapy (TF-CBT), and Cognitive Behavioral
Intervention for Trauma in Schools (CBITS). Therapists completed an initial survey about
their background, training, and perceptions of each of the aforementioned EBPs that they
currently delivered.

Following the initial survey, therapists were asked to identify three clients with whom they
were delivering one of the six EBPs. Therapists selected the clients and the sessions to
report. Therapists completed three session-specific surveys for each of the three clients (for a
maximum of nine session surveys completed per therapist). The three sessions per client did
not need to be consecutive sessions. In the session-specific surveys, therapists reported on
the EBP delivered in the session, whether there were any engagement challenges present
during the session, and any adaptations they made. Initial and session-specific surveys were
administered online. All procedures were approved by the Institutional Review Board.

In the full sample of 731 session surveys, participants were 103 community-based mental
health therapists employed by 14 agencies directly operated or contracted by LACDMH.
Therapist, client, and session characteristics are presented in Table 1. Therapists were
predominantly female (88.24%) and were 34.14 years (SD = 8.86) of age on average.
Therapists were ethnically diverse; 55.88% self-identified as Hispanic, 21.57% Non-
Hispanic White, and 22.55% another race (e.g., African American, Asian, Pacific Islander).
Less than one-fifth of the therapists included were licensed (18.63%). Primary disciplines of
therapists included marriage and family therapy (50.98%), social work (33.33%),
counseling, clinical, or school psychology (12.75%), and other disciplines (2.94%; e.g., case
manager). The child clients represented in the study were an average of 9.77 years old (5D =
3.84), were almost half female (51.25% female), and majority Hispanic (70.71% Hispanic).

Therapist characteristics.—Therapists reported their gender, race/ethnicity, licensure
status, number of clients in their clinical caseload, and primary mental health discipline on
the initial survey.
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General attitudes toward EBPs: Therapists completed the Evidence-Based Practice
Attitudes Scale (EBPAS; Aarons, 2004), a 15-item self-report measure of general therapist
attitudes toward the adoption of EBPs. The original EBPAS yields a total scale score and
four subscales: Appeal, Requirements, Openness, and Divergence. For the current study, we
were primarily interested in the Openness and Divergence subscales. Given the context that
therapists in our study were all employed in agencies receiving reimbursement for EBP
delivery, we did not include the Requirements subscale, which measures therapists’
likelihood of adopting EBPs when required to. We also elected not to administer the Appeal
scale which measures the intuitive appeal of EBPs in general, since we assessed perceptions
of specific EBPs using the Perceived Characteristics of Intervention Scale (PCIS) described
below. The four-item EBPAS Openness subscale assesses the therapist’s openness to trying
new interventions. It includes items such as “I like to use new types of therapy/interventions
to help my clients.” The four-item EBPAS Divergence subscale assesses the therapist’s
perception of EBPs as divergent from their own approach to clinical practice. It includes
items such as “Clinical experience is more important than using manualized therapy/
interventions.” Therapists rated their agreement with each item on a 5-point Likert scale (0 =
not at all, 4 = very great extent). Mean scores for Openness and Divergence were used in
analyses. In the current sample, the Cronbach’s alpha indicated that the internal consistency
was good for the Openness (a. = .80) and Divergence subscales (a = .70).

Perceptions of the EBP being delivered.—The Perceived Characteristics of
Intervention Scale (PCIS; Cook et al., 2014) measures therapist attitudes towards specific
EBPs. In the original PCIS, 20 items were developed to measure the theory-based model of
10 perceived characteristics of innovation (Rogers, 1962; Rogers, 2003; Greenhalgh et al.,
2005), which may impact therapists’ attitudes towards and uptake of different EBPs.
Psychometric properties indicated that the scale measured a unidimensional construct of
attitudes (Cook et al., 2015). Thus, to reduce measurement fatigue given the repeated nature
of this measure, we administered eight items tapping four dimensions included in the
original PCIS (e.g., Barnett et al., 2017; Lau et al., 2017). Eight items were included
representing four concepts: relative advantage (e.g., “[The practice] is more effective than
other therapies | have used.”), compatibility (e.g., “[The practice] is aligned with my clinical
judgment.”), complexity (e.g., “[The practice] is easy to use.”), and potential for reinvention
(e.g., “[The practice] can be adapted to meet the needs of my patients.”). Therapists rated
their agreement with each item on a 5-point Likert scale (1 = not at all, 5 = a very great
extent) for every EBP they had ever delivered. Therapist responses to each item were
averaged to create an index of therapists’ practice-specific attitudes, with higher scores
indicating greater acceptability of the practice to the therapist. The scale showed strong
internal reliability within our sample for each practice (apmap = .90, ass = .93, atr.ceT
=.95, ACBITS = .99, ATriple-P = .96, acpp = .93).

Client characteristics.—At the time of the initial survey, therapists reported on the
client’s age, gender and race/ethnicity.

J Community Psychol. Author manuscript; available in PMC 2021 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Kim et al.

Page 7

Session characteristics.—Therapists reported on the specific practice (e.g., CPP, MAP,
TF-CBT) delivered, people involved during session (i.e., youth only, caregiver only, both
youth and caregiver present), and the presenting problem targeted during the session.

Session engagement challenges.—Within the session survey, therapists completed a
checklist indicating whether client-related engagement challenges were encountered. Items
assessing engagement challenges were adapted from the two-month retrospective report
measure of client engagement challenges for an index case described in a previous study
(Lau et al., 2018). In the current study, therapists reported on four items to indicate whether
each engagement challenge had occurred. The Limited Engagement in Therapy Activities
subscale included two items: “Demonstrated apathetic or disinterested behavior” and
“Avoided participating in therapy activities.” The Expressed Client Concerns subscale
included two items: “Expressed about the relevance/acceptability/helpfulness of an
intervention strategy” and “Expressed difficulty mastering skills presented in therapy.” The
reliability of the engagement challenges items and subscales were previously supported
through analyses of the prospective correlations between mean occurrence of therapist-
reported engagement challenges across sessions with a given client over a study period, and
their subsequent retrospective reports of challenges encountered over the previous two-
month period with that client (Gellatly et al., 2019).

Session adaptations.—The session survey prompted therapists to check “Yes” or “No”
to the following question: “In this session, did you adapt [PRACTICE] for this client?”
Therapists who reported “Yes” were asked to provide an open-ended response describing
how they adapted the practice within the session. Given the first study aim to capture and
codify all therapist-perceived session adaptations, we did not define “adapt” for therapists,
nor did we provide prompts or examples of how to describe the adaptations within the open-
ended response section (see discussion for implications and possible limitations based on
this approach). Open-ended responses were coded into categories using the process detailed
below.

Coding manual.: The Session-Level Adaptations Coding Manual provided instructions for
classifying therapist descriptions of adaptations from the surveys. Adaptation categories in
the manual were based on the framework developed in Lau et al. (2017), as well as emergent
themes documented in a qualitative analysis of therapist descriptions of adaptations they
made to EBPs delivered with clients in the past two months (Barnett et al. 2018). The coding
manual provides specific criteria for categorizing therapist-reported session-level adaptations
into 13 distinct categories. The coding manual also provides support for identifying
Augmenting adaptations, Reducing adaptations, and Generalizing adaptations. Augmenting
adaptations include instances in which therapists reported: (1) modifying the presentation of
the practice (using activities, such as art or games, or different formats [e.g., visual cues,
stories, videos] to present session topics; simplifying or modifying terminology/language
used), (2) integrating supplemental content or strategies (utilizing content from other EBPs
or incorporating additional content that was not specified as part of the EBP delivered in the
session), (3) repeating components (repeating content or strategies), (4) providing
psychoeducation (providing information/rationale about illness, treatment, and prognosis),
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(5) lengthening the pacing of the practice (spending more time on content/strategies or
increasing the session length), (6) translating materials (translating materials or parts of the
session into another language), and (7) combining the practice with other services
(combining the EBP with services other than psychotherapy such as case management).
Reducing adaptations include: (1) pausing EBP delivery (pausing the delivery of EBP
elements to shift attention to a client-raised or therapist-perceived issue such as an emergent
life event), (2) removing components (removing or skipping specific content from the
session), (3) adjusting the order of sessions or components (conducting sessions or
delivering content/strategies in an order other than what the treatment manual recommends),
and (4) shortening the pacing of the practice (decreasing the time spent on content/strategies;
shortening or condensing the length of the session). Generalizing adaptations include: (1)
applying the practice in alternate settings, or with alternate individuals (delivering treatment
in different settings or with recipients other than typically intended), and (2) applying the
practice to a novel problem focus (applying the treatment for a problem focus other than
originally intended). Two adaptation codes (pausing EBP delivery and applying the practice
in alternate settings) were not originally included in the coding manual. They emerged
during the coding process as they were frequently cited by therapists. Sessions already coded
were re-coded for possible presence of the two additional codes and marked accordingly.
Examples of therapist descriptions representative of each adaptation type from the session
surveys are presented in Table 2.

Coder training.: Coders were three undergraduate research assistants who participated in
group didactic sessions to be trained on the Session-Level Adaptations Coding Manual.
Coders categorized sample therapist write-in responses pre-selected for coder training.
Undergraduate coders’ categorizations were compared with the categorizations reached
through study team discussion and consensus. Coders reached Cohen’s Kappa of 0.65 (p
<.05), indicating good agreement (Cicchetti, 1994), before starting independent coding.

Coding procedure.: For each therapist adaptation description, coders assessed the
occurrence or non-occurrence of each adaptation type described above (e.g., modify
presentation, translate materials, pause EBP delivery). Coders were instructed to code
explicit descriptions of adaptations without drawing inferences about the types of
adaptations made. For instance, therapists had to state that they lengthened pacing, omitted
sections, or reordered sessions for the response to be classified as such. In cases where a
therapist reported more than one adaptation within the session survey, each adaptation
explicitly described was coded (e.g., a single response could be coded as both lengthen
pacing and provide psychoeducation). Write-in responses for which undergraduate coders
were unable to categorize within a specific adaptation code were further examined by master
coders. Master coders were two doctoral-level graduate students with extensive training in
and knowledge of the adaptation literature. Master coders independently examined and
coded these responses and then met to establish consensus for each.

Reliability.: In order to assess interrater reliability, 20% of the adaptation write-in responses
were double-coded and Cohen’s kappas were calculated. Kappas for all specific codes were
in the acceptable range (among Augmenting adaptation codes: kpean = -59; among
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Reducing adaptation codes: «pmean = .58; among Generalizing adaptation codes: Xpean
=.62). Kappas of higher order codes (e.g., Augmenting, Reducing, Generalizing adaptations
instead of specific subcodes) indicated that inter-rater reliability was moderate to strong for
any Augmenting (x = .83), any Reducing (x = .60), and any Generalizing adaptations (x
=.59). Kappas were judged against widely used guidelines (Cohen, 1960; Landis & Koch,
1997; Rietveld & van Hout, 1993). We used higher order codes in study analyses given the
higher kappa values and for model parsimony.

Analytic Plan

Results

First, dichotomous index variables were computed in order to note the occurrence of any
Augmenting adaptations and any Reducing adaptations within a given session. That is, if one
of the seven Augmenting adaptation types was coded for a session, the session received an
index score of “1” for Augmenting adaptations for that session. If none of the seven
Augmenting adaptation types was coded for a session, the session received an index score of
“0” for Augmenting adaptations for that session. The same process was used to create an
index variable for Reducing adaptations. We then examined the frequency of reported
Augmenting adaptations, Reducing adaptations, and Generalizing adaptations, including the
breakdown of frequency of codes within each of the categories.

Finally, we conducted two three-level logistic regressions (sessions nested within clients
nested within therapists), in order to examine therapist-, client-, and session-level
characteristics that may be associated with (1) described Augmenting adaptations and (2)
described Reducing adaptations, using the “melogit” command in Stata 14.2 (College
Station, TX). The models compare the likelihood of described Augmenting adaptations and
Reducing adaptations with the base outcome of No Augmenting adaptations and No
Reducing adaptations, respectively. Logistic regressions controlled for the practice delivered
in the respective treatment session. Sessions with missing data at levels 2 and 3 were
dropped from analyses, which is the convention for multilevel logistic regression using
Stata.l

Adaptation Type Frequencies

As presented in Figure 1, therapists provided 731 session surveys. Within these, therapists
reported making an adaptation in 429 sessions and not making an adaptation in 300 sessions
(Nmissing = 2). Among the sessions in which therapists reported an adaptation, at least one
Augmenting adaptation was reported in 272 sessions, at least one Reducing adaptation was
coded in 84 sessions, and at least one Generalizing adaptation in 56 sessions. Thirty sessions
were coded for both Augmenting adaptations and Reducing adaptations. In 51 sessions, not
enough information was provided in the therapist description to classify the adaptation.

1Two alternate predictor models were conducted comparing the likelihood of Augmenting adaptations with No adaptation and
Reducing adaptations with No adaptation. The patterns of significant and non-significant associations with predictors was identical
between the models presented and the alternate models.
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Table 2 presents how frequently each of the adaptation codes was observed in the current
study by percent of sessions with a therapist-reported adaptation and percent of total
sessions. Within Augmenting adaptations, therapists reported modifying presentation in 151
sessions (35.20% of adapted sessions), integrating supplemental content/strategies in 76
sessions (17.72% of adapted sessions), repeating components in 37 sessions (8.62% of
adapted sessions), providing psychoeducation in 20 sessions (4.66% of adapted sessions),
lengthening the pacing of the practice in 15 sessions (3.5% of adapted sessions), franslating
materialsin 8 sessions (1.86% of adapted sessions), and combining with other servicesin 5
sessions (1.17% of adapted sessions).

Amongst the reports of Reducing adaptations, pausing EBP delivery was observed in 38
sessions (8.86% of adapted sessions), removing components in 27 sessions (6.29% of
adapted sessions), Adjusting the order of the practice/components was described in 13
sessions (3.03% of adapted sessions), and shortening the pacing of the practice in 11
sessions (2.56% of adapted sessions).

Among the Generalizing adaptations, therapists described aoplying the practice to alternate
settings or alternate individuals in 46 sessions (10.72% of adapted sessions) and applying the
practice to a novel problem focus in 10 sessions (2.33% of adapted sessions). Fifty-seven
write-in responses from the session surveys could not be classified due to missing
descriptions (N = 6) and not providing enough information to support categorization of the
adaptation (N = 51).

Therapist, Client, and Session Characteristics Associated with Augmenting Adaptations

Table 3 presents the results of the multilevel logistic regressions predicting Augmenting
adaptations and Reducing adaptations. The three-level logistic regression revealed that of all
the therapist level characteristics examined, only therapists’ higher scores on Openness to
EBPs was related to increased likelihood of reporting an Augmenting adaptation (OR =
1.79, 95% CI = 1.11-2.88). Therapist licensure status (OR = 1.03, 95% CI = .49-2.17),
gender (OR = 1.26, 95% CI =.47-3.40), race (ORRjspanic = -64, 95% CI = .30-1.34; ORother
=.65, 95% CI = .27-1.56), discipline (ORpsychology = 1.61, 95% CI = .63-4.13;

ORgqcial work = 1.43, 95% CI = .75-2.71; ORpher = 1.43, 95% CI = .21-9.72), number of
clients on their clinical caseload (OR = .99, 95% CIl =.94-1.03), and EBPAS Divergence
scores (OR = .91, 95% CI =.63-1.31) were not significantly associated with Augmenting
adaptations.

At the client level, therapists were less likely to describe an Augmenting adaptation in a
session with older child clients (OR = .87, 95% CI = .80-.94). Client race (ORnjspanic = 1.84,
95% CI =.69-4.91; ORpther = 1.58, 95% CI = .55-4.55) and gender (OR = 1.41, 95% CI

= .88-2.26) were not significantly associated with differential likelihood of Augmenting
adaptations.

At the session level, when the presenting problem being addressed was externalizing
problems, therapists were .41 times less likely to describe Augmenting adaptations
compared to when the presenting problem was an internalizing problem (OR = .41, 95% ClI
=.23-.73). There was no significant difference between when the presenting problem was a
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trauma versus the reference group of internalizing problems (OR = .80, 95% CI = .38-1.67).
There was no significant change in likelihood for Augmenting adaptations based on session
participants (ORcaregiver-only sessions = 1.03, 95% CI = .44-2.38; ORjoint sessions = -89, 95% Cl
= .53-1.51), therapist report of expressed client concerns (OR = .93, 95% CI = .54-1.61) or
limited engagement (OR = 1.05, 95% CI = .60-1.85), or therapist perceptions of the EBP
being delivered (OR = .95, 95% CI = .65-1.39).

Therapist, Client, and Session Characteristics Associated with Reducing Adaptations

As presented in Table 3, the three-level logistic regression revealed that no therapist level
characteristics examined in the model (e.qg., licensure status [OR = 1.03, 95% CI = .35-
3.03], gender [OR = .49, 95% CI =.09-2.74], race [ORRjspanic = -41, 95% CI =.14-1.23;
ORother = 77, 95% Cl =.23-2.61], discipline [ORpsychology = -87, 95% CI = .22-3.48;
ORsgcial work = 1.70, 95% CI = .66-4.38], clinical caseload [OR = .94, 95% CI =.88-1.01],
EBP Openness [OR = 1.26, 95% CI = .63-2.53] or Divergence [OR = .77, 95% Cl =.43-
1.37]) were associated with differential likelihood of Reducing adaptations.

At the client level, client gender (OR = 1.04, 95% CI = .51-2.13), race (ORRjspanic = -82,
95% CI =.22-3.04; ORpther = .96, 95% CI = .23-3.90), and age (OR = 1.03, 95% CI = .92—
1.16) were not significantly associated with a greater or lower likelihood of Reducing
adaptations.

At the session level, therapists were significantly less likely to describe Reducing
adaptations when the session presenting problem was reported as an externalizing problem
(OR = .39, 95% CI =.15-.99) compared to the reference group of internalizing problems.
There was no significant difference between when the presenting problem was a trauma
versus the reference group of internalizing problems (OR = .51, 95% CI = .20-1.35).
Sessions jointly attended by the youth client and caregiver were marginally associated with
increased likelihood of Reducing adaptations compared with youth only sessions (OR =
2.01, 95% CI =.93-4.31). Therapist report of client expressed concerns (OR = 1.10, 95% ClI
=.49-2.45), limited engagement (OR = 1.59, 95% CI =.71-3.56), and therapist perceptions
of the specific EBP delivered in the session (OR = .81, 95% CI =.46-1.42) were not
significantly associated with Reducing adaptations.

Discussion

Despite the reality that adaptations are regularly made when delivering EBPs (Barnett et al.,
2018; Lau et al., 2017; Stern Alaggia, Watson, & Morton, 2008), we know little about the
types of adaptations that are made within the microcosm of a unique session. Nor do we
know much about adaptations made against the backdrop of multiple EBP delivery instead
of single protocol efficacy trials. The current study codifies and provides a topography of the
types of adaptations community therapists describe making in sessions delivering an EBP to
youth. This endeavor may contribute to the development of the “adaptome” data commons
capturing and classifying adaptations made across EBPs (Chambers and Norton, 2016). By
identifying variants of therapist-driven adaptations and extending a common taxonomy on
adaptations, the current study provides practice-based inputs to the science of adaptation,
that in turn may support the development of interventions and implementation strategies in
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service of improved practice. We found that when therapists endorsed adapting a session,
they most often augmented the EBP by modifying presentation of the practice and
integrating components, and other Augmenting adaptations occurred in less than 10% of
adapted sessions. Therapists less often described Reducing adaptations. The majority of
Reducing adaptations involved pausing EBP delivery to attend to a client-raised or therapist-
perceived concern, such as an emergent life event or to support client engagement.
Predictive models revealed that therapists’ openness to EBPs and younger client age were
associated with increased likelihood of Augmenting adaptations. Externalizing problems
were associated with decreased likelihood of both Augmenting adaptations and Reducing
adaptations compared to the base outcome of no Augmenting or Reducing adaptation,
respectively.

Topography of adaptation types

Consistent with previous studies examining “typical adaptations” and retrospective reports
of adaptations, when therapists contemporaneously reported making an adaptation to the
practice delivered, they described Augmenting adaptations more than three times as often as
they described Reducing (Barnett et al., 2018; Dyson, Chlebowski, & Brookman-Frazee,
2019; Lau et al., 2017). Among the types of Augmenting adaptations reported in the current
study, therapists most often described modifying the presentation of the treatment delivery,
followed by integrating components, and then repeating components. During semi-
structured interviews with the same therapist sample, therapists described Augmenting
treatment, as well as making adaptations broadly, in order to improve the fit of the EBP for
the clients they are serving, citing culture, client/caregiver literacy, and client developmental
level as common contexts for adaptation (Barnett et al., 2018). The results of our analysis
provide some supporting evidence for context prompting Augmenting adaptations.
Therapists in the current study were more likely to Augment than not when they reported
greater openness to EBPs. They were less likely to Augment than not when the client was
older, and when the session focus was on externalizing problems compared to internalizing
problems.

Client-, therapist-, and session-level correlates of adaptation types

Our finding that therapists are more likely to augment sessions with younger clients is
consistent with previous studies in which therapists indicated client developmental level as a
key determinant in choosing to tailor EBPs (Bagner et al., 2016; Bagner et al., 2013; Barnett
et al., 2018). Younger clients may require more tailoring of intervention elements and
activities for their level of language ability (e.g., modifying vocabulary used), literacy (e.g.,
using visuals in lieu of worksheets with text), and cognitive development. Therapists’
perceived need to augment materials likely decreases as the age of their client increases.
Anecdotally, therapists often cited “developmental level” and younger age as reasons for
modifying the presentation of the practice in the write-ins. However, the session survey did
not explicitly ask therapists to provide a rationale for their adaptations, prohibiting us from
identifying significant associations between Augmenting adaptations and developmental
context in the current study.
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Rates of Augmenting and Reducing adaptations did not significantly differ by client gender.
Previous studies have suggested that boys have higher rates of disruptive behaviors, which
may lead to more disruptions in treatment sessions, difficulty with client engagement, and
derailed treatment delivery (Gellatly et al., 2018). Our analyses controlled for expressed
client concerns and limited client engagement behaviors in session, which may explain why
we did not see gender emerge as a client-level factor associated with adaptation.

Modeling therapist and practice characteristics associated with adaptations also provided
interesting insights. For one, we found that therapists who were more broadly open and
accepting of EBPs were almost twice as likely to describe Augmenting adaptations.
Openness to EBPs was not significantly associated with Reducing adaptations. It is plausible
that openness to EBPs is underscored by therapist engagement with the EBP (Becker, Smith,
Jensen-Doss, 2013), which in turn supports therapists lengthening the practice and repeating
components. Colloquially speaking, liking EBPs in general may portend therapists
delivering practices to a higher intensity or frequency within the session. However, unlike
previous examinations of therapists’ broad reports of adaptations (i.e., not session-specific),
therapists’ perceptions of the utility, compatibility, and appeal of the specific EBP being
delivered were not significantly associated with differential likelihood of Augmenting
adaptations (Lau et al., 2017). It is heartening to see that neither therapist perceptions of
EBPs at large nor their EBP-specific attitudes were associated with Reducing adaptations,
which may more frequently indicate fidelity-inconsistent modifications such as removing
elements of the EBP and loosening the EBP structure (Stirman et al., 2015). Therapist
attitudes and perceptions toward EBPs remain important for many reasons associated with
training, implementation, and sustainment, but they may not be robustly related to EBP
adaptations that involve pausing, removing components, or otherwise reducing dose. More
research is needed to understand the implications of therapist reported Reducing adaptations
at the session level for overall EBP integrity.

In prior examinations with the current therapist sample, therapists’ reports of limited client
engagement and expressed client concerns were negatively associated with therapists’
reports of their own ability to carry out intended activities in the same session (Gellatly et
al., 2018). That is, when therapists perceived an engagement challenge, they also perceived
that the session did not go as planned. Interestingly, we found that whether or not an
engagement challenge was observed in the session did not correlate with therapist
Augmenting or Reducing the session practice. We did not examine associations between
adaptations and treatment plans or outcomes in the current study. Our findings, combined
with those of Gellatly and colleagues using the same sample of therapists, pose an
interesting phenomenon in which therapists are not significantly more likely to adapt via
Augmenting or Reducing in the face of an engagement challenge, yet therapists report being
derailed from planned session activities during such sessions. Perhaps modifying
presentation or repeating elements are some ways therapists could prevent sessions
derailment. Further examination of these variables may illuminate a need to support
therapists to making practice-consistent adaptations that may encourage client engagement
and subsequently curtail treatment session derailment.
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Limitations and future directions

Limitations of the present study must be considered. The non-random sampling of sessions
is one such limitation. Therapists selected the clients and sessions to report on, which
introduced the potential for self-selecting sessions in which a therapist perceived that an
adaptation did or did not take place. By asking therapists to submit up to three sessions per
three clients, we aimed to balance gathering sufficient sample size to elucidate therapist-,
client-, and session-level variables associated with adaptation types. Studies with increased
numbers of clients and sessions per therapist may provide greater opportunity to examine
correlates of adaptations. Future studies using a similar naturalistic design but with random
selection of clients and sessions are needed to confirm pattern of adaptations found in the
current study. It is worth noting that most sessions reported on by therapists were ones in
which they delivered either MAP or TF-CBT and fewer from Seeking Safety, Triple-P, and
CPP, which was representative of system-wide patterns of practice delivery within PEI
(Brookman-Frazee et al., 2016).

One weakness of the current study was the relatively lower agreement between coders for
the Generalizing and Reducing codes compared with Augmenting codes. Although kappas
were deemed appropriate using conventionally cited cutoffs, other sources recommend more
stringent cutoffs. Relatively lower kappas are one artifact of lower base rates of these codes,
but also caution that additional study and replication is required to fully understand the
landscape of how therapists adapt sessions in ways outside of Augmenting EBPs.

The session survey design did not provide a definition of adaptations for therapists and
instead sought to elicit therapists’ own assessments of what did or did not constitute an
adaptation. This method allowed for understanding adaptations from therapists’ perspectives
and limited priming therapists for specific adaptation types. This approach permitted
comparisons to other researcher-defined adaptation categories from quantitative studies
using structured scales (e.g., Dyson, Chlebowski, & Brookman-Frazee, 2019; Lau et al.,
2017). However, defining how therapists could have adapted a session may have altered
reported frequencies of adaptations overall or for specific adaptation types. Yet, previous
studies using survey methods in the current study context overall suggested similar patterns
of more frequent Augmenting than Reducing adaptations and also allowed for the study of
an additional category of Generalizing adaptations (Lau et al., 2018). Additional studies are
needed to replicate findings on relative rates and contextual factors associated with
adaptation types.

As coding of adaptations was reliant on therapists’ reports of adaptations that took place, it
is certainly plausible that adaptations occurred that were not reported and thereby not
captured within the current study. It is also possible that Reducing adaptations are less likely
to be captured due to impression management concerns in therapist self-report and selection
of sessions for recording. Though the study team was explicit during explanation of study
procedures that sessions were not going to be evaluated for fidelity or adherence, it is still
possible that selection bias was a factor. Additionally, coding for Reducing adaptations may
be difficult to capture within a standalone treatment session since therapists may not report
reductions that they postponed with intentions for later delivery. There were also instances in
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which therapists reported that an adaptation occurred but there was not enough information
provided in the fill-in response that allowed for the adaptation to be coded.

A fruitful next step would be to observationally code adaptations, which would provide rich,
more objective data on in-session adaptations (Snyder et al., 2006). Akin to fidelity coding,
future studies could collect information about planned session activities and then compare
them to actual session delivery in order to observationally code for in-session adaptations.
These steps would allow researchers to further characterize the context for modifications
(e.g., reasons for modifications, if they were planned vs. unplanned), which have been
identified as important to capture when classifying adaptations (Stirman, Baumann, &
Miller, 2019). Furthermore, it would be valuable to elucidate the relationship between
therapist adaptations and fidelity (c.f. FRAME; Stirman, Baumann, & Miller, 2019).
Whereas adaptations are often characterized in opposition to fidelity (i.e., fidelity-
inconsistent adaptations), adaptations can also be fidelity-consistent, driving increased client
buy-in, client engagement, and fit with the client’s specific needs and circumstances
(Stirman et al., 2015). In fact, observational ratings of greater fidelity (i.e., adherence and
competence) and fidelity-consistent adaptations have both been associated with improved
client outcomes in trauma treatment, suggesting that fidelity and adaptation might both
beneficially impact clinical outcomes (Marques et al., 2019). Future studies are needed to
further examine whether the adaptation-fidelity tension indeed represents a false dichotomy.
Implementation scientists are increasingly reflecting on the value generated by both
adaptations and fidelity in determining their optimal balance (von Thiele et al., 2019).
Finally, the current study sought to provide a descriptive look at how therapists adapt EBPs
and correlates of such adaptations. Future studies yoking observer-rated adaptations to
clinical outcomes would address a current gap in the EBP adaptations literature.

Conclusions

The current study contributes to the “adaptome” data commons by codifying community
therapists’ naturalistic practice of adapting EBPs, identifying their types and predictors
within psychotherapy sessions during implementation as usual. Against the backdrop of
increasing implementation of multiple EBPs in community mental health, it is important to
understand the adaptations that therapists are making across diverse interventions, instead of
EBP-specific adaptations that limit generalization. Therapists most often described flexibly
modifying the presentation of content and integrating supplemental content in EBP sessions,
particularly when they were open to EBPs and in sessions with younger youth with
internalizing problems. Codifying therapists’ own descriptions and definitions of adaptations
provided a rich depiction of Augmenting adaptations that help increase the acceptability of
EBPs and Generalizing adaptations to extend their reach to complex, diverse, underserved
clients. Reducing adaptations that pause, shorten, or omit EBP elements were also described
but did not appear driven by negative perceptions of EBPs. Future implementation efforts
should support therapists in identifying avenues to adapt EBPs to increase therapist and
client engagement, while maintaining integrity to core components to drive both extended
reach and positive clinical outcomes of EBPs.

J Community Psychol. Author manuscript; available in PMC 2021 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Kim et al.

Page 16

References

Aarons GA (2004). Mental health provider attitudes toward adoption of evidence-based practice: The
evidence-based practice attitude scale (EBPAS). Mental Health Services Research, 6(2), 61-74. doi:
10.1023/B:MHSR.0000024351.12294.65 [PubMed: 15224451]

Aarons GA, Green AE, Palinkas LA, Self-Brown S, Whitaker DJ, Lutzker JR, ... Chaffin MJ (2012).
Dynamic adaptation process to implement an evidence-based child maltreatment intervention.
Implementation Science, 7(32). doi: 10.1186/1748-5908-7-32

Bagner DM, Rodriguez GM, Blake CA, & Rosa-Olivares J (2013). Home-based preventive parenting
intervention for at-risk infants and their families: An open trial. Cognitive and Behavioral Practice,
20(3), 334-348. doi: 10.1016/j.cbpra.2012.08.001 [PubMed: 25414568]

Bagner DM, Coxe S, Hungerford GM, Garcia D, Barroso NE, Hernandez J, & Rosa-Olivares J (2016).
Behavioral parent training in infancy: A window of opportunity for high-risk families. Journal of
abnormal child psychology, 44(5), 901-912. doi: 10.1007/s10802-015-0089-5 [PubMed: 26446726]

Barnett ML, Brookman-Frazee L, Gonzalez JC, Zhan C, Rodriguez A, Stadnick NA, & Lau AS
(2018). Qualitative reports of how and when therapists adapt children’s evidence-based practices
during community implementation. Journal of Clinical Child & Adolescent Psychology, 19, 1-12.
doi: 10.1080/15374416.2018.1485107

Beidas R, Skriner L, Adams D, Wolk CB, Stewart RE, Becker-Haimes E, ... & Evans A (2017). The
relationship between consumer, clinician, and organizational characteristics and use of evidence-
based and non-evidence-based therapy strategies in a public mental health system. Behaviour
Research and Therapy, 99, 1-10. doi: 10.1016/j.brat.2017.08.011 [PubMed: 28865284]

Benish SG, Quintana S, & Wampold BE (2011). Culturally adapted psychotherapy and the legitimacy
of myth: a direct-comparison meta-analysis. Journal of Counseling Psychology, 58(3), 279.
[PubMed: 21604860]

Bernal G (2006). Intervention development and cultural adaptation research with diverse families.
Family Process, 45(2), 143-51. doi: 10.1111/j.1545-5300.2006.00087.x [PubMed: 16768015]

Bernal G, & Saez-Santiago E (2006). Culturally centered psychosocial interventions. Journal of
Community Psychology, 34(2), 121-132. doi: 10.1002/jcop.20096

Bertrand M, & Pan J (2013). The trouble with boys: Social influences and the gender gap in disruptive
behavior. American Economic Journal: Applied Economics, 5(1), 32—-64. doi: 10.1257/app.5.1.32

Chambers DA, & Norton WE (2016). The Adaptome: Advancing the science of intervention
adaptation. American Journal of Preventive Medicine, 51(4 Suppl 2), S124-131. doi: 10.1016/
j.amepre.2016.05.011 [PubMed: 27371105]

Chorpita BF, Daleiden EL, & Collins KS (2014). Managing and adapting practice: A system for
applying evidence in clinical care with youth and families. Clinical Social Work Journal, 42(2),
134-142. doi: 10.1007/s10615-013-0460-3

Chu BC, & Kendall PC (2009), Therapist responsiveness to child engagement: flexibility within
manual-based CBT for anxious youth. Journal of Clinical Psychology, 65(7), 736-754. doi:
10.1002/jclp.20582 [PubMed: 19391153]

Cicchetti DV (1994). Guidelines, criteria, and rules of thumb for evaluating normed and standardized
assessment instruments in psychology. Psychological Assessment, 6(4), 284. doi:
10.1037/1040-3590.6.4.284

Connolly Gibbons MB, Crits-Christoph P, Levinson J, & Barber J (2003). Flexibility in manual-based
psychotherapies: Predictors of therapist interventions in interpersonal and cognitive-behavioral
therapy. Psychotherapy Research, 13(2), 169-185. doi: 10.1093/ptr/kpg017

Cook JM, Thompson R, & Schnurr PP (2015). Perceived characteristics of intervention scale:
Development and psychometric properties. Assessment, 22, 704-714. doi:
10.1177/1073191114561254 [PubMed: 25520213]

Degnan A, Baker S, Edge D, Nottidge W, Noke M, Press CJ, ... & Drake RJ (2018). The nature and
efficacy of culturally-adapted psychosocial interventions for schizophrenia: a systematic review
and meta-analysis. Psychological Medicine, 48(5), 714-727. [PubMed: 28830574]

J Community Psychol. Author manuscript; available in PMC 2021 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Kim et al.

Page 17

Drake RE, Goldman HH, Leff HS, Lehman AF, Dixon L, Mueser KT, & Torrey WC (2001).
Implementing evidence-based practices in routine mental health service settings. Psychiatric
Services, 52, 179-182. doi: 10.1176/appi.ps.52.2.179 [PubMed: 11157115]

Dyson MW, Chlebowski C, & Brookman-Frazee L (2019). Therapists’ adaptations to an intervention
to reduce challenging behaviors in children with autism spectrum disorder in publicly funded
mental health services. Journal of autism and developmental disorders, 49(3), 924-934. [PubMed:
30368628]

Fristad MA, Ackerman JP, & Nick EA (2018). Adaptation of Multi-Family Psychoeducational
Psychotherapy (MF-PEP) for Adolescents with Mood Disorders: Preliminary Findings. Evidence-
Based Practice in Child and Adolescent Mental Health, 3(4), 252-262. [PubMed: 30854463]

Gellatly R, Brookman-Frazee L, Barnett M, Gonzalez JC, Kim JJ, & Lau AS (2018). Therapist reports
of EBP client engagement challenges in sessions with diverse youth and families in community
mental health settings. Child & Youth Care Forum, doi: 10.1007/510566-018-9472-z

Glisson C, Landsverk J, Schoenwald S, Kelleher K, Hoagwood KE, Mayberg S, & Green P (2008).
Assessing the Organizational Social Context (OSC) of mental health services: Implications for
research and practice. Administration and Policy in Mental Health and Mental Health Services
Research, 35(1), 98-113. doi: 10.1007/s10488-007-0148-5 [PubMed: 18085434]

Greenhalgh T, Glenn R, Bate P, Macfarlane F, & Kyriakidou O (2005). Diffusion of innovations in
health service organizations: A systematic literature review. Oxford, England: Blackwell.

Hall GCN, Ibaraki AY, Huang ER, Marti CN, & Stice E (2016). A meta-analysis of cultural
adaptations of psychological interventions. Behavior Therapy, 47(6), 993-1014. [PubMed:
27993346]

Hamilton JD, Kendall PC, Gosch E, Furr JM, & Sood E (2008). Flexibility within fidelity. Journal of
the American Academy of Child and Adolescent Psychiatry, 47(9), 987-993. doi: 10.1097/
CHI.0b0O13e31817eed2f [PubMed: 18714195]

Hill LG, Maucione K, & Hood BK (2007). A focused approach to assessing program fidelity.
Prevention Science, 8(1), 25-34. doi: 10.1007/s11121-006-0051-4 [PubMed: 16967341]

Huey SJ Jr, & Polo AJ (2017). Evidence-based psychotherapies with ethnic minority children and
adolescents. Evidence-Based Psychotherapies for Children and Adolescents, 361-378.

Huey SJ Jr, & Polo AJ (2008). Evidence-based psychosocial treatments for ethnic minority youth.
Journal of Clinical Child & Adolescent Psychology, 37(1), 262—-301. [PubMed: 18444061]

Kataoka S, Novins DK, & Santiago CD (2010). The practice of evidence-based treatments for ethnic
minority youth. Child and Adolescent Psychiatric Clinics of North America, 19(4), 775-789. doi:
10.1016/j.chc.2010.07.008 [PubMed: 21056346]

Kumpfer KL, Alvarado R, Smith P, & Bellamy N (2002). Cultural sensitivity and adaptation in family-
based prevention interventions. Prevention Science, 3(3), 241-246. doi: 10.1023/
A:1019902902119 [PubMed: 12387558]

Lau A, Barnett M, Stadnick N, Saifan D, Regan J, Wiltsey Stirman S, Roesch S, & Brookman-Frazee
L (2017). Therapist report of adaptations to delivery of evidence-based practices within a system-
driven reform of publicly funded children’s mental health services. Journal of Consulting and
Clinical Psychology, 85(7), 664—675. doi: 10.1037/ccp0000215 [PubMed: 28471210]

Lau AS, & Brookman-Frazee L (2016). The 4KEEPS study: Identifying predictors of sustainment of
multiple practices fiscally mandated in children’s mental health services. Implementation Science,
11(31), 1-8. doi: 10.1186/s13012-016-0388-4 [PubMed: 26727969]

Lau AS, Gonzalez JC, Barnett ML, Kim JJ, Saifan D, & Brookman-Frazee L (2018). Community
therapist reports of client engagement challenges during the implementation of multiple EBPs in
children’s mental health. Evidence-Based Practice in Child and Adolescent Mental Health, 3(3),
197-212. doi: 10.1080/23794925.2018.1455545 [PubMed: 31263771]

Los Angeles County Department of Mental Health (2018). Prevention and early intervention (PEI).
Retrieved from https://dmh.lacounty.gov/about/mhsa/pei/

Lundgren L, Amodeo M, Cohen A, Chassler D, & Horowitz A (2011). Modifications of evidence-
based practices in community-based addiction treatment organizations: A qualitative research
study. Addictive Behaviors, 36(6), 630-635. doi: 10.1016/j.addbeh.2011.01.003 [PubMed:
21310541]

J Community Psychol. Author manuscript; available in PMC 2021 May 01.


https://dmh.lacounty.gov/about/mhsa/pei/

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Kim et al.

Page 18

Marques L, Valentine SE, Kaysen D, Mackintosh M, Silva DD, Ahles EM, ... Wiltsey-Stirman S
(2019). Provider fidelity and modifications to cognitive processing therapy in a diverse community
health clinic: Associations with clinical change. Journal of Consulting and Clinical Psychology,
87(4), 357-369. doi: 10.1037/ccp0000384 [PubMed: 30883163]

Owen J, & Hilsenroth MJ (2014). Treatment adherence: The importance of therapist flexibility in
relation to therapy outcomes. Journal of Counseling Psychology, 61(2), 280-288. doi: 10.1037/
20035753 [PubMed: 24635591]

Ozer EJ, Wanis MG, & Bazell N (2010). Diffusion of school-based prevention programs in two urban
districts: Adaptations, rationales, and suggestions for change. Prevention Science, 11(1), 42-55.
doi: 10.1016/j.addbeh.2011.01.003 [PubMed: 19697133]

Rabin BA, McCreight M, Battaglia C, Ayele R, Burke RE, Hess PL, ...Glasgow RE (2018).
Systematic, multimethod assessment of adaptations across four diverse health systems
interventions. Front Public Health, 6, 102. doi: 10.3389/fpubh.2018.00102 [PubMed: 29686983]

Reding ME, Chorpita BF, Lau AS, & Innes-Gomberg D (2014). Providers’ attitudes toward evidence-
based practices: is it just about providers, or do practices matter, too?. Administration and Policy
in Mental Health and Mental Health Services Research, 41(6), 767-776. doi: 10.1007/
$10488-013-0525-1 [PubMed: 24166077]

Rogers EM (1962). Diffusion of innovations. New York, NY: Free Press.

Rogers EM (2003). Diffusion of innovations (5th ed.). New York, NY: Free Press

Roulette JW, Hill LG, Diversi M, & Overath R (2017). Cultural adaptations of the Strengthening
Families Programme 10-14 in the US Pacific Northwest: A qualitative evaluation. Health
Education Journal, 76(2), 169-181. doi: 10.1177/0017896916654726

Southam-Gerow MA, Rodriguez A, Chorpita BF, & Daleiden EL (2012). Dissemination and
implementation of evidence based treatments for youth: Challenges and recommendations.
Professional Psychology: Research and Practice, 43(5), 527-534. doi: 10.1037/a0029101

Stern SB, Alaggia R, Watson K, & Morton TR (2008). Implementing an evidence-based parenting
program with adherence in the real world of community practice. Research on Social Work
Practice, 18(6), 543-554. doi: 10.1177/1049731507308999

Stirman SW, Baumann AA, & Miller CJ (2019). The FRAME: An expanded framework for reporting
adaptations and modifications to evidence-based interventions. Implementation Science, 14(1), 58.
[PubMed: 31171014]

Stirman SW, Calloway A, Toder K, Miller CJ, DeVito AK, Meisel SN, ... & Crits-Christoph P (2013).
Community mental health provider modifications to cognitive therapy: implications for
sustainability. Psychiatric Services, 64(10), 1056-1059. doi: 10.1176/appi.ps.201200456
[PubMed: 24081406]

Stirman SW, Gutner C, Crits-Christoph P, Edmunds J, Evans AC, & Beidas RS (2015). Relationships
between clinician-level attributes and fidelity-consistent and fidelity-inconsistent modifications to
an evidence-based psychotherapy. Implementation Science, 10(1), 115. doi: 10.1186/
$13012-015-0308-z [PubMed: 26268633]

Stirman SW, Miller CJ, Toder K, & Calloway A (2013). Development of a framework and coding
system for modifications and adaptations of evidence-based interventions. Implementation
Science, 8(65), doi: 10.1186/1748-5908-8-65

Sundell K, Beelmann A, Hasson H, & von Thiele Schwarz U (2016). Novel programs, international
adoptions, or contextual adaptations? Meta-analytical results from German and Swedish
intervention research. Journal of Clinical Child & Adolescent Psychology, 45(6), 784-796.
[PubMed: 25864716]

Synder J, Reid J, Stoomiller M, Howe G, Brown H, Dagne G, & Cross W (2006). The role of behavior
observation in measurement systems for randomized prevention trials. Prevention Science, 7, 43—
56. doi: 10.1007/s11121-005-0020-3. [PubMed: 16572301]

Taylor WD, Asgary-Eden V, Lee CM, & LaRoche KJ (2015). Service providers’ adherence to an
evidence-based parenting program: What are they missing and why? Journal of Child and Family
Studies, 24(1), 50-6. doi: 10.1007/s10826-013-9812-4

J Community Psychol. Author manuscript; available in PMC 2021 May 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Kim et al.

Page 19

Van Mourik K, Crone MR, De Wolff MS, & Reis R (2017). Parent training programs for ethnic
minorities: A meta-analysis of adaptations and effect. Prevention Science, 18(1), 95-105.
[PubMed: 27882498]

von Thiele Schwarz U, Aarons GA, & Hasson H (2019). The Value Equation: Three complementary
propositions for reconciling fidelity and adaptation in evidence-based practice implementation.
BMC Health Services Research, 19(1), 868. [PubMed: 31752846]

Weisz JR, Kuppens S, Eckshtain D, Ugueto AM, Hawley KM, & Jensen-Doss A (2013). Performance
of evidence-based youth psychotherapies compared with usual clinical care: a multilevel meta-
analysis. JAMA Psychiatry, 70(7), 750-61. doi: 10.1001/jamapsychiatry.2013.1176 [PubMed:
23754332]

Wogan M, & Norcross JC (1983). Dimensions of psychotherapists’ activity: A replication and
extension of earlier findings. Psychotherapy: Theory, Research & Practice, 20(1), 67-74. doi:
10.1037/h0088480

J Community Psychol. Author manuscript; available in PMC 2021 May 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

Kim et al.

30 sessions with I

731 sessions

Page 20

1429 sessions with therapist-|
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300 sessions with no
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response regarding
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6 sessions without a
description of the
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and Reducing description of the
adaptations adaptation
described

272 sessions with
Augmenting adaptations
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presentation
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EBP delivery
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37 sessions repeating
components
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materials
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with other services

Figure 1.
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Table 1.
Therapist and client characteristics
M SD Range
Therapist Level Characteristics
Therapist age (in years) 3414 886 25-62
Therapist caseload 17.14  6.95 1-44
Years Practicing 441 4.40 0-35
EBPAS Openness 3.02 .66 154
EBPAS Divergence 1.45 .84 0-3.83
Client Level Characteristics
Client age (in years) 9.77 3.84 1-18
N %
Therapist Level Variables
Gender
Female 90 88.24
Male 12 11.76
Race/Ethnicity
Non-Hispanic White 22 21.57
Hispanic 57 55.88
African American 8 7.84
Asian Pacific Islander 15 14.71
Licensure
Yes 19 18.63
No 83 8137
Discipline
Marriage & Family Therapist 52 50.98
Counseling, Clinical, School Psychologist 13 12.75
Social Worker 34 33.33
Other 3 2.94
Education
Below Masters 4 3.92
Masters 87 85.29
Doctoral 11 10.78
Client Level Variables
Race/Ethnicity
Non-Hispanic White 13 4.64
Hispanic 198 70.71
Other 69 24.64
Gender
Female 143 51.25
Male 136 48.75
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Mixed-effects logistic regression of therapist adaptations predicted by client, therapist, and session-related

factors

Augment Adaptationa (N=659) Reducing Adaptationb (N =643)

nd OR SE OR SE

Therapist-level predictors
Licensure (Not licensed) 485

Licensed 128 1.03 .39 1.03 .57
Therapist Gender (Female) 542

Male 71 1.26 .64 .49 43
Therapist Race (Non-Hispanic White) 138

Hispanic 348 .64 .24 41 .23

Other 127 .65 .29 a7 48
Discipline (MFT) 336

Counseling, clinical, school psychology 45 1.61 a7 .87 .62

Social Work 215 1.43 A7 1.70 .82

Other 17 1.43 1.40 -- -
Therapist Caseload -- .99 .02 .94 .03
EBPAS Divergence -- 91 17 a7 .23
EBPAS Openness - 1.79% 43 1.26 44
Client-level predictors
Client Gender (Female) 329

Male 290 1.41 .34 1.04 .38
Client Race (Non-Hispanic White) 38

Hispanic 445 1.84 .92 .82 .55

Other 137 158 .85 .96 .69
Client Age - [y daisidl .03 1.03 .06
Session-level predictors
Presenting Problem (Internalizing) 278

Externalizing 237 a7 12 39" 19

Trauma 204 .80 .30 .51 .25
Involvement in Session (Child Only) 422

Caregiver Only 73 1.03 44 1.79 1.31

Youth & Caregiver 235 .89 .24 201 7 .78
Practice (MAP) 379

Child-Parent Psychotherapy 51 8% 17 49 .50

Seeking Safety 27 1.33 .88 2.72 2.59

Trauma Focused-CBT 233 38" .16 1.57 .89

Triple-P 39 .82 .55 .39 .54

-- .93 .33 1.10 45

. c
Expressed client concerns
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Augment Adaptationa (N=659) Reducing Adaptationb (N =643)

nd OR SE OR SE
Limited engagementc - 1.05 30 159 65
PCIS of session practice -- .95 18 .81 .23
Constant -- 71 .65 .25 .33

Note. Reference group for categorical variables in parentheses.
a . . Lo .
Compared to base outcome of no Augmenting adaptation described in the session.
b . . . .
Compared to base outcome of no Reducing adaptation described in the session.
c . . .
Therapist-report; Coded for No/Yes for at least one occurrence of the engagement challenge during session.
d . i . .
Number of sessions for each group within categorical variables.
fﬂ< 10,
*
p<.05,
HA
p<.01,

HokA

p<.001
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