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Abstract

Treatment adherence measurement can be time and resource-intensive in clinical trials, so the
ability to measure protocol adherence for two distinct treatment programs with a single measure
may benefit the field. The present study sought to determine if the Therapy Process Observational
Coding System — Revised Strategies Scale (TPOCS-RS) could assess protocol adherence to two
youth treatment programs. Treatment sessions (A = 796) from 55 youth (M age = 9.89 years, SD =
1.71; range 7-15 years; 55.0% White; 46.0% female) with primary anxiety problems treatment by
39 clinicians (M age = 40.54 years, SD = 9.56; 50.0% White; 80.0% female) were independently
scored by coders using observational treatment adherence and alliance measures. The youth
received one of three treatments: (a) Standard (i.e., cognitive-behavioral treatment program), (b)
Modular (i.e., a program with cognitive-behavioral and parent training components), or (c¢) Usual
Care. Consultants filled out a self-report measure of protocol adherence within the Standard and
Modular conditions. Interrater reliability, ICC(2,2) for the various items for the full sample ranged
from .17 to .92 (M ICC = .67; SD = .17). Scores from a TPOCS-RS subscale that mapped onto the
specific content of the treatment protocols used in the Standard and Modular conditions evidenced
convergent validity with the consultant-report adherence measure and discriminant validity with
the alliance measure. The model-specific TPOCS-RS subscales also discriminated between the
Standard and Modular treatments and Usual Care. This study provides initial evidence that (a) the
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TPOCS-RS has utility in estimating protocol adherence in different treatment programs and (b)
support the score validity of the self-report consultation records.

Keywords

treatment integrity; cognitive-behavioral therapy; youth anxiety

Psychosocial treatment evaluation and implementation research both emphasize the
importance of assessing treatment integrity (Cox et al., 2019; Proctor et al., 2011).
Treatment integrity definitions often include three components focused on the delivery of
therapeutic techniques (e.g., a discrete practice delivered by a clinician such as exposure)
that are specified in treatment protocols (Regan et al., 2019). These components include
adherence (i.e., delivery of techniques specified in a protocol), differentiation (i.e., delivery
of techniques not found in the protocol), and competence (i.e., how well the techniques
specified in a protocol are delivered; Schoenwald et al., 2011). Though the measurement of
treatment integrity is important, the methods and measures used to assess treatment integrity
vary greatly (Cox et al., 2019).

Most treatment integrity measures are designed to assess adherence to a protocol for a
specific youth emotional or behavioral problem (Cox et al., 2019). Typically, these measures
were developed to facilitate manipulation checks (i.e., a test to ascertain if a variable

was successfully manipulated) intended to determine if the techniques from a specific
psychosocial treatment (hereafter called freatment) was delivered as quantified in the
protocol (Cox et al., 2019). This is called protocol adherence and is defined as determining
the extent to which the techniques specified in a protocol are delivered by a clinician over
treatment. Determining protocol adherence can be useful early in treatment development

or during efficacy testing (Carroll & Nuro, 2002). However, measures designed to capture
specific techniques from a particular protocol may not be a good fit for all research questions
(Schoenwald et al., 2011).

Treatment-treatment comparisons are commonplace in effectiveness and implementation
research (see Weisz et al., 2012). Such studies may include comparisons between two
treatments (e.g., Haugland et al., 2020), a treatment and usual care (e.g., Southam-Gerow et
al., 2010), or some combination thereof (e.g., Weisz et al., 2012). Measurement of protocol
adherence in such studies can serve as a manipulation check or as a dependent variable (i.e.,
if training and consultation were successful; Proctor et al., 2011).

Beyond protocol adherence, measurement of differentiation can help answer certain
questions relevant to effectiveness and implementation research. When clinicians in
community settings are trained to deliver a specific treatment program, they may deliver
techniques that are not included or are proscribed (i.e., expressly forbidden) by the treatment
protocol (e.g., the use of psychoanalytic techniques in cognitive-behavioral therapy [CBT];
Smith et al., 2017). Moreover, usual care, defined as the treatment typically provided

and believed to be effective by clinicians in community-based mental health settings, can
contain a wide range of techniques that are associated with various theoretical orientations
(Brookman-Frazee et al., 2010; Garland et al., 2010), including techniques found in
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evidence-based treatments (Smith et al., 2017). As it is difficult to predict what techniques
may be delivered by clinicians in community settings, assessing differentiation can aid
interpretation of findings by allowing researchers to gauge “treatment purity” (Schoenwald
etal., 2011) or characterize treatment modifications (i.e., changes made to a treatment to
promote fit with a new service context; Marques et al., 2019).

Though the assessment of protocol adherence and differentiation helps to answer certain
research questions, the design of existing measures can make the efficient measurement of
protocol adherence and differentiation difficult (Schoenwald et al., 2011). Most treatment
integrity measures are designed to gauge protocol adherence for a specific treatment
(Southam-Gerow et al., 2016), so more than one measure may be needed to assess protocol
adherence and differentiation (Collyer et al, 2019; Cox et al., 2019). For example, a
treatment-treatment comparison may require the use of two treatment-specific adherence
measures and a differentiation measure. A single measure that assesses both protocol
adherence and differentiation may thus offer some benefits.

Recognizing the need for more efficient measurement options, some researchers have moved
away from developing treatment integrity measures for a specific treatment model (e.qg.,
Garland et al., 2010; McLeod et al., 2015; Southam-Gerow et al., 2016). Instead of including
items developed based on the content of a particular treatment protocol, items assess discrete
techniques found across multiple treatments for one or more youth emotional and behavioral
problems (e.g., Garland, et al., 2010; Southam-Gerow et al., 2016). A measure designed to
capture a wide range of techniques from multiple treatment approaches (e.g., CBT, family
therapy, parent-training) for various problem types may allow researchers to use a single
measure to assess both protocol adherence and differentiation.

The Therapy Process Observational Coding System-Revised Strategy scale (TPOCS-RS;
McLeod et al., 2015) has design features that may allow researchers to use it to assess
protocol adherence and differentiation. The measure is designed to provide extensiveness
estimates, based on a 7-point Likert-type scale (Hogue et al., 1996), for techniques from
five theory-based domains (e.g., cognitive, psychodynamic). These ratings provide quantity,
or dosage, information about each technique, which is appropriate for estimating protocol
adherence and differentiation, but do not provide estimates of competence. Also, the
TPOCS-RS is not problem specific, so it can be used to characterize treatment delivery

for different youth behavioral and emotional problems (e.g., Southam-Gerow et al., 2010).
Originally designed to characterize the techniques delivered in usual care, the TPOCS-RS
has shown promise as a differentiation measure (McLeod et al., 2015; Smith et al., 2017).
Though the TPOCS-RS items were not designed to assess techniques found in specific
treatment protocols, it may be possible to estimate protocol adherence by mapping TPOCS-
RS items onto the content of specific treatment protocols. If the TPOCS-RS shows potential
in assessing protocol adherence to specific treatment protocols, then for certain research
questions it could provide a way to assess both protocol adherence and differentiation with a
single measure.

The goal of this study was to evaluate the potential of the TPOCS-RS to assess protocol
adherence for two distinct treatment programs delivered in community settings. To estimate
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protocol adherence, the TPOCS-RS items and subscale scores need to demonstrate several
reliability and validity features. First, TPOCS-RS items that map onto the content of

a treatment protocol would need to demonstrate adequate interrater reliability (ICC >
.40; Cicchetti, 1994). Second, a TPOCS-RS subscale comprised of items that map onto
the content of each treatment protocol would need to evidence overlap with scores on
measures designed to gauge protocol adherence for a specific treatment program (i.e.,
convergent validity). Third, variation in scores on the TPOCS-RS subscale comprised of
items that map onto the content of a protocol need to replicate the pattern of associations
with other TPOCS-RS subscales and the alliance reported in previous integrity research
(i.e., discriminant validity; e.g., McLeod et al., 2015). Finally, the TPOCS-RS subscales
comprised of items that map onto the content of each treatment protocol would need

to detect expected differences between each program and usual care (i.e., discriminative
validity; Weisz et al., 2012).

To achieve study goals, the TPOCS-RS was used to code treatment sessions for youth with
primary anxiety problems who participated in a randomized effectiveness trial. Youth and
clinicians were randomized to a standard manual condition who delivered the Coping Cat
program (Kendall & Hedtke, 2006), to a modular condition that delivered the Modular
Approach to Therapy with Children (MATCH; Chorpita & Weisz, 2005), or to usual care.
Coping Cat is a child-focused CBT program designed for youth with anxiety disorders
whereas MATCH is a set of CBT and parent-management training techniques designed for
youth with anxiety, depression, and conduct problems. As youth in this study presented
with primary anxiety problems, clinicians delivered MATCH used CBT techniques to
address anxiety problems, though other CBT and parent management techniques could be
referenced if needed during treatment to address other problems. Though previous research
has examined the score reliability and validity of the TPOCS-RS (e.g., McLeod et al., 2015;
McLeod & Weisz, 2010), this is the first study to examine the potential of the TPOCS-RS to
estimate protocol adherence.

Data Sources and Participants

Treatment data were collected from 55 youth (M age = 9.89 years, SD=1.71; range 7-15
years; 55.0% White; 46.0% female, 54.0% male) and 39 clinicians (M age = 40.54 years,
SD = 9.56; 50.0% White; 80.0% female, 20.0% male) who participated in a randomized
effectiveness trial called the Child STEPS Multisite Trial (Weisz et al., 2012) conducted
between 2005 and 2010. To be eligible for the Child STEPS Multisite Trial, youth had

to meet DSM-IV-TR (American Psychiatric Association, 2000) criteria according to the
Children’s Interview for Psychiatric Syndromes (CHIPS; Weller et al., 1999a,b) or have
clinically elevated problems (T-score > 65) on the Child Behavior Checklist or Youth Self
Report (Achenbach & Rescorla, 2000) in at least one of three areas: anxiety, depression,

or conduct problems. The Child STEPS Multisite Trial used a cluster randomization
design. Clinicians were assigned to one of three conditions randomly, with stratification by
educational level (master’s vs doctoral degree): standard manualized treatment (Standard),
modular manualized treatment (Modular), or usual care. Youth assigned to a study clinician
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as part of the standard clinic referral process was able to be screened, and if found to be
eligible for the study, invited to consent.

For inclusion in the current study, youth had to (a) present with a primary anxiety problem
(i.e., CHIPS diagnosis of specific phobia, separation anxiety disorder, generalized anxiety
disorder, social phobia, obsessive-compulsive disorder, posttraumatic stress disorder, panic
disorder without agoraphobia or a T-score > 65 on the CBCL Anxious-Depressed subscale),
(b) have at least two audible recorded sessions, and (c) have received treatment from a single
clinician. A total of 13 youth with primary anxiety problems and six clinicians from the
Child STEPS Multisite Trial did not meet these inclusion criteria. Video- and audio-recorded
sessions collected in the Child STEPS Multisite Trial served as the data for the present
study. The study was institutional review board approved. Parents provided written informed
consent, and youth gave written or oral assent.

Out of the 55 youths with a primary anxiety problem who met inclusion criteria for the
current study, 22 youths were allocated to the Standard condition (M age = 9.77 years; SD =
1.51; 50.0% female, 50.0% male; 72.7% White), 16 youths to the Modular condition (M age
=9.94 years; SD = 1.88; 43.7% female, 56.3% male; 43.8% White), and 17 youths to the
Usual Care condition (M age = 10.00 years; SD = 1.87; 41.2% female, 58.8% male; 41.2%
White). Findings from Child STEPS Multisite Trial indicated that at post-treatment youth in
the Modular condition had better outcomes on multiple clinical measures than youth in the
Standard and Usual Care conditions. See Table 1 for descriptive information.

The 39 clinicians who volunteered to participate were randomly assigned to condition. The
16 clinicians (M age = 43.56 years; SD = 9.96; 82.2% female, 18.8% male; 50.0% White) in
the Standard condition averaged 7.17 years (SD = 7.75) of clinical experience and included
37.5% master’s-level social workers, 31.3% master’s-level psychologists, 6.3% doctoral-
level psychologists, and 25.0% classified as “other” (e.g., marriage and family therapist).
The 10 clinicians (M age = 35.20 years; SD = 6.81; 80.0% female, 20.0% male; 40.0%
White) in the Modular condition averaged 5.25 years (SD = 4.83) of clinical experience and
included 50.0% master’s-level social workers, 20.0% master’s-level psychologists, 10.0%
doctoral-level psychologists, and 20.0% classified as “other.” The 13 clinicians (M age =
40.00 years; SD=9.18; 76.9%, 23.1% male; 61.5% White) in the Usual Care condition
averaged 4.69 years (SD = 5.34) of clinical experience and included 38.5% master’s-level
social workers, 23.1% master’s-level psychologists, 30.7% doctoral-level psychologists, and
7.7% classified as “other.” See Table 2 for clinician descriptive information.

Treatment Conditions

Standard.—The Coping Cat program, a child-focused CBT program for youth diagnosed
with anxiety disorders (Kendall & Hedtke, 2006), was delivered in the Standard condition.
Coping Cat consists of 16 sessions; 14 sessions are conducted individually with the youth,
and two sessions are conducted with the caregiver. The first half of treatment focuses

on anxiety management skills training (e.g., problem solving), whereas the second half
emphasizes exposures. Sessions are designed to be delivered in a predetermined order

for each youth. If at the end of the Coping Cat program a secondary depressive or
disruptive behavior disorder was present, a second treatment for depression (i.e., Primary
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and Secondary Control Enhancement Training [PASCET]) or disruptive behavior (i.e.,
Defiant Children) was delivered.

Modular.—MATCH (Chorpita & Weisz, 2005) was delivered in the Modular condition.
MATCH is comprised of modules designed to address anxiety, depression, and conduct
problems. The modules are comprised of CBT and parent-training techniques that
correspond to those found in (a) Coping Cat (Kendall & Hedtke, 2006), (b) PASCET, a
CBT program for depression (Weisz et al., 1999), and (c) Defiant Children, a behavioral
parent training program for conduct problems (Barkley, 2013). Flowcharts specify a default
order of modules for each problem area. Youth and caregiver scores on baseline measures
were used to identify the primary problem area and the corresponding flowchart. As the
current study focused on youth with primary anxiety problems, all of the clinicians used the
flowchart associated with anxiety. However, if a crisis, stressor, or comorbid condition arose
during treatment, clinicians were free to reference the flowcharts to incorporate modules
designed to address those conditions, permitting a return to the focus on anxiety. The
treatment protocol likewise enabled a clinician to shift the treatment focus, if evidence
indicated that another problem warranted primary consideration (e.g., depression).

Usual care.—Clinicians in the Usual Care condition continued their normal procedure for
conducting treatment, including the frequency and model of supervision (see Weisz et al.,
2012). The clinicians in Usual Care reported the following theoretical orientations: 30.8%
CBT, 30.8% eclectic, 15.4% psychodynamic, 15.4% “other,” and 7.7% family systems.

Training and consultation.—The same training and consultation procedures were

used in the Standard and Modular conditions and included a treatment protocol, training
workshop, and weekly consultation with an expert. Training was held with all clinicians
over six days, with two days allocated to each problem area (anxiety, depression, and
conduct). Postdoctoral project consultants, all with PhDs in clinical psychology and all with
training and clinical experience in CBT, were trained in MATCH components by experts

in each treatment protocol. The consultants engaged the clinicians in weekly discussions
that included review of measurement feedback on client progress and practices delivered
(Chorpita et al., 2008). A treatment protocol adherence check revealed that 92.8% of session
content in the Standard condition was model specific and 7.2% of content was not part of
the protocol; 82.9% of session content in the Modular condition was specific to the protocol
and 17.1% of content was not part of the protocol. In Usual Care, 91.4% of content was

not found in the protocols used in the Standard or Modular conditions, indicating that the
majority of the techniques delivered in Usual Care were distinct from those delivered in the
Standard and Modular conditions. See Weisz et al. (2012) for details regarding the training,
consultation, and protocol adherence checks.

Instrumentation

Therapy Process Observational Coding System for Child Psychotherapy—
Revised Strategies scale—(TPOCS-RS; McLeod et al., 2015) is a 47-item measure
designed to assess clinician delivery of techniques across five theory-based subscales:
Cognitive (4 items; e.g., “Cognitive Distortions”), Behavioral (9 items; e.g., “Operant
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Strategies—Child™), Psychodynamic (5 items; e.g., “Interpretation”), Family (8 items; e.g.,
“Parenting Skills™), and Client-Centered (4 items; e.g., “Positive Regard™). Seventeen
additional items (e.g., “Homework”) represent techniques that play a meaningful role in
treatment but are not associated with a subscale. Four items were added to the TPOCS-RS:
“Crisis Management” (i.e., helps client address an urgent event), “Case Management” (i.e.,
activities designed to coordinate services designed to supplement treatment), “Therapy
Engagement” (i.e., addresses barriers to treatment participation), and “Educational Support”
(i.e., exercises to assist youth with academic problems). Feedback from coders who had used
the TPOCS-RS (see McLeod et al., 2015) to code sessions conducted in different settings
(research vs clinical) and representing various treatment types (CBT vs Usual Care) led to
the addition of these four items. These items expanded the number of delivery methods

and incorporated supportive techniques (e.g., “Case Management”). An item was added to
the Family subscale: “Operant Strategies—Parent” (i.e., teaches principles of or encourages
parents to use an operant system), which allowed for the separation of operant techniques
targeted at the youth (“Operant Strategies—Child”; i.e., therapist teaches principles of operant
system or uses an operant system with the youth) from those directed at the caregiver.
Coders rate the extent to which the clinician engages in each technique during an entire
session on a 7-point extensiveness scale: 1 = “not at all” to 7 = “extensively.” The TPOCS-
RS, or variants thereof (i.e., PRAC-TPOCS, Garland et al., 2010; TPOCS-S, McLeod &
Weisz, 2010), have demonstrated mean item interrater reliability ranging from ICC .59 to
.86 (e.g., McLeod et al., 2015; McLeod & Weisz, 2010), provided evidence of construct
validity in research- and community-based samples (McLeod et al., 2015; Southam-Gerow
et al., 2016), differentiated between treatment types (e.g., Southam-Gerow et al., 2010), and
demonstrated predictive validity (Garland et al., 2014). See Table 3 for a definition of each
TPOCS-RS item; the TPOCS-RS scoring manual is available from the first author.

The TPOCS-RS “Anxiety” subscale was used to estimate protocol adherence in each
condition, since the techniques used to address primary anxiety problems were the same

in the Standard and Modular conditions. This subscale, used in previous studies focused on
the Coping Cat program (see McLeod et al., 2015; Smith et al., 2017; Southam-Gerow et
al., 2010), contains six cognitive and behavioral items that map onto the content of CBT
programs for youth anxiety (see Table 3): “Cognitive Education,” “Cognitive Distortion,”
“Coping Skills,” “Relaxation,” “Operant-Child,” and “Respondent.” To facilitate the
evaluation of discriminant validity, we created additional condition-specific subscales. First,
we generated the TPOCS-RS Non-Standard subscale comprised of the child-focused CBT
techniques not used in the Anxiety subscale: “Functional Analysis,” “Skill Building,” and
“Behavioral Activation.” Second, for the Modular condition we created two subscales (a)

a TPOCS-RS Non-Modular subscale comprised of the “Functional Analysis” and “Skill
Building” items—"Behavioral Activation” was not included because it is included in the
MATCH protocol as part of techniques used to address depression; and (b) a modified
TPOCS-RS Family subscale used for analyses involving the Modular condition comprised
of “Recruits Others,” “Parenting Style,” “Multiparticipant Interactions,” and “Family
Member Roles”—the “Targets Others,” “Operant Strategies-Parent,” and “Parenting Skills”
items were not included because these techniques are in the MATCH protocol to address
conduct problems. Scores on each TPOCS-RS subscale, including the Psychodynamic,
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Family, Client-Centered subscales, were generated by first producing a mean score on each
item across coders and then averaging the item scores on each subscale.

MATCH and Standard Consultation Records—(Ward et al., 2013) represent two
consultant-report measures designed to capture what techniques were delivered in a session
in the Standard and Modular conditions within the Child STEPs Multisite Trial (Ward et
al., 2013). Items on the Standard Consultation Record (i.e., Consultation Standard) consist
of techniques of the Coping Cat protocol (e.g., “FEAR Plan,”), while items on the MATCH
Consultation Record (i.e., Consultation Modular Anxiety) consist of the components of the
MATCH protocol (e.g., “Cognitive STOP,”). Data were gathered during weekly meetings
between a clinician and project consultants via a collaborative semi-structured interview
where a clinician reported the practices used and the consultant asked follow-up questions.
Scores on the Consultation Standard and Consultation Modular Anxiety scales have
demonstrated good interrater reliability (ICCs ranged from .50 to 1.00; M/ = .80) when

rated by independent observers, and evidence of convergent validity when compared to
consultation records scored by independent observers (Ward et al., 2013). For each item,
the consultant could select “no selection,” “covered-part” (partial coverage of the session
content), or “covered-full” (full coverage of the session content). For this study, scores
were recoded into a 3-point scale such that no selection = 0, “covered-part” = 1, and
“covered full” = 2. For the Standard condition, we used the Consultation Standard scale
comprised of the items focused on anxiety techniques. For the Modular condition, we
created a Consultation Modular Anxiety scale comprised of the items focused on techniques
for anxiety. Scale scores for each session were created by averaging the items on each scale.

Therapy Process Observational Coding System for Child Psychotherapy—
Alliance scale—(TPOCS-A; McLeod & Weisz, 2005) assesses the quality of the client-
clinician alliance in youth treatment. Six items assess affective elements of the relationship,
and three items assess client participation in therapeutic activities. Coders observe entire
sessions and rate each item on a 6-point scale ranging from 0 (“not at all””) to 5 (“a great
deal”). The TPOCS-A has demonstrated item interrater reliability ranging from .48 to .80
(MICC = .67) and internal consistency ranging from .91 to .95 (M a = .92). Scores on the
TPOCS-A scale have demonstrated evidence of convergent validity with self-report alliance
measures ranging from s .48 to .53 (e.g., Fjermestad et al., 2012; Liber et al., 2010) and
predictive validity with clinical outcomes (Liber et al., 2010; McLeod & Weisz, 2005).
Interrater reliability, ICC(2,2), for the TPOCS-A in the present sample was .85; internal
consistency was .89.

Coding and Session Sampling Procedures

Two doctoral students in clinical psychology comprised the TPOCS-RS coding team
(100.0% female; Mage 27.00 years, SD = 1.41; 50.0% White, 50.0% Latina), and three
doctoral students in clinical psychology (M age = 26.00 years, SD = 2.00; 100.0% female;
66.7% White, 33.3% Asian-American) comprised the TPOCS-A team. Training progressed
through the same steps for each measure. First, coders received detailed instruction in

the scoring manual, reviewed sessions with the trainers, and engaged in coding exercises
designed to expand understanding of each item. Second, coders engaged in both group
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and independent coding and discussed results in weekly meetings. Lastly, each coder
independently coded 40 sessions; reliability was assessed against master codes. To be
certified for independent coding, each coder had to demonstrate “good” reliability on each
item (ICC > .59; Cicchetti, 1994). Once trained, coders typically scored a treatment session
in about 47 minutes (M session length = 41.39 minutes, SD =12.58 + 5 minutes; see Table
1). All available sessions for each case were coded except the first and last session as these
sessions may contain intake or termination content. A total of 876 sessions were held; 796
(90.8%) were rated (94.7% Standard, 7= 359; 93.8% Modular, 7= 244; 81.4% Usual Care,
n=193). Sessions were not rated if: (a) less than 15 minutes were audible, or (b) the
recording was missing. Coding order was determined by random assignment. Each session
was double-coded. Coders were naive to study hypotheses.

Assessments Collected in the Original RCT

Results

The Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2000) was used to assess
symptomatology in the Child STEPS Multisite Trial. In the current investigation, t-scores
on three CBCL scales were used for descriptive purposes and group comparisons: Total,

Internalizing (broadband), Externalizing (broadband).

Preliminary Analyses

We conducted sample bias analyses to ascertain if the 55 youths and 39 clinicians selected
for the current study differed from the other participants in the anxiety subsample of Child
STEPs Multisite Trial (see Weisz et al., 2012). Thirteen youth participants with primary
anxiety problems and six clinicians from the Child STEPS Multisite Trial were not included
in the current study because they did not meet inclusion criteria. The excluded youths and
clinicians did not differ from youth and clinicians in the current sample. For the sample of
55 youths, comparisons across the Standard, Modular, and Usual Care conditions for youth
and clinician characteristics were examined. Only one significant difference was found,
sessions in the Modular condition (M = 43.34 minutes, SD = 12.27) were significantly
longer than the sessions in the Standard (M= 40.49 minutes, SD = 13.54;t=2.63, p
=.009) and Usual Care conditions (M= 40.65 minutes, SD = 10.70; t = 2.40, p=.02).
Finally, we examined whether the same percentage of sessions was coded across the three
conditions. There was not a significant difference in percent of sessions coded between the
three conditions, A1, 2) = .22, p=.80. See Tables 1 and 2 for sample comparisons.

Interrater Reliability

We investigated the interrater reliability for each TPOCS-RS item. Interrater reliability was
estimated using ICC(2,2), which is based on a two-way random effects model (Shrout

& Fleiss, 1979). ICC(2,2) provides a reliability estimate of the mean scores of coders
considered as a whole and allows for generalizability of the results. Interrater reliability was
estimated for the full sample and then separately for each condition. Following Cicchetti
(1994), ICCs values below .40 reflect “poor” agreement, ICCs from .40 to .59 reflect “fair”
agreement, ICCs from .60 to .74 reflect “good” agreement and 1CCs .75 and higher reflect
“excellent” agreement.
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ICCs for the various items, based on the full sample, ranged from .17 to .92 (M ICC =

.67; SD=.17). Of the 47 items, 16 were in the “excellent” range, 13 in the “good” range,

14 in the “fair” range, and 4 in the “poor” range (“Explores Past,” “Recruits Others,”
“Advice,” “Therapy Engagement”). Four of the five new items evidenced adequate interrater
reliability; “Therapy Engagement” was the one exception with an ICC below .40. These
findings indicate that 43 of the 47 TPOCS-RS items in the full sample demonstrated fair to
excellent interrater reliability.

As seen in Table 3, interrater reliability of the items varied in each condition. In the Standard
condition, the interrater reliability for the TPOCS-RS items ranged from —.01 to .93 (M
ICC =.60, SD=.23), with five items falling in the “poor” range (Cicchetti, 1994). The
interrater reliability for the TPOCS-RS items in the Modular condition ranged from .00 to
.94 (MICC = .60, SD = .23), with five items in the “poor” range. Within the Usual Care
condition, the interrater reliability for the TPOCS-RS items ranged from —.02 to .87 (M
ICC = .57, SD=.23), with 10 items falling within the “poor” range. Items on the TPOCS-
RS Anxiety subscale evidenced fair to excellent interrater reliability in the Standard and
Modular conditions, though two of these items evidence poor reliability in Usual Care (i.e.,
“Coping Skills,” “Respondent Interventions”). Overall, most TPOCS-RS items evidenced
adequate interrater reliability in the three conditions.

Based on the interrater reliability generated for the full sample, two items that mapped onto
TPOCS-RS subscales were considered for exclusion from subsequent analyses due to poor
interrater reliability (ICC < .40): “Explores Past,” “Recruits Others.” Both items evidenced
poor interrater reliability across two of the three conditions, so these items were not included
in the TPOCS-RS Psychodynamic and Family subscales for subsequent analyses.

Construct Validity

The next analyses evaluated the construct validity of scores for the TPOCS-RS Anxiety
subscale and Consultation Record scales (Consultation Standard, Consultation Modular
Anxiety). The construct validity of scores for TPOCS-RS Anxiety subscale was evaluated
separately within each condition. Evidence of construct validity was evaluated by examining
the magnitude and pattern of correlations among scores on the observer-rated TPOCS-RS
subscales (Anxiety, Non-Standard/Non-Modular, Psychodynamic, Family, Client-Centered),
consultation records (Consultation Standard, Consultation Modular Anxiety), and the
observer-rated alliance measure (TPOCS-A). We hypothesized that within each condition,
scores on the condition specific TPOCS-RS subscale (Anxiety) would demonstrate evidence
of convergent validity via a strong correlation with the corresponding Consultation Record
scale (Standard, Modular Anxiety). We hypothesized that within each condition the TPOCS-
RS condition specific subscale would demonstrate evidence of discriminant validity via
small to moderate correlations with scores on the remaining TPOCS-RS subscales (Non-
Standard/Modular, Psychodynamic, Family, and Client-Centered) and the TPOCS-A (Hogue
et al., 2008). The correlations were interpreted following Rosenthal and Rosnow’s (1984)
guidelines: ris a “small” effect when at least .10, “medium” effect when at least .24, and a
“large” effect when at least .37.
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Standard condition.—As seen in Table 4, there was a moderate correlation between the
TPOCS-RS Anxiety subscale and the Consultation Standard scale (r=.36). Correlations
between scores on the TPOCS-RS Anxiety subscale and the remaining TPOCS-RS
subscales (Non-Standard, Psychodynamic, Family, Client-Centered) and the TPOCS-A were
all small to moderate and ranged from r=-.30 to .20. Similarly, correlations between scores
on the Consultation Standard scale and the remaining TPOCS-RS subscales and TPOCS-A
were small to moderate in magnitude, ranging from r= -.31 to .24. Comparisons indicated
that the correlation between the TPOCS-RS Anxiety subscale and the Consultation Standard
scale (r=.36) was significantly higher than (a) the correlation between the TPOCS-RS
Non-Standard subscale and the Consultation Standard scale, r= .04, z=4.64, p< .001,

(b) the mean of the absolute value of the correlations between the TPOCS-RS Anxiety
subscale and the remaining subscales (M r= .16, SD =.12; z=2.88, p=.002), and (c) the
mean of the absolute value of the correlations between the Consultation Standard scale and
the remaining subscales (M r= .12, SD =.14; z= 3.42, p< .001). In all, these findings
support the convergent and discriminant validity of the TPOCS-RS Anxiety subscale and the
Consultation Standard scale.

Modular condition.—As seen in Table 5, there was a large correlation between the
TPOCS-RS Anxiety subscale and the Consultation Modular Anxiety scale (7= .46). The
correlations between scores on the TPOCS-RS Anxiety subscale and the remaining TPOCS-
RS subscales (Non-Modular, Psychodynamic, Client-Centered, Family) and the TPOCS-A
were small to medium, ranging from r=-.25 to .21. Similarly, correlations between scores
on the Consultation Modular Anxiety scale and the remaining TPOCS-RS subscales and the
TPOCS-A were small to medium and ranged from r= —.24 to .10. The correlation between
scores on the TPOCS-RS Anxiety subscale and the Consultation Modular Anxiety scale (7=
.46) was significantly higher than (a) the correlation between the TPOCS-RS Non-Modular
subscale and the Consultation Modular Anxiety scale, r=-.10, z=4.72, p<.001, (b)

the mean of the absolute value of correlations between the TPOCS-RS Anxiety subscale
and the remaining subscales (M r= .13, SD =.11; z=5.13, p<.001), and (c) the mean

of the absolute value of correlations between the Consultation Modular Anxiety scale and
remaining subscales (M r= .11, SD =.08; z=5.46, p < .001). These findings support the
convergent and discriminant validity of the TPOCS-RS Anxiety subscale and Consultation
Modular Anxiety scale.

Variance Components Analysis

A series of variance components analyses was conducted to ascertain whether targets of
measurement were associated with variation in the scores on the TPOCS-RS subscales
within the (a) Standard and Usual Care conditions and (b) Modular and Usual Care
conditions. Variance components analysis partitions the total variance among scores

into reliable sources of variance (e.g., youth, clinician). Mixed models procedures were
employed to account for the nested design in SAS/STAT Software 9.4 (see Barber et

al., 2004; McLeod et al., 2015). Restricted maximum likelihood estimation was used to
calculate variance components for the following random factors: (a) Condition; (b) Clinician
(nested in condition); (c) Youth (nested in condition, clinician); (d) Time (nested in youth,
clinician, condition); and (e) Coder. Each factor represents a potential source of variance
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in treatment integrity (see e.g., Barber et al., 2004; McLeod et al., 2015). “Condition”
refers to the influence of the groups (Standard and Usual Care; Modular and Usual Care)
on variation in the TPOCS-RS subscale scores; “clinician” represents differences across
clinicians on a TPOCS-RS subscale score; “youth” refers to differences across youth on
TPOCS-RS subscale scores; “time in treatment” reflects the influence time on treatment
has on each TPOCS-RS subscale score; “coder” reflects differences across coder ratings

on TPOCS-RS subscales. The analyses were run separately for Standard (and Usual Care)
and Modular (and Usual Care). We hypothesized that condition would account for the
highest proportion of the variance on the TPOCS-RS Anxiety subscale as the conditions are
expected to differentiate from non-manualized usual care in the techniques contained in the
two programs. Each effect was entered as a random effect, and the estimates of variance
were transformed into proportions of variance based on estimates of the total variance. A
separate analysis for each TPOCS-RS subscale score was run within each condition. We also
evaluated the discriminant validity of the TPOCS-RS Anxiety subscale by ascertaining if
the subscale scores could identify expected differences between each treatment (Standard,
Modular) and Usual Care. To evaluate discriminant validity, we produced adjusted least
square means (LSMs) scores for the TPOCS-RS Anxiety subscale score within each
condition derived from the mixed-model analysis used for the variance components. This
process produces subscale scores that are corrected for the influence of other variables (i.e.,
condition, clinician, youth, time in treatment, coder). For these analyses, we recalculated
the TPOCS-RS Anxiety subscale using the highest scored item. This procedure is intended
to provide a more accurate estimate of the dose delivered to youth (Smith et al., 2017).

We hypothesized that the Anxiety subscale would have significantly higher scores in each
condition (Standard or Modular) than in Usual Care.

Standard condition.—As seen in Table 6, condition accounted for variance in the
TPOCS-RS Anxiety subscale (.58 or 58%). A smaller proportion of variance in the
remaining TPOCS-RS subscales (Non-Standard, Psychodynamic, Family, Client-Centered)
were accounted for by condition (range from .02 to .09). This suggests that scores on the
TPOCS-RS Anxiety subscale varied across the Standard and Usual Care conditions, and to a
lesser extent varied across the other subscales. Time in treatment accounted for a substantial
amount of variation in all TPOCS-RS subscale scores (range from .19 to .68), suggesting
that all subscale scores varied over treatment. Clinician accounted for variation in the
TPOCS-RS Non-Standard, Psychodynamic, Family, and Client-Centered subscales (range
from <.01 to .24), indicating that the use of some techniques likely varied across clinicians.
Youth and coder did not account for more than 3% of the total variation in scores on any
TPOCS-RS subscales. Since condition accounted for a significant proportion of the variance
in the TPOCS-RS Anxiety subscale a follow up contrast was conducted. As hypothesized,
the score on the TPOCS-RS Anxiety subscale was significantly higher in Standard (M=
4.33) than in Usual Care (M= 1.55), {37) = 30.78, p < .001. Overall, these findings suggest
that condition and time account for the most variation in scores on the TPOCS-RS Anxiety
subscale.

Modular condition.—As seen in Table 7, a substantial proportion of variance
in the TPOCS-RS Modular subscale was accounted for by condition (.37), and a
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smaller proportion of variance in the remaining TPOCS-RS subscales (Non-Modular,
Psychodynamic, Family, Client-Centered) were accounted for by condition (range from
<.01 to .05). This suggests that scores on the TPOCS-RS Anxiety subscale varied across
Modular and Usual Care. Across all TPOCS-RS subscales, time in treatment accounted for
variation in scores (range from .23 to .46), suggesting that the scores varied over treatment.
Clinician accounted for variation in the subscales (range from .06 to .24), with the highest
proportion of variation accounted for in the Client-Centered (.24) subscale. Youth did not
account for more than 4% of the total variation in subscale scores, and coder did not
account for significant variation in any subscale scores. Since condition accounted for a
significant proportion of the variance in the TPOCS-RS Anxiety subscale, we conducted
follow up contrasts. As hypothesized, LSM indicated that the scores on the TPOCS-RS
Anxiety subscale was significantly higher in Modular (M = 3.37) than in Usual Care (M
=1.56), #31) = 18.97, p<.001. Overall, condition and time in treatment account for the
highest proportion of variation in the TPOCS-RS Anxiety subscale.

Discussion

The main goal of this study was to evaluate the potential of the TPOCS-RS to estimate
protocol adherence for two treatment programs evaluated in a randomized effectiveness trial.
To achieve this goal, the interrater reliability, construct validity, and discriminant validity of
the TPOCS-RS item and subscale scores were evaluated. Findings indicate that the specific
TPOCS-RS cognitive and behavioral items that map onto the protocol content of the two
treatment programs evidenced adequate interrater reliability within each treatment condition
(ICC > .40; Cicchetti, 1994). Scores on the TPOCS-RS Anxiety subscale, designed to map
onto the content of both treatments, demonstrated evidence of construct and discriminant
validity. Notably, scores on the TPOCS-RS Anxiety subscale converged with consultant-
report measures designed to assess protocol adherence for each treatment program. Together,
these findings indicate that the TPOCS-RS shows promise for estimating protocol adherence
and support the score validity of consultant-reported records used to estimate protocol
adherence.

When based on the full sample, the average interrater reliability of the TPOCS-RS items (M
ICC =.67) was consistent with mean values reported in previous studies (M ICC range = .61
to .84; e.g., McLeod & Weisz, 2010; McLeod et al., 2015). The mean interrater item-level
reliability was consistent within each condition, though usual care had twice the number

of items falling in the “poor” interrater reliability range (ICCs < .40; Cicchetti, 1994). The
TPOCS-RS cognitive and behavioral items that mapped onto the anxiety-focused content

of the two treatment protocols evidenced adequate interrater reliability in the Standard

and Modular conditions (all ICCs > .40). Low base rates appear to account for the poor
interrater reliability evidenced by a few items, particularly in usual care, a pattern that has
been observed in previous studies (e.g., McLeod et al., 2015). In this study, we decided to
drop items that demonstrated low interrater reliability (ICC < .40) across two of the three
conditions as this pattern indicates the coders did not agree on how to score the item. We did
not, however, drop items that evidenced low interrater reliability in a single condition due

to low base rates (e.g., low rates of exposure in usual care). In the present study, the pattern
of interrater reliability across conditions underscores the importance of calculating interrater
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reliability at the planned level of analysis (e.g., single condition, multiple conditions, or
total sample). Moreover, our findings indicate that researchers should consider if items will
evidence adequate variability in a sample when selecting TPOCS-RS items for use in a
study. Overall, our findings indicate that the TPOCS-RS cognitive and behavioral items
that mapped onto the anxiety-focused content of the two treatment programs were reliably
scored in both conditions.

The magnitude and pattern of correlations within each condition support the construct
validity of scores on the TPOCS-RS Anxiety subscale. The TPOCS-RS Anxiety subscale
evidenced strong correlations with the consultant-report records and demonstrated smaller
correlations with other aspects of treatment delivery and the alliance. The correlations
between the observer- and consultant-report measures is consistent with what has been
observed for these informants within the literature on adherence measurement (e.g.,
Dennhag et al., 2012; Ward et al., 2013). Furthermore, the correlations between the TPOCS-
RS Anxiety subscale and the other TPOCS-RS subscales and the alliance are consistent with
previous research evaluating the association between protocol adherence, treatment delivery,
and alliance measures (Hogue et al., 2008; McLeod et al., 2015; Southam-Gerow et al.,
2016).

Findings from the variance components analysis further supported the score validity of the
TPOCS-RS Anxiety subscale. In both groups, condition accounted for the highest proportion
of systematic variation within the TPOCS-RS Anxiety subscale. This is consistent with what
would be expected given the training and consultation provided to clinicians in the Standard
and Modular conditions (Barber et al., 2004; McLeod et al., 2015). Almost half of the
variance in the TPOCS-RS Anxiety subscale in the Standard condition was accounted for by
condition, whereas a little over a third of the variance in the Anxiety subscale was accounted
for by condition in the Modular condition. This difference may be related to the fact that

the Anxiety subscale did not reflect all of the content from the MATCH protocol, since

the program contains CBT for anxiety, CBT for depression, and parent training techniques
for conduct problems. Follow up analyses indicated that the TPOCS-RS Anxiety subscale
scores were significantly higher in both conditions compared to usual care. This indicates
that the TPOCS-RS Anxiety subscale can discriminate between conditions and is consistent
with the independent adherence ratings conducted in the Child STEPS Multisite Trial (see
Weisz et al., 2012). Time in treatment, clinician, and to a lesser extent youth accounted for
variation in the scores on the TPOCS-RS Anxiety subscale in both conditions, suggesting
that the scores vary over treatment. More broadly, these findings are consistent with previous
research evaluating the facets that account for systematic variation in TPOCS-RS subscales
(McLeod et al., 2015).

Overall, our findings indicate that the TPOCS-RS items and subscales may be used to
estimate protocol adherence. This suggests that it may be possible to combine the TPOCS-
RS items to assess protocol adherence for specific treatment programs. To our knowledge,
this is the first study to demonstrate that a “generic” measure that is neither problem

nor treatment specific can estimate protocol adherence. Considered together with previous
support for the TPOCS-RS as a differentiation measure (see McLeod et al., 2015), it may
be possible to use the TPOCS-RS to estimate both protocol adherence and differentiation.
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Treatment integrity measurement can require significant resources, so the ability to employ
one measure to assess adherence and differentiation could be more efficient than using
multiple measures.

Our findings also support the score validity of the self-report consultation records, which
pushes back against the common viewpoint that observer-report measures should be
considered a gold-standard. This narrative is built, in part, on previous findings that indicate
observer- and self-report measures evidence poor correspondence (Chapman et al., 2013;
Hurlburt et al., 2010). Our findings add to a small group of studies that demonstrate

the potential of consultant-report measures to estimate protocol adherence (see Dennhag
etal., 2012; Ward et al., 2013). Efforts to improve the accuracy of self-report integrity
measures have shown promise (Fallon et al., 2018). Evidence suggests that correspondence
may vary depending on the informant (i.e., consultant vs clinician vs client; Chapman et
al., 2013) or the type of technique being reported on (e.g., family vs CBT; Hogue et al.,
2015). Building on these findings may ultimately provide more cost-effective methods for
collecting adherence data.

We acknowledge that the TPOCS-RS does not represent a one size fits all solution to
estimating protocol adherence. The TPOCS-RS was not designed to assess techniques found
in a particular treatment program (e.g., Coping Cat; Kendall & Hedtke, 2006) or for a
specific problem type (e.g., anxiety). The generic focus of the TPOCS-RS means that the
items will not precisely fit the techniques defined within a treatment protocol. The generic
focus also means that coding does not distinguish between when a clinician addresses
cognitive distortions related to depression versus anxiety. This lack of precision means that
the TPOCS-RS is not a good fit for certain types of questions that an adherence measure
developed for a specific treatment protocol might be able to answer, such as questions
addressed in pilot feasibility trials (e.g., were the techniques of a new treatment delivered as
designed; Carroll & Nuro, 2002).

Five new TPOCS-RS items were introduced in this study. Four items demonstrated evidence
of adequate interrater reliability, with the exception of “Therapy Engagement.” It is
important to note that the base rate of “Therapy Engagement” was extremely low, likely
contributing to the poor interrater reliability. It is beyond the scope of this study to report on
the score validity of these items, which will require evaluation in future research.

A few limitations of the current research bear mentioning. First, though the TPOCS-RS
shows promise for assessing protocol adherence and differentiation, it does not assess
competence. Competence of delivery is often considered a critical and correlating element
of integrity, which would require additional assessment on top of the TPOCS-RS. Second,
the TPOCS-RS relies on a rigorous training process that takes about six weeks to complete
by coders working 20 hours per week. In addition, the number of items on the TPOCS-RS
can be considered a strength in that the TPOCS-RS is broadly applicable; at the same time,
this may also be a limitation to its use in that it makes it more difficult to learn. Thus, the
TPOCS-RS may be difficult to use outside of funded research projects. Third, our findings
only speak to the potential of the TPOCS-RS to estimate protocol adherence, not to provide
a complete picture of treatment integrity. Other important ways of estimating integrity exist,
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such as practice sequencing (i.e., the ordering of techniques over treatment; Park et al.,
2015) and consultant recommendations (i.e., expert recommendations regarding techniques
to delivery; Regan et al., 2019). Finally, though averaging scores on a scale or subscale
gives an estimate of dose and is a common practice in the field (e.g., Hogue et al., 2008;
Southam-Gerow et al., 2016), this approach does not determine how many of the techniques
from a treatment protocol were delivered.

While the psychometric properties of the TPOCS-RS demonstrated promise as an
approximation of protocol adherence, future research should focus on extending this
application across a number of factors, including diverse treatment modalities, problem
areas, populations, and settings. These investigations may build confidence that the TPOCS-
RS subscales measure therapeutic content similar to measures designed to estimate protocol
adherence for a single treatment model. More research may additionally provide a stronger
evidence base for estimating the precision of the TPOCS-RS as an approximation of
adherence across these factors, and thus an indication of the potentially generalizability

of TPOCS-RS applications.
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Highlights
. A single measure can assess both protocol adherence and differentiation
. Observer- and consultant-report adherence measures demonstrated
convergence
. Findings offer new ways of assessing treatment integrity in effectiveness
research
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Table 1

Youth Descriptive Data and Comparisons Across Conditions

M (SD) or %
Variable Standard (n=22) Modular (n=16) Usual Care (n =17) Forx?
Age 9.77 (1.51) 9.94 (1.88) 10.00 (1.87) 0.91 91
Sex
Female 50.0% 43.7% 41.2% 0.33 .85
Male 50.0% 56.3% 58.8%
Race/Ethnicity 10.56 .39
White 72.7% 43.8% 41.2%
Black -- 12.5% 5.9%
Asian American 4.5% - -
Latinx 4.5% - 5.9%
Multiracial 18.2% 37.5% 41.2%
Other - 6.3% 5.9%
CBCL
Total 65.27 (7.49) 63.62 (10.39) 66.35 (5.23) 0.50 61
Internalizing 70.00 (6.72) 69.56 (9.33) 68.82 (5.68) 0.13 88
Externalizing 59.00 (11.28) 55.06 (11.64) 60.18 (8.76) 1.04 36
Family Income 3.77 15
Up to 60k per year 54.5% 31.30 70.6%
Number of Sessions 21.91 (11.17) 20.69 (6.15) 20.87 (11.95) 0.08 92
Weeks in Treatment 32.05 (13.50) 30.38 (7.71) 38.06 (30.43) 0.73 49
Session Length 40.49 (13.53) 43.34 (12.27) 40.65 (10.70) 4.22 02
Number of Coded Sessions ~ 16.32 (8.71) 15.25 (5.98) 11.35 (7.79) 2.10 13

Note. Standard = Standard manualized treatment condition; Modular = Modular manualized treatment condition; Usual Care = Usual Care
treatment condition; CBCL = Child Behavior Checklist.
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Table 2

Clinician Descriptive Data and Comparisons Across Conditions
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M (SD) or %
Variable Standard (n=16) Modular (n=10) Usual Care (n = 13) Forx?
Age 43.56 (9.96) 35.20 (6.81) 40.00 (9.18) 2.66 .08
Sex
Female 81.2% 80.0% 76.9% 0.09 .96
Male 18.8% 20.0% 23.1%
Race/Ethnicity 8.99 .34
White 50.0% 40.0% 61.5%
Black 18.8% 10.0% --
Asian American 12.5% 40.0% 23.1%
Multiracial 6.3% - -
Other - 10.0% -
Degree Type 4.90 .56
MSwW 37.5% 50.0% 38.5%
MA Psych 31.3% 20.0% 23.1%
PsyD/PhD 6.3% 10.0% 30.8%
Other 25.0% 20.0% 7.7%
License 62.5% 60.0% 23.1% 5.70 .22
Years of Experience 7.17 (7.75) 5.25 (4.83) 4.69 (5.34) 0.57 .57
Theoretical Orientation 3.22 .92
CBT 31.3% 40.0% 30.8%
Psychodynamic 25.0% 20.0% 15.4%
Family Systems 6.3% - 7.7%
Eclectic 31.3% 40.0% 30.8%
Other 6.3% 15.4%

Note. Standard = Standard manualized treatment condition; Modular = Modular manualized treatment condition; Usual Care = Usual Care
treatment condition; MSW = Master of Social Work; PsyD = Doctor of Psychology; PhD = Doctor of Philosophy; CBT = cognitive behavioral

therapy.

Behav Ther. Author manuscript; available in PMC 2023 January 01.



Page 22

McLeod et al.

"sjuated Yim uonuaAIsul

88’ 6L (eg)L0T 88 (eTT)IST 08 (20201 uelado sAojdwsa Jo ‘wasAs Juelado dn s1as ‘suonuaasdiul Juetado Jo sajdioulid sayoea] Juased-saibarelis Em._mao_\
98’ 15 z)soT 6 (€9)eT'T 8 (9g)50°T 'saa10e.d Bunuaied 118y} Ayipow 0} sjusted sabeinoaus Jo/pue sdiaH :81A1S Bunusied
g’ g (91)50T vz (€2)20T ¥ (£2)S0°T 'SUOISSaS 81NNy 10} siaguusw Ajiwey Jayo pue sjuaed Urelal/iinioas 0} SaliL :SI8YI0 SHNId8Y
8 18 (ezmoeT 18 (ezT60Z €6 (6T)0S'T 'suoniuBod ‘Joineyaq ‘10aye J1ay) AJipow 0} padse ate p|iyd 19be) sy Ueyl JaLo sjuedidnted sjuedionied Jauyi0 syebiel
Anuwred
'saoualIadxa 1sed Jojpue ‘Buiuonouny
a 18 Wy)zet sy (€2)0T 25 (BT)SOT [eJaush ‘sanIsIIB1oBIRYD S,1UBIID BU) 4O J0adse Ue 0] JOIARYS] Jey) Sa1e|aJ J0/pUe JOIARYS] JUSIJD UO SJUsWWOD (uolyelsldasiu]
%y 1€ (sz)sor 18 (sz)v01  T10- (80)1I0°T “abueyd 0} 8oUBISISal Jo/pue Adessay) 0} IUBISISaI S,JUB1|I S8SSad0.d/salHuUBp] :8duUelsISay Jual|D Buissaippy
ge [a (81)€0T 00 (€0)00°'T 00 (80)10°T *saoualadxa 1sed s,ual|d sassnasIq :1sed sedojdx3
k) 89’ (6T)€0'T 00’ (oT)T0'T 08’ (90)00°T 1s1desay) 8y} Yum uonoelsiul s,3usl|d sy s1aidiajul Jo Sassnasiq :8dusIsjSuURI ] SaSSaIpPY
21WRUAPOYIASH
€9 L5 (e)eoT 99 (TLerT  vS  (89)9°T 'spouiaw Burues] [euorentasqo Buisn s|iiis oly10ads sayoeal :BuljapoiN
‘poow Jayysty Jojuow
88’ vz (61)S0T 9% (121)897 18 (19T).2T 01 Jus1[2 e sabeIN0dUa I0 ‘ddusliadxa 10 ‘Buiuonduny ‘poow s,3Uslfd € JO SluswaInseaw sHalf8 Isidesayy ayL :Burioyuon
‘poow anoJdwii 03 Juane Jueseald e ul uonedionted
26 vg (op)zrT 88 (91T g6 (0ZT)09T subisse 10 Juawanoldl poow pue saliAIde Juesea|d Usamlag UoIIe|al SajesISUOWaP/SaYdea] (UOIFeAdY [edolneysg
159 s (@@leoT 19 (v)9TT 6y (e€)0TT “(s114s 1e100s “6°9) ]IS [esolneyaq BuIp|INg U0 sN20J Teyy suonuaAialul :Bulpling 1S
‘uonuUBAIRUI
9 s (22)60'T 99' TL)erT ve (89 )179°T juelado sAojdwa Jo ‘waisAs Juelado dn s1as ‘suonuaniaiul Juelado Jo sejdiourid sayoea] :pIyD-saibarenis Em._mgo*
08 vz 6T)S0T 98 (127)89z /8 (197).Z2Z "ainsodxa ue suuogiad Jojpue Audsesaly Jeay e sdofanaq SUONUSAISIU] JUSpUOdSaY
26 ve @)zTT 88 (@9NTT 6 (0ZT)09T "uoNEXe[3) 3SN 0} 1U31|O SaBEIN0JUB/SAYIRIL ISUONUIAIAIU] UOIEXEIRY,
15 ST (ez)eoT 19 (w)9TT 6 (2€)0T'T “|apow O-g-V saydeal/sisAjeue [euonouny swioyiad 110IABYaE J0 sisAjeuy [euonound
[edoineyag
78 e (rr)8T'T e (05)52'T 8 @rDITe “(s|s Buinjos-wajqoad “6°9) s|jixs Buidod asn 031 Jualjd sabeinoous/sayoea :S|IMS mc_m_oo&n
g o8 (09)22'T o we) syt z8 (1T 'SUOII0ISIP 8AIIUBOI 81non.Isal/ALuapl 0] Jual|d sabeinooua/sayoea) :uoil101siq w>:_cmoo*
g 8l (&p)STT b2 (96)EST  v8 (€ST)ISZ 311 S, 3Ua11 du3 o J0adse e o} saijdde [apow sAHUBOD BUY MOY SaIHIUBPI/|9POLL SAIUBOD Sayoea) tUOIRINPS SAUB0D,
animubod
201 0201 (@)W 201 (@)W 201 (@S uonIuyaqQ pue Wwal| SY-SO0dL
lexol areD [ensn Jejnpo pJepuels

Author Manuscript

Author Manuscript

Aljigeray Jslealsiu| pue suondiasag wal| SH-SO0dL
€ 9lqel

Author Manuscript

Author Manuscript

; available in PMC 2023 January 01.

Behav Ther. Author manuscript.



Page 23

swall SHY-SO0dL Mau e ssjousg
v

“JUBIOIY4B00 UOIR[BII0D SSIOBAUI = DD ‘8]aS sa1Ba1ens pasinay — Adelayioyaksd pliyD 1oy welsAs Buipod [euoneA1ssqo
$5900.1d Adesay] 8yl = SH-SDOd.L ‘UOIIPUOD JUBLLIeal) 818D [ensn = aJeD [BNSM ‘UOINPUOD JUSLLIeaI) PaZIfenuew Jejnpoj = JBNPOJAl ‘UOIIPUOD JUSWIBa.) PaZIjenuBw PIepuelS = pJepuels 810N

McLeod et al.

“BurioIny 1o ‘sjixs

1 6 (980T AN (90)00°T o5 (0z)€0°T Apnis ‘lomawioy se yans swiajqotd o1wapede d119ads Yum YinoA ay 1sisse 03 paubisap sasiosex3 :oddnsg [euoneanps,
T 20 (60)T0T AN (80)T0°T ov (80)T0°T 'SaNSS| [RUOITRAIIOW JO 8duepUaNe 01 SIaLireq Buissnasip Aq uoljedionted Juswieal) Jood sassalppy :Juswabebug >QEE.—<
05 05 05)12'T 75 (Ge)TTT e (61)50'T “Juawieal] Juawa|ddns 03 paubisap SadIAlas 81eUIPJ00d 0] paubisap saniAnoe swaopad 1sidesay ) Juswabeue| ase),
26 1 ANN.V._HO.._” 68 AN._”.V._UO.._” 00 Qo.voo;_” “JUBAD wso._mmcmv 10 Juabin ue SSaJippe Jusljd ay} ma_m: Hm_am\_mr_._. Uco_twmmr_m_\/_ w_m_LU<
89" 1. (9TTIe6'T 99  (¥TTI80C GO  (T6)v9°T "stwajgo.d [ea1paul 4o ‘olapedk ‘[e1oos ‘LijeIydAsd inoge ejep siayyed isidelay L JUsWSSasSY
L& 5 (Gg)soT  zg  (8v)ocT v (SL)SP'T “1Inis oy103ds e 39139e1d AU} Se JuBIId 3u) 19a.1p AJaAiloe 0} spoya saeul Isidesdy L :Buiyoeod
8¢’ g€ (8el)eL1 e (62).0T 9y (82)80°T "anss| 214108ds & sSaIppe 03 MOY UO SUORINISUI 8S1981d )M 1UB1ID 8y} sapinoid Jsidelay | :a0IApY
L9 99 (€9)9eT 69  (L9)92T  S9  (9LWST "sa0udLIadxa ‘sBullaay ‘a1 [euosiad Jau/siy Inoge Luonewlioul sapinoid isidesay L :2ansojasia-419S
65 8¢ (eedevz 95 (SL)orT oL (8L)09°T so1doy [essual Inoge syse isidelay L :Butuonsand
19 99 (WwrT 9 (TTeeT L9 (16)6S°T “(Avorxue “69) sadiound [ea1fiojoyaAsd [elauab noge JuaIIO $3YdeaL :UOIEINPaoYIASH
6G’ £ (29)TP'T 69° (ITTV6'T SV (887)88'T '$955999NS 15ed UO SPJING/SUOISSaS SNOIAJM WU SaWaY) U0 SUBLIWOYD :SaWay| SNOoIA3Id
L9 1L (960291 65 (6TT)9ET 69" (8T'TISE'T "S[e0f JuaLLileal) SSISIP 03 Juald aBeInoduZ/s[eol Juswiesl) ysi|gels3 :s[eoD Juslieal L
16z wS)9eT v (88)80C S (98).0C 'S|e0B UOISSaS SMBIABI/SAYSI|eIST 1S[e0D UOISSaS
89" 69° (¥67)99'T T (ze)rt eV ¥s)ze'T "199)Je ssaldxa 0] Jual|9 sabeinN0dUa Jo/pue 10ajJe SassnasI 198y sabeanoou]
18 18 (/8T)sze 18 (pzT)s8T 8L (MO'T)8Y'T "Adesays Jo wioy e se 1e Jo Aejd sezijnn 1sidessy L :Adedsy 1 1y /Aeld
9 6 (19)szT 85 (86)0C vL  (ST'TISSC “SIUBLUUBISSE 10MBLLIOY SMBIA3L J0/pUe SUBISSY X 40MAWOH
v 09 (08)6TT L9 (00T)ELT 89 (STTIWMT sjuawideud [eanaylodAy ur syedioned o} jual|d sabeinodu :feseaysy
swi8l| [edsusD
€9’ 99" (szTzee ¢ (L6)w8T 9 (86)€9C "aAR0ads.ad anbiun s,3uslfo 10§ $300Id/MBIA JO JUI0d S,3UB1[0 PUEISISPUN 0} SIAWSNY :8AIRd8dSIad UBIID
LS 9  (68)68'T 09  (16)90C vS (9622 “Jauuew 8reuOIssedwod pue WM Ul 1usl|d 0} spuodsay :paebsy eanisod
99’ 89 (6L)v9T 18 (19)2eT 19 (¥9)se'T *s[eob Juswieal) Jo/pue sBuljaay s,1uslfd SeTepIfeA :JUsID SaTepIeA
pa1sluad-uLl D
9 89" (1691871 8T’ (ze)80'T 8L (¥S)ST'T 'solweuAp Ajiwey Ag paurelurew/pasned aq Aew swajqoid moy saziseydwa 10 sayoes) Isidelay ] :S8j0y SIaquis| AjiweS
178 6L (Sr)pTT 99 (08)st'T L (95 )1T'T 'SUOI1ORISIUI UOISSAS-UI SaSSNIsIP/saydea)/sayst|qels :suooelalu| Juediontedniniy
"SJUBWIAAJ0AUI pue ‘saiiAnoe ‘(areridosddeur Jo ayenidoadde) Joineyag pliyo Joyuow
1) 1) Syt 8y’ (sL)8eT IZA (£€)80°T pue ‘uoisinladns ayenbape ainsua ‘suwi| 19 03 Aljige aAoidwi 03 paubisap SUOUSAISIUI PISNI0)-1UdIed :S||IXS Bullusied
201 201 (@w 201 (@s)w 201 (@SN uomuyaQ pue wal| SH-$00d.L
reloL ale) [ensn JenpoN pJaepuels

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

; available in PMC 2023 January 01.

Behav Ther. Author manuscript.



Page 24

McLeod et al.

3|easqns A1sIXuy SH-SDOL 8yl Uo aJe swall sajouaq
¥

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Behav Ther. Author manuscript; available in PMC 2023 January 01.



Page 25

McLeod et al.

65€ =N
10 >d
x¥

‘0" >d
*

"3]eds aouel|| — AdelayloydoAsd

PIIYD Jo} wasAS BuIpo) [euoleAlasqQ $sa20.d Adesayl ayl = W-SDOd.L ‘8]eds salbarens pasiney — AdelayloydAsd pliyd 104 wielsAS Buipod [euoneAIasqO ssadoid Adelayl 8yl = SH-SD0dL 810N

Author Manuscript

V-S00dL 'L
7T paislusa-IuaId SH-SO0dL "9
200 5 9€ Alwes SH-S00dL 'S
80" wx1C 60 o1weuApoydAsd sH-S00dL v
10-  %E¥ LAY pIepuBIS-UON SH-SO0dL '€
10° IT— <~ po- 0" pJepuels uoIeNSU0) g2
w02 oo 08— T oo L9€ ApIXUY SY-$00dL T
L 9 S 4 € 4

UONIPUOD PJBPUEIS 8Y) Ul -SDOdL PUe ‘p10day UONELNSUOD ‘s8]easgns SH-SDOJ.L 8yl Buowe suone|aiio)

¥ alqeL

Author Manuscript

Author Manuscript

Author Manuscript

Behav Ther. Author manuscript; available in PMC 2023 January 01.



Page 26

McLeod et al.

Pz =N
‘10 >d
¥

‘50" >d
*

"9]eas aguel||V — AdelayloyoAsd

pIyD 1o} walsAs Buipo) JeuoirealasqQ ssa0id Adesayl syl = W-SDOdL ‘d1eds saibalens pasiney — AdesayioydAsd pjiyd 1oy wialsAs Buipo) [euonealasqQ ssa20id Adesayl ayl = SY-SDOdL BIoON

Author Manuscript

V-S00dl 'L
LT PaIajusd-jusld SY-SO0dL 9
WS- gy Alwed $4-S00d1 '
e V= L LT 10- o1WweuApoyohsd SY-SO0dL v
17— 9" T 90 JeINPON-UON SH-SO0dL '€
oT 90— V¢~ g0 oT- A1BIXUY JRINPOA UOIIRNSUOD "2
LT 10 S 100 enlT- L9 RpIXUY SY-S00d1 T
L 9 S N4 € C

UONIPUOYD JBINPOIAl 8Y] Ul -SDOdL Pue ‘pI02ay UoIe)Nsuo) ‘sajeasgns SY-SD0d.L 8yl Buowe suone|alio)

G 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

Behav Ther. Author manuscript; available in PMC 2023 January 01.



1duosnuey Joyiny

McLeod et al. Page 27

Table 6

Variance Components for TPOCS-RS Subscales in the Standard and Usual Care Conditions

Variance Components

TPOCS-RS Subscale  Condition Clinician  Youth Time Coder Residual

Anxiety .58 <.01 .03 .26 <.01 12
Non-Standard .02 .08 <.01 .32 <.01 .57
Psychodynamic .09 .09 <.01 .20 <.01 .63
Family .04 A2 .01 .68 <.01 14
Client-centered .06 .24 <.01 19 .02 A48

Note. TPOCS-RS = The Therapy Process Observational Coding System for Child Psychotherapy — Revised Strategies scale. Variance components
estimates represent the portion of variance that is attributed to each source of variance.
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Table 7

Variance Components for TPOCS-RS Subscales in the Modular and Usual Care Conditions

Variance Components

TPOCS-RS Subscale  Condition Clinician  Youth Time Coder Residual

Anxiety 37 .06 <.01 .33 <.01 .23
Non-Modular <.01 .09 <.01 .32 <.01 .58
Psychodynamic .04 .06 .02 .28 <.01 .60
Family <.01 .09 .06 .46 <.01 .39
Client-centered .05 .24 .01 .23 .01 46

Note. TPOCS-RS = The Therapy Process Observational Coding System for Child Psychotherapy — Revised Strategies scale. Variance components
estimates represent the portion of variance that is attributed to each source of variance.
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