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ABSTRACT

This open trial evaluated the feasibility, acceptability, and preliminary efficacy of Bootcamp for
ADHD (BC-ADHD), a novel, four-session, group intervention designed to prepare caregivers as
informed consumers to engage in multimodal evidence-based treatments (EBTs) for ADHD.
Participants were 59 primary caregivers (85% biologic mothers) of children recently diagnosed
with ADHD within a co-located, subspecialty pediatric clinic (ages 5-11; 73% male). Results
indicated BC-ADHD was feasible to deliver, as evidenced by high levels of program usability
(i.e. content and process fidelity), and caregiver behavioral engagement (M attendance = 88%;
M homework adherence = 2.95 homework, SD = 1.15, 0-4 range). Families were also very satisfied
(M =6.06, 1-7 range). At post-treatment, BC-ADHD resulted in increases in caregiver empower-
ment and acceptability of behavioral treatment and reductions in concerns about both beha-
vioral (adverse effects and feasibility) and medication (adverse effects) treatments (absolute
Cohen’s d = 0.27 to 0.35). At 6-month follow-up, effects were sustained for increases in caregiver
empowerment and for reductions in concerns about both behavioral and medication treatments
(absolute ds = 0.36 to 0.40). Sleeper effects were observed for increased medication acceptability
and decreased affiliate stigma (absolute ds = 0.26 to 0.29). Child impairment was also reduced at
follow-up (d =-0.58). The percentage of caregivers who initiated behavior therapy (Kendall's w =
0.63) or medication (Kendall's w=0.15) increased from baseline to 6-month follow-up. These
findings provide initial support for BC-ADHD as a promising engagement program to foster
positive caregiver attitudes and initiation of EBTs.

Evidence-based treatment options for attention-
deficit/hyperactivity disorder (ADHD) in child-
hood include behavioral and pharmacological
treatments (Wolraich et al., 2019). Unfortunately,
epidemiological studies show that ADHD is often
undertreated (Danielson et al., 2018; DuPaul et al.,
2019). Because ADHD is typically first identified in
childhood, caregivers are responsible for initiating
and facilitating the process of help-seeking. Given
that ADHD is heritable (Faraone et al., 2005), par-
ents of children with ADHD often have symptoms
of the disorder, which likely has an impact on
parenting and adherence to treatment (e.g., follow-
ing through with recommendations, arriving late to
treatment; Chronis-Tuscano et al, 2017).

Additionally, obtaining evidence-based treatment
is often challenging for caregivers of children with
ADHD due to barriers in the process of seeking
and receiving services. Eiraldi et al. (2006) sug-
gested different types of barriers caregivers
encounter, including those related to public health
policy, health care administration, and direct ser-
vice (see Nissley-Tsiopinis et al., 2023). The utility
of a pathway model of help-seeking behavior is
contingent on the malleability of its components.
Direct service-level barriers are especially malle-
able; these may include caregiver empowerment
in accessing needed services for one’s child
(Resendez et al., 2000), caregivers’ perceived stigma
(i.e., affiliate stigma; Mikami et al., 2015), and
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treatment preferences (Fiks et al., 2013). Effective,
personalized treatments for families of children
with ADHD must account for barriers to care to
promote readiness, willingness, and ability to initi-
ate and engage in long-term evidence-based treat-
ment for ADHD (Dishion & Stormshak, 2007).

The need for caregiver engagement interventions

Developing programs to promote family engagement
in evidence-based treatment for ADHD has been
identified as a research priority, according to the
most recent guidelines for assessing and treating
ADHD (Wolraich et al., 2019). Several programs
have been developed to improve engagement
among parents who have already decided to initiate
behavioral parent training (BPT; Chacko et al., 2009,
2015; Nock & Kazdin, 2005; Sibley et al., 2016).
Although these programs aim to increase session
attendance, active participation in sessions, and com-
pletion of between-session homework, they do not
address the fundamental problem that families often
do not initiate evidence-based treatments. Further, to
our knowledge, engagement efforts generally have
not focused on promoting family involvement in
comprehensive, multimodal care (i.e., care including
services from school, health, and mental health
providers).

Building on these previous engagement app-
roaches, Bootcamp for ADHD (BC-ADHD) is
a brief engagement program for families in the
early stages of coping with their child’'s ADHD
diagnosis. It is designed to prepare caregivers as
informed consumers of multimodal, evidence-
based care for ADHD and address direct service-
level barriers to initiating and engaging in treat-
ment, such as caregiver empowerment in accessing
needed services for one’s child, affiliate stigma, and
treatment preferences (Nissley-Tsiopinis et al.,
2023). BC-ADHD is commonly administered to
groups of 5-8 families and targets caregivers of 5-
to 11-year-old children with a relatively new diag-
nosis of ADHD (Nissley-Tsiopinis et al., 2023).
Similar to psychoeducation interventions, BC-
ADHD includes psychoeducation describing the
symptoms and presentations of ADHD, its func-
tional impairments and co-occurring conditions, as
well as EBTs for the disorder (Dahl et al., 2020;
Ferrin et al., 2020). Similar to BPT programs, BC-

ADHD includes education in positive parenting
practices in an effort to encourage caregiver empow-
erment, familiarity with BPT, and likelihood of pur-
suing BPT in the future. Also, like BPT
programs, BC-ADHD encourages content learning
through psychoeducational discussion and experi-
ential learning through between-session homework
exercises. However, BC-ADHD differs from typical
psychoeducation and standard BPT by: (a) empha-
sizing the use of motivational interviewing techni-
ques to promote caregiver autonomy in generating
solutions consistent with their goals and values,
support caregiver movement through the stages of
change, and help caregivers process and address
barriers to initiating treatment such as concerns
about the stigma of the diagnosis and concerns
about specific treatments; (b) supporting caregivers’
organization, time-management, and planning skills
needed to follow through on the steps needed to
engage in treatment by addressing barriers to imple-
mentation of between-session homework assign-
ments and developing a personalized treatment
plan for their child; and (c) using group therapy
techniques to connect caregivers with one another
in deciding next steps regarding their child’s treat-
ment. See Nissley-Tsiopinis et al. (2023) for more
details about the theory of change behind BC-
ADHD. A proof-of-concept study (Nissley-
Tsiopinis et al., 2023) conducted with eleven (n=
11) families suggested that BC-ADHD may (a) be
feasible and acceptable and (b) potentially increase
family empowerment, ratings of behavior therapy
acceptability, and intention to use behavior therapy,
school services, and medication.

The current study

To further examine intervention acceptability, feasi-
bility, and potential efficacy, a test of BC-ADHD was
conducted at a different site in another country using
a different service delivery system with a much larger
sample (n =59 instead of 11). In addition, the poten-
tial for the effects of BC-ADHD to be maintained was
examined by evaluating follow-up effects after
a longer follow-up period (i.e., 6 months vs. 6
weeks). The current study was an open trial using
a non-randomized, within-subjects design to examine
effects at post-treatment and 6-month follow-up.
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Three research questions and three related a priori
hypotheses were examined: Research question 1.
Is BC-ADHD feasible for clinicians and caregivers of
children with ADHD when delivered in a co-located,
subspecialty pediatric clinic serving families?
Hypothesis 1. Indicators of program usability (i.e.,
content and process fidelity) and caregiver behavioral
engagement (i.e., attendance and homework adher-
ence) were expected to provide evidence of treatment
teasibility. Research question 2. Is BC-ADHD accep-
table to caregivers? Hypothesis 2. Post-treatment
caregiver satisfaction scores and qualitative feedback
were expected to provide evidence of treatment
acceptability. Research Question 3. Does BC-ADHD
have an effect on theoretically-driven proximal and
distal outcomes (i.e., initiation of evidence-based
treatments for ADHD, child impairment) at post-
treatment and 6 months following program comple-
tion? Hypothesis 3. It was expected that caregivers
receiving BC-ADHD would report improved theore-
tically-driven proximal and distal outcomes at post-
treatment and at follow-up.

Method
Participants

Participants were 59 primary caregivers of chil-
dren with ADHD (72.9% male; age 5-11).
Caregivers were 84.7% biologic mothers, 8.5%
biologic fathers, 3.4% legal guardians, 1.7% step-
fathers, and 1.7% adoptive mothers; 67.8% were
French-speaking and 32.2% were English-
speaking. By their report, fifty (84.7%) lived in
two-caregiver households; three (5.1%) were
separated and involved in coparenting in a two-
caregiver household; and six (10.2%) were single
parents. Families were recruited during 12
months  (September 2018-2019) through
a Southern Canadian hospital-based, co-located
subspecialty pediatric clinic. As part of
a francophone academic hospital, this pediatric
clinic provides primary care for patients with
complex needs and secondary-care consultation
services to family physicians for children from
birth to age 16. The team consists of six devel-
opmental and behavioral pediatricians, one
registered nurse, one registered practical nurse,

one pediatric psychologist (0.2 FTE), and one or
two doctoral students in clinical psychology.
Follow-up assessments were completed in
March 2020. See Table 1 for participant demo-
graphic and clinical characteristics at baseline.
Because groups were run in both French and
English, baseline comparisons were done
between the two groups of families, which
showed no significant differences between
French- (n=40) and English-speaking (n=19)
participants in these demographic and clinical
characteristics.

Procedure

Figure S1 displays the CONSORT diagram.
Caregivers gave free and informed consent to parti-
cipate. Potentially interested caregivers were
informed that the BC-ADHD program was designed
as a pre-treatment program to (a) help caregivers
become empowered in the shared decision-making
process in treating ADHD (i.e., jointly participate in
decisions, exchange information and preferences,
and decide on a treatment plan; Charles et al.,
1997), (b) get support from other caregivers who
are in the same situation as them, and (c) know how
to access available treatment options. Caregivers
were also informed that the study purpose was to
evaluate whether the program was feasible, accepta-
ble, and potentially useful. As per caregivers’ prefer-
ences, the procedures were conducted in English or
French and were approved by institutional review
boards of [masked for review] institution. The trans-
lation of the study measures into French was con-
ducted by an advanced bilingual doctoral student in
clinical psychology. The measures were subse-
quently back-translated and compared with the ori-
ginal by a study investigator, who is also a bilingual
licensed clinical psychologist, to check that the
translated versions reflected the same item content
as the original (see Beaton et al., 2000). The
Transparent Reporting of Evaluations with Non-
randomized Designs (TREND) guidelines (Des
Jarlais et al., 2004) were followed.

Determination of study eligibility
Children aged 5-11 who had received
a diagnosis of ADHD, rendered by pediatricians
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and based in part on caregiver and teacher rating
scales, within two years of initial screening were
eligible to participate in the study. The presence
of comorbidities was determined by phone
screening with caregivers. Most children with co-
existing conditions were included but children
with the following conditions were excluded:
intellectual disability, autism spectrum disorder,
psychosis, active suicidal or homicidal ideation
and/or behavior, and/or self-harm behaviors at
the time of the initial screening. For this pilot
study, families of children who were receiving
medication or behavior therapy for ADHD
were permitted to enroll in the study (see
Table 1).

Assessment procedures

Eligible caregivers completed a developmental his-
tory form and clinical measures (e.g., ratings of
ADHD symptomatology) at baseline. They also
completed proximal outcome measures at baseline,
post-treatment, and follow-up (which occurred 6
months after post-treatment) and distal outcome
measures at baseline and follow-up. These self-
report questionnaires were completed by phone,
fax, mailing, or in person. Trained graduate or
undergraduate students administered the service-
level outcome measure (i.e., the Receipt of
Evidence-Based Treatment for ADHD interview)
over the phone or in person at baseline and follow-
up. Finally, caregivers also provided their written

Table 1. Participant demographic and clinical characteristics at baseline.

Child sex (% male) 72.9
Child age, in years, M (SD) 8.31 (1.65)
Child ethnicity (%)
European Canadian/White 84.7
Multiracial 1.9
Asian Canadian 17
African Canadian/Black 1.7
Child primary language (%)
French 67.8
English 254
Bilingual (French and English) 6.8
Child ADHD symptom count
Inattention, M (SD) 6.32 (2.10)
Hyperactivity, M (SD) 5.25 (2.57)
Current ADHD medication (%) 59.3
Current behavior therapy (%) 5.1
Comorbid learning disorder (%) 254
Comorbid oppositional defiant disorder (%) 11.9
Comorbid anxiety disorder (%) 6.8
Child impairment: (%)
Relationship with peers 729
Relationship with siblings 76.6
Relationship with parents 89.8
Academic progress 84.7
Self-esteem 78.0
Family functioning 86.4
Overall impairment and need for treatment 96.6
Primary Caregiver (n =59) Other Caregiver (n =23)
Caregiver sex (% female) 89.8 10.2
Caregiver age, in years, M (SD) 39.50 (6.56) 41.21 (6.65)
Caregiver education level (%)
High school graduate or less 10.2 13.6
Some college/university or post-high school 1.7 8.5
College or technical degree graduate 322 27.1
University graduate 40.7 27.1
Advanced post-university degree (e.g., MD, MA, PhD) 15.3 10.2
Caregiver employment status (% working full time) 83.1 79.7

Family income (CAD annual), M (5D)
Family status (% two-caregiver household)

114,321 (41,828)
89.8

n=59. CAD = Canadian Dollars.

A child was considered impaired if receiving a score >3 on a subscale (Fabiano et al., 2006).
There were no significant differences between participants with or without data at post-treatment or follow-up in virtually all of the
33 variables in the table. However, participants without follow-up data (n=5) were more likely to live in single-parent

households than participants with follow-up data (n = 54).
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weekly satisfaction, overall program evaluation,
and qualitative feedback about their experience
after each session and at post-treatment.
Caregivers received $20 CAD each time they com-
pleted the study measures at baseline, post-
treatment, and follow-up.

Program description

BC-ADHD is grounded in several complementary
theoretical models: the help-seeking model for
ADHD (Eiraldi et al.,, 2006); Transtheoretical
Model (Prochaska & Norcross, 2002); and Self-
Determination Theory (Ryan & Deci, 2018; see
Nissley-Tsiopinis et al., 2023 for more information
about theoretical foundation and theory of change
for BC-ADHD). The program consists of four, 90-
min caregiver group sessions that meet once
weekly, with 5 to 8 families. Session 1 focuses on
helping caregivers understand the ADHD diagno-
sis, its developmental course, evidence-based treat-
ment, and addressing concerns parents have about
accepting the diagnosis. Session 2 focuses on help-
ing caregivers understand and connect with each
other about the challenges ADHD can bring to
home life, introduces behavioral parent training
with an emphasis on positive reinforcement, and
addresses concerns parents have about initiating
behavioral parent training. Session 3 focuses on
helping caregivers to understand the neurodeve-
lopmental basis of ADHD and factors to consider
in deciding about the use of medication and to
process their questions and concerns about initiat-
ing medication as a treatment for their child.
Finally, session 4 focuses on the impact of ADHD
at school, how caregivers can build collaborative
partnerships with teachers to increase their child’s
success at school and addresses concerns parents
have about initiating school-based services.
Caregivers receive homework assignments to com-
plete between sessions, which are designed to
address implementation barriers, while also intro-
ducing caregivers to evidence-based treatments so
they can make an informed decision about initiat-
ing follow-up care and supporting development of
a care plan (see Method, caregiver behavioral
engagement section for details about homework
assignments, and Nissley-Tsiopinis et al., 2023 for
details about program content).

Nine BC-ADHD groups were conducted, six in
French and three in English, each of which
included 5-8 families. Groups were conducted
within a private meeting room at the hospital and
were co-led by a licensed clinical psychologist and
a graduate student in clinical psychology. Both the
clinical psychologist and graduate student were
bilingual (French and English) and met for 1 hour
each week for supervision. The program was deliv-
ered at no cost, and families were not paid for
participating in sessions. Sessions were scheduled
at times convenient for families after polling them
for their preferences (e.g., evenings, weekends,
lunch time), and free childcare, parking, and indi-
vidual make-up sessions (i.e., 45-minute in-person
review of session content for the group session not
attended) were provided. Five (8.5%) families
received individual make-up sessions: one family
received two, and four families received one. The
caregiver who enrolled in the study was encour-
aged to attend all sessions and complete all mea-
sures, but additional caregivers could attend if
desired. Additional caregivers attended at least
one group session for 23 of the 59 families
(39.0%). Five (8.5%) families used the childcare
services offered by the study. No adverse events
were reported during the course of the study.

Measures

Descriptive measures of demographic and clinical
characteristics

Caregivers completed a brief interview,
a demographic form, and the Swanson, Nolan
and Pelham questionnaire (SNAP; Swanson,
1995) to assess child ADHD symptoms.

Program feasibility

Program usability (fidelity)

After each group session, both clinicians indepen-
dently completed content fidelity checklists. The con-
tent fidelity checklist included 13 or 14 items
per session, rated as 0 (not implemented) or 1 (imple-
mented). The mean score of all content items (ran-
ging from 0 to 1) coded by the primary coder was
used. After each session, clinicians also assessed pro-
cess fidelity items, separately for the first and second
half of each group session, on a scale from 1 (not
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implemented) to 4 (fully implemented). These five
process fidelity items were: (a) encouraging caregiver
active engagement (e.g., using open-ended questions;
adapting material to individual caregiver situations);
(b) eliciting and strengthening change talk (e.g., using
motivational interviewing to affirm the desire, ability,
and need for change); (c) providing emotional valida-
tion (e.g., providing social support, validating care-
givers’ feelings); (d) building connections among
caregivers (empowering them through their shared
experiences); and (e) keeping caregivers focused on
foundational principles and evidence-based practices
(e.g., avoiding off-topic discussions about care contra-
indicated by BC-ADHD). Using a procedure similar
to Harter (1985), clinicians were asked to choose one
of two descriptions showing low vs. high levels of
each group process item and then rate whether this
description was “sort of true” or “really true” (see
Nissley-Tsiopinis et al., 2023). The average scores of
the five process dimensions (ranging from 1 to 4)
coded by the primary coder were used in analyses.
Independent ratings by the second clinician of all
cases were collected to calculate interrater reliability
for both content and process fidelity (overall content
fidelity; k =.85; process fidelity for the five items,
ICCs =.74-.80).

Caregiver behavioral engagement

The study coordinator recorded family attendance for
each session and whether caregivers attended a make-
up session. After each BC-ADHD session, the study
coordinator photocopied the first four completed
homework assignment sheets. Because homework 5
was assigned at the end of session 4, this homework
was not collected in the current pilot study. The
homework assignments were: Homework 1 (given at
the end of session 1): Track positive, negative, and
neutral statements parents make during parent — child
interactions; homework 2 (given at the end of ses-
sion 2): Use “catch them being good” to reinforce
a specific behavior; homework 3 (given at the end of
session 3): Use strategic ignoring to extinguish
a specific behavior; homework 4 (also given at the
end of session 3): develop an evidence-based care
plan (ie., consider behavioral parent training and
medication); and homework 5 (given at the end of
session 4): update the care plan for school services.
A research assistant independently rated the extent to
which each of the first four homework worksheets was

completed and calculated the total of these ratings,
using adapted homework adherence scoring proce-
dures (Clarke et al., 2015). Each of these four assign-
ments was rated using a 2-point scale (0=not
submitted, 1 = submitted). Independent rating of the
assignments by a second research assistant of 25% of
randomly selected cases indicated excellent interrater
reliability (x=.92).

Program acceptability

Caregiver satisfaction

Caregivers evaluated their satisfaction with the
whole program and the helpfulness of each of the
four sessions and five program components (i.e.,
organization of sessions, information provided,
opportunity to share with other families, session
handouts, and between-session homework assign-
ments) on a program evaluation form at post-
treatment. Each item was rated on a 7-point
Likert scale (1= “Not helpful;” 4= “Helpful;” 7=
“Extremely helpful”). Mean satisfaction scores for
each session and program aspect were reported.

Qualitative feedback

At post-treatment, caregivers provided open-ended
written answers to 2 questions about their experi-
ence of BC-ADHD: (a) What aspects of the program
have been the most helpful to you? (b) What sugges-
tions do you have that may be helpful for future
groups? Caregivers could list as many responses to
each question as they wanted within the available
space. Final qualitative feedback themes were
included if they were endorsed by at least 5% of
caregivers. Using the thematic analysis approach
outlined by Braun and Clarke (2006), two indepen-
dent coders reviewed caregivers’ answers to create
themes that were meaningful and mutually exclu-
sive. After the themes were constructed, coders inde-
pendently assigned each response to the appropriate
theme. Reliability was excellent (all kappas > .86).

Preliminary efficacy of program

Table S1 provides information about the descrip-
tive statistics, intercorrelations, and internal con-
sistency for the outcome variables examined in this
investigation.
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Proximal outcome measures

Caregiver empowerment regarding child services
The Children’s Service System subscale (12 items)
of the Family Empowerment Scale (FES; Koren
et al., 1992) was used to assess caregiver empower-
ment to access and work effectively with systems of
care for children. Each item is rated on a five-point
scale (1 = not at all true; 3 = somewhat true; 5 = very
true). The mean item score was used as the index of
caregiver empowerment with higher scores being
more favorable. Reliability and validity of the FES
have been established (Cronbach’s « =.78-.89; see
Koren et al., 1992; Resendez et al., 2000).

Affiliate stigma

We used an adapted version of the Affiliate Stigma
Scale (ASS) specific to ADHD (12 items; Mikami
et al., 2015°s adaptation of Mak & Cheung, 2008) to
assess caregiver sense of being stigmatized and
isolated due to child ADHD. Responses ranged
from 1 to 4 (1=not at all; 4=very much). The
mean item score was used as an indicator of the
overall level of concern about the stigma associated
with ADHD (Mikami et al., 2015). The ASS’s inter-
nal consistency, predictive validity, and concurrent
validity have been shown to be strong (e.g.,
Cronbach’s & = .83; see Mikami et al., 2015).

Caregivers’ treatment preferences

We used the preferences subscales of the ADHD
Preference and Goal Instrument to assess care-
givers’ preferences for medication (16 items) and
behavior therapy (14 items). The scale domains
include subscales related to acceptability, feasibility
concerns, adverse effects for both treatments (e.g.,
concerns about the child’s reaction to treatment),
and stigma for medication. Each item was rated on
a 5-point scale to indicate respondents’ degree of
agreement with statements about preferences (0 =
not at all; 2 = somewhat; 4 = completely). Mean item
scores were computed for each subscale. Higher
scores on the acceptability subscale are more favor-
able, and higher ratings of feasibility concerns,
adverse effects, and stigma are less favorable. The
measure has adequate internal consistency, test-

retest reliability, construct and concurrent validity
(e.g., Cronbach’s a =.74-.87; see Fiks et al., 2012).

Distal outcome measures

Receipt of evidence-based treatment for ADHD
Caregivers were interviewed about their child’s treat-
ment history (type of treatment, duration, service
location, number of sessions attended; Fiks et al.,
2013).

Child impairment

Caregivers completed the Impairment Rating Scale
(IRS; Fabiano et al., 2006) to assess daily function-
ing across a range of domains. Each item was rated
on a 7-point scale (0=no problem; 6 = extreme
problem). A mean item score was calculated to
represent global impairment. The IRS exhibits
good concurrent, convergent, and discriminant
validity, temporal stability, treatment sensitivity,
and interrater reliability (e.g., the correlation
between the average score on the parent and tea-
cher IRS, r = .64-.81; see Fabiano et al., 2006).

Statistical analyses

Program feasibility (Hypothesis 1)

The mean and standard deviations of total content
and each of the five process items were calculated for
each session and overall across sessions. The percen-
tage of sessions attended, make-up sessions attended,
and homework submitted were calculated.

Program acceptability (Hypothesis 2)

The mean and standard deviations of post-treatment
caregiver satisfaction scores were computed by pro-
gram session and component. Qualitative coding
responses indicating primary caregivers endorsing
positive qualitative was an additional indicator of
program acceptability.

Preliminary efficacy of program (Hypothesis 3)

The amount of missing data was very low:
Proximal and distal outcome data were complete
for all eligible participants at baseline and post-
treatment; 3.7% had missing proximal and distal
outcome data at follow-up. Listwise deletion was
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used to address missing data. Prior to conducting
statistical testing, the distributions of each outcome
measure were examined to determine whether
assumptions of normality were met and whether
significant data outliers were present. The distribu-
tions of the outcome measures met assumptions of
normality.

To test immediate intervention effects, we con-
ducted a series of repeated-measures analyses of
variance (ANOVA) using the Statistical Package
for the Social Sciences (SPSS), version 28.0 (SPSS
Inc, Chicago, IL). The within-subject variable of
Time reflected changes in individual scores from
baseline to post-treatment. These analyses were con-
ducted separately for the proximal and distal out-
come measures. Given the preliminary nature of this
open trial, no adjustments were made for multiple
comparisons (Perneger, 1998).

To test sustained and sleeper intervention
effects, we conducted a separate series of repeated-
measures ANOVAs with the within-subject vari-
able of Time reflecting changes from baseline to
follow-up. These analyses were conducted sepa-
rately for the proximal and distal outcome mea-
sures. Again, no adjustments were made for
multiple comparisons.

To estimate potential treatment effects, effect sizes
were calculated to determine the change from baseline
to post-treatment (for proximal outcome variables),
and from baseline to follow-up (for all outcome vari-
ables). Cohen’s d was calculated for continuous vari-
ables by subtracting the baseline mean from the post-
treatment mean (immediate effects) or follow-up
mean (sleeper effects) and dividing by the baseline
standard deviation (Fabiano et al, 2011). Kendall’s
w was used to estimate effect sizes for categorical
variables (i.e., Receipt of evidence-based treatment
for ADHD). Conventions for d are 0.2 = small, 0.5 =
medium, and 0.8 =large; conventions for Kendall’s
w are 0.1=small, 0.3 =medium, and 0.5 =large
(Cohen, 1988).

Sensitivity analyses

Because evidence of ceiling and floor effects was found
on some outcome measures in a prior proof-of-
concept study (see Nissley-Tsiopinis et al., 2023), fol-
low-up analyses were conducted to examine ceiling/
floor effects in the current study. To accomplish this,
we identified the outcome variables with at least 10%

of participants having “perfect” scores at baseline (e.g.,
those without any concern at baseline or with an
average score of 0 on the ADHD PGI subscales), and
we re-ran the analyses on each outcome without these
participants.

Results
Program feasibility (Hypothesis 1)

Overall content fidelity was excellent (M = 0.96,
SD =0.19; possible range = 0-1). Process fidelity
scores were also high across the five process
items: (a) encouraging caregiver active engage-
ment (M =3.86, SD = 0.35; possible range = 1-4);
(b) eliciting and strengthening change talk (M =
3.76, SD = 0.43); providing emotional validation
(M =3.90, SD=0.30); (d) building connections
among caregivers (M =3.75, SD =0.44); and (e)
keeping caregivers focused on foundational
principles and evidence-based practices (M =
3.97, SD=0.17).

Primary caregivers’ attendance was very high
across all four BC-ADHD sessions (M = 94.9%;
range = 91.5% — 96.6%). The majority (86.4%) of
primary caregivers attended all sessions, 6.8%
attended three sessions, and 6.8% attended two
sessions. Make-up sessions were completed for
50% of all missed sessions (n =6/12). Among the
53 two-caregiver households, 43.4% had both care-
givers attend at least one session.

Overall, primary caregivers submitted an average
of 2.95 homework forms (SD =1.15; 0-4 range).
Specifically, 89.5% of caregivers submitted homework
after session 1 (i.e., Tracking Time with your child),
89.3% of caregivers submitted homework after session
2 (i.e., Catch Them Being Good), and 81.0% of care-
givers submitted at least one of two homework assign-
ments after Session 3: 62.1% (i.e., Strategic Ignoring)
and 63.6% (i.e., Care Plan for Behavioral Parent
Training and Medication), respectively.

Program acceptability (Hypothesis 2)

Overall satisfaction with the program was high, M
=6.06 (SD = 0.82; range 5.85-6.18; maximum pos-
sible score of 7 [extremely helpful]). Satisfaction
across the program components ranged from 6.08
to 6.55 (See Table S2). As another indicator of
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program acceptability, 95% (56/59) of families
completed the BC-ADHD program and missing
data were minimal, suggesting caregivers were
able to comply with the data collection methods.
Primary caregivers also provided a range of
responses to open-ended program satisfaction and
evaluation questions. The thematic analysis of
responses by primary caregivers indicated that
obtaining useful information (86%), connecting
with other caregivers (64%), and learning beha-
vioral techniques (38%) were the most important
strengths of BC-ADHD. The most frequently
offered suggestions for program improvement
were increasing the dose of intervention (55%),
better managing the balance of information vs.
discussion time (53%), and getting more practical
behavioral strategies (17%). See Table 2 for further
details regarding the qualitative analysis of care-
giver feedback.

Preliminary efficacy of program (Hypothesis 3)

Changes in proximal outcomes

The findings demonstrated immediate and sus-
tained treatment effects in terms of increased care-
giver empowerment in accessing and working with

systems of care for children. The magnitude of
these effects was in the small-to-medium range.
Although there was no immediate effect in terms
of reduced affiliate stigma after BC-ADHD, we
found a small-to-medium sleeper treatment effect
at follow-up (see Table 3).

We found immediate and sustained effects at
follow-up in terms of reduced concerns about
adverse effects related to behavior therapy. There
were also immediate treatment effects in terms of
increased acceptability for and reduced feasibility
concerns about behavior therapy at post-treatment
(small-to-medium ESs); these effects were not sus-
tained (Table 3).

Similarly, there were immediate and sustained
treatment effects related to reducing concerns
about adverse effects for medication, and a sleeper
treatment effect (significant at follow-up but not
post-treatment) in increased medication acceptabil-
ity (small-to-medium ESs). There was no treatment
effect of BC-ADHD on caregivers’ concerns regard-
ing medication feasibility or stigma (see Table 3).

Changes in distal outcomes
We found treatment effects for increased utiliza-
tion of behavioral treatment and medication

Table 2. Open-ended, qualitative evaluation of BC-ADHD: percentage of primary caregivers endorsing themes.

Primary

Categories (Kappas) and themes caregiver (%)

Example quotes

What aspects of the program have been the most helpful to you7 (k=.86)

Obtaining useful information 86 Gave me lots of info on ADHD | didn't know.

Connecting with other caregivers 64 ® \We are not alone. Other parents gave me suggestions.

Learning behavioral techniques 38 ® | |earned techniques to improve my relationship with my child.

Better understanding medications 33 ® Very comforting in helping understand medications.

Collaborative health professionals 28 ® Dynamic, listening, well informed, and non-judgmental professionals.

Reduction of caregiver stigma 24 ® |t was nice to know that it's not my fault.

Learning school interventions 22 ® | |earned good ideas for fostering a better parent-teacher relationship.

Feeling empowered and hopeful 21 ® | feel better equipped for dealing with my child’s diagnosis and what role | can play for him
to increase his chances of success.

Homework assignments 21 ® The homework exercises were easy to follow and of “high impact;” they made me want to
learn more about behavior therapy.

Facilitating access to services 17 ® Access to further available resources.

What suggestions do you have for us that may be helpful for future groups? (k =.90)

Increase dose of intervention 55 ® All sessions have been helpful but | always felt more time is needed. Perhaps sessions need
to be longer or more classes.
Better manage the balance of 53 ® There was too much information/discussions and not enough time for discussions/
information vs. discussionsa information.
Get more behavioral strategies 17 ® | was expecting more behavioral strategies.
Better personalize the program 10 ® There should be a session individualized to the child’s needs.
Better facilitate access to services 9 ® Provide a list of community services that we can have access after diagnosis, where to start
and what to do in the next 30-60-90 days.
Foster more caregiver-to-caregiver 7 ® Inform parents they can share e-mails or create a Facebook group, if they want, to keep
support building the “community between parents.”
Clearer homework guidelines 5 ® | don't know what particular behavior to target.
Get access to the program sooner 5 ® |t would be more useful for parents whose child was just diagnosed.

n = 58. One caregiver did not provide qualitative feedback.

?A follow-up analysis revealed that 71.0% of these parents wanted more discussion time, whereas 29.0% wanted more information.
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treatment 6 months after BC-ADHD. Whereas
20.3% of families reported lifetime use of beha-
vioral treatment at baseline, 85.2% reported this
at follow-up (representing a 64.9% increase in
behavioral treatment use over 6 months when
directly offered in clinic; large ES; Table 3 and
Figure 1). Among families who initiated behavioral
treatment by follow-up, 73.9% completed group
behavioral parent training (excluding BC-ADHD),
13.0% initiated individualized family behavior
therapy, 10.9% initiated group behavioral peer

Table 3. Outcomes at post-treatment and follow-up.

intervention (i.e., Parental Friendship Coaching;
Mikami & Normand, 2022), and 2.2% initiated
both group behavioral parent training and group
behavioral peer intervention. Thirty-four participat-
ing families (73.9%) initiated behavioral treatments
after completing BC-ADHD (within the last 6
months), all of whom initiated this treatment within
our co-located, subspecialty pediatric clinic.
Regarding medication, whereas 64.4% of
families reported a child’s lifetime use of medica-
tion to treat ADHD at baseline, 81.5% reported this

Baseline Post Follow-up Baseline to Post Baseline to Follow-up
Domain and measure M sD M D M sD p ES p ES
Proximal outcomes
Caregiver empowerment (FES) 3.94 0.62 411 0.56 417 0.49 * 0.27 ** 0.36
Affiliate stigma (ASS) 2.06 0.64 1.98 0.62 1.87 0.57 ns -0.13 * -0.29
Treatment preferences (APGI)
BT acceptability 3.20 0.52 3.38 0.51 3.27 0.62 ** 0.34 ns 0.12
BT feasibility concerns 1.82 0.97 1.48 0.94 1.64 0.95 ** -0.35 ns -0.19
BT adverse effects 1.03 0.76 0.79 0.79 0.73 0.56 ** —-0.31 * —-0.39
MT acceptability 2.85 0.83 2.95 0.80 3.07 0.80 ns 0.13 * 0.26
MT feasibility concerns 0.97 0.91 0.83 0.86 0.85 0.90 ns -0.15 ns -0.13
MT adverse effects 1.98 1.09 1.63 1.03 1.55 1.04 ** -0.32 ** —0.40
MT stigma 0.95 0.97 0.97 0.85 0.82 0.82 ns 0.02 ns -0.13
Distal outcomes
BT lifetime use (RETA, %) 203 — — — 85.2 — — — el 0.63
MT lifetime use (RETA, %) 64.4 —_ —_ —_ 81.5 —_ —_ —_ ** 0.15
Child impairment (IRS) 3.93 0.83 — — 3.45 1.03 — — il —0.58

Primary caregivers at baseline (n = 59), post-treatment (n = 56), and follow-up (n = 54). APGl = ADHD Preference and Goal Instrument; ASS = Affiliate Stigma
Scale; BT = Behavioral Treatment; FES = Family Empowerment Scale — Child Services; IRS = Impairment Rating Scale; MT = Medication Treatment; ns = not
significant; RETA = Receipt of Evidence-based Treatment for ADHD. Higher scores for BT and MT feasibility concerns, BT and MT adverse effects, MT stigma,
Affiliate stigma, and Child impairment indicate greater levels of concern. Higher scores for FES, BT and MT acceptability, and BT and MT lifetime use reflect
more favorable ratings. ES (effect size) type: Cohen’s d were calculated for continuous variables by subtracting the baseline mean from the Post or Follow-up
mean and dividing by the baseline standard deviation. Kendall's w was used to estimate effect sizes for categorical (RETA) variables. Conventions for d are 0.2
= small, 0.5 = medium, and 0.8 = large; whereas conventions for Kendall’s w are 0.1 = small, 0.3 = medium, and 0.5 = large (Cohen, 1988).

p<.05; p<.01; p<.001.
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Figure 1. Lifetime use of Evidence-based Treatment for ADHD with adjustments for ceiling effects. BL = Baseline, N =59; FU = Six-
month follow-up, N = 54. These graphs show the lifetime use of behavior therapy and medication at each timepoint for all evaluable
cases (bold line) and the subgroup with participants who scored at the ceiling at baseline (i.e., who were already treated at baseline)
removed (dashed line). Kendall's w was used to estimate effect sizes. Conventions for Kendall’s w are 0.1 = small, 0.3 = medium, and

0.5 =large (Cohen, 1988).
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at follow-up (an increase of 17.1% in medication
utilization over 6 months; small ES; see Table 3 and
Figure 1). Among families who had initiated med-
ication by follow-up, all had tried one or more
stimulant medications, and 11.3% had tried a non-
stimulant in addition to at least one stimulant. As
indicated in Table 3, we also found a treatment
effect in reduced child impairment at follow-up
(medium-to-large ES).

Sensitivity analyses

Follow-up analyses examining potential ceiling/
floor effects revealed four outcome variables with
at least 10% of participants having “perfect” scores
at baseline (e.g., no potential for improvement):
medication-related feasibility concerns (n =15,
25.4%) and stigma (n =18, 30.5%) and lifetime
use of behavior therapy (n =12, 20.3%), and med-
ication treatment (n = 38, 64.4%). Re-running ana-
lyses excluding participants with perfect scores
revealed floor effects for feasibility concerns
regarding medication at post-treatment and medi-
cation-related stigma at follow-up; both showed
a small-to-medium treatment effect (both Cohen’s
ds=-0.36). For Receipt of Evidence-Based
Treatment, excluding participants with a previous
history of behavior therapy sustained the large
effect found with the full sample (all cases:
Kendall’s w=0.63; cases previously untreated:
Kendall’s w=0.81). Excluding participants with
prior medication treatment at baseline increased
the effect size from small-to-medium to medium-
to-large (all cases: Kendall’'s w=0.15; cases pre-
viously untreated: Kendall’s w = 0.44). See Figure 1.

Discussion

Obtaining evidence-based treatment is often chal-
lenging for caregivers of children with ADHD due
to barriers to seeking and receiving services,
including caregiver concerns regarding diagnosis
and treatments (Eiraldi et al., 2006) and their
sense of empowerment in seeking services for
their child (Resendez et al., 2000). Following the
report of the initial proof-of-concept (Nissley-
Tsiopinis et al., 2023), this pilot study examined
the feasibility, acceptability, and potential efficacy
of BC-ADHD with a substantially larger sample at
a site different from the original developers. The

current pilot study also complements the initial
proof-of-concept with a longer follow-up period
(i.e., 6 months), the thematic approach used to
analyze caregivers’ experience of BC-ADHD, and
the inclusion of an outcome measure of child
impairment.

Treatment fidelity and behavioral indicators of
family engagement (i.e., attendance and homework
adherence) provided evidence of program feasibil-
ity. Quantitative and qualitative data indicated that
families were very satisfied with the program. At
post-treatment, BC-ADHD resulted in increases in
caregiver empowerment and acceptability of beha-
vioral treatment and reductions in concerns about
behavioral and medication treatments. At follow-
up, findings provided evidence for sustained effects
on caregiver empowerment and reduced concerns
about using ADHD treatments. There was also
evidence that BC-ADHD may be associated with
increased medication acceptability, decreased affili-
ate stigma, and reduced child impairment at fol-
low-up - as well as achieving its main goal of
promoting family initiation of EBTs.

Program feasibility (Hypothesis 1)

There was substantial evidence of program feasi-
bility. Clinicians delivered virtually all content fide-
lity items of the program during each session.
Process fidelity scores were also high across the
five process items, with scores equal or larger
than 3.75 on a 1-4 scale. These findings are similar
to those found in the proof-of-concept study (con-
tent fidelity: 100%; process fidelity > 3.70/4) and
indicate that clinicians were able to deliver the
intervention components and adhere to key pro-
cesses of parent group intervention (see Nissley-
Tsiopinis et al., 2023). This is critical because group
process is considered as essential to the program as
the intervention content itself. The use of
a manualized intervention, the fact that the inter-
vention was provided by the lead investigator of
this study, and the intentional focus on addressing
process indicators may have contributed to the
high level of program fidelity.

Program feasibility was also supported by the
very high caregiver behavioral engagement in the
program (i.e., attendance and homework adher-
ence). The overall attendance across all four
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sessions was 95%, and the majority of primary care-
givers attended all four BC-ADHD sessions, even
higher than the proof-of-concept study (86%;
Nissley-Tsiopinis et al., 2023). Reimbursement for
parking and the availability of onsite childcare (used
by 8.5% of families) may have contributed to high
attendance. With regard to homework adherence,
primary caregivers submitted homework for an
average of 2.95 of 3 sessions. Homework completion
rates were 95% for the first two sessions, when only
one homework assignment was given. Although
87% of families completed at least one homework
assignment for the third session, there was a lower
completion rate for each of the two homework
assignments given in that session (i.e., Strategic
Ignoring, 62%; Individualized Plan for Care, 64%).
These findings suggest it may be advisable to limit
homework assignments to one per session.
Caregivers have reported that factors such as finding
time to do homework and coping with child misbe-
havior were barriers to homework implementation
(Nissley-Tsiopinis et al., 2023).

Program acceptability (Hypothesis 2)

Program acceptability was supported by high
retention rates (95%) and caregiver satisfaction
ratings overall (i.e., average session satisfaction:
6.06/7.00) and across program components (i.e.,
average program component satisfaction: 6.34/
7.00). Although these findings are comparable to
those of the proof-of-concept study (Nissley-
Tsiopinis et al., 2023), our attempts to schedule
groups at a time convenient for families, and offer-
ing free childcare and parking, and individual
make-up sessions may have contributed to the
favorable attendance and high level of acceptability
of BC-ADHD. A range of responses was elicited
when caregivers were prompted to list perceived
benefits of BC-ADHD, including obtaining useful
information, connecting with other caregivers, and
learning behavioral techniques. The perceived
strengths are well-aligned with BC-ADHD’s theory
of change, which was designed to promote family
engagement, provide psychoeducation, and pre-
pare caregivers as informed consumers of multi-
modal, evidence-based care for ADHD (see
Nissley-Tsiopinis et al., 2023).

When asked to suggest improvements to BC-
ADHD, 55% of caregivers responded they desired
a higher dose of intervention. In addition, 53% of
caregivers wanted clinicians to focus more on
balancing time devoted to didactic presentation
vs. discussions; 71% of these caregivers wanted
more discussion time, whereas 29% wanted more
time spent on obtaining information. In a -
typical BC-ADHD session, approximately 75%
of the time is devoted to discussion and 25% to
presenting new content. Also, about 20% indi-
cated they wanted more practical behavioral stra-
tegies. Despite high levels of process fidelity, it is
apparent that there were differences among
families with regard to their preference for dis-
cussion and opportunities to connect with other
families versus learning pragmatic strategies for
working with their children. Additional research
is needed to examine which families would prefer
and benefit from an individualized versus group
version of the program.

Preliminary evidence of efficacy (Hypothesis 3)

BC-ADHD led to immediate and sustained
increases in caregiver empowerment to navigate
the health and educational systems, replicating
and extending the results from the proof-of-
concept study which used a briefer follow-up per-
iod (i.e., 6 weeks; Nissley-Tsiopinis et al., 2023).
These findings suggest that BC-ADHD may be
effective in achieving one of its primary goals,
that is, promoting a sense of caregiver empower-
ment to seek and obtain needed services for their
child, thereby preparing families to cope with the
chronic nature of ADHD and the need for care that
extends across childhood and typically adolescence
(DuPaul et al., 2020; Wolraich et al., 2019).
Although there was no effect on caregivers’ feel-
ing of being ashamed and isolated due to child
ADHD (i.e., affiliate stigma; Mikami et al., 2015)
immediately after BC-ADHD, findings suggested
a sleeper treatment effect at 6-month follow-up
(small to medium ES). In BC-ADHD, group ther-
apy techniques are used to connect caregivers with
one another and offer emotional validation,
thereby reducing caregivers’ sense of isolation and
stigma and helping them overcome barriers to care.
These findings are important because affiliate
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stigma was associated with poor caregiver mental
health outcomes, social isolation from family mem-
bers, friends, and colleagues, and negative parent-
ing in caregivers of children with ADHD (e.g.,
Mikami et al., 2015). Future investigations of BC-
ADHD should also examine whether program par-
ticipation leads to a reduction in parents’ level of
stress.

Caregivers of children with ADHD may have
concerns about potential adverse effects of beha-
vior therapy (e.g., their child might be considered
a problem child or be treated differently by others;
their child might react negatively to behavioral
techniques; Fiks et al., 2012, 2013). The findings
of this study suggest that BC-ADHD may lead to
immediate and sustained reductions in concerns
about adverse effects related to behavior therapy.
In line with the results of the proof-of-concept
study (Nissley-Tsiopinis et al., 2023), the current
study provided evidence that BC-ADHD was asso-
ciated with increases in the acceptability of beha-
vior therapy and reductions in feasibility concerns
at post-treatment. BC-ADHD may dispose care-
givers to have more positive views about behavior
therapy, perhaps contributing to an increase in
willingness to pursue this treatment. However,
these effects were not sustained at follow-up.
Given the sizable increase in lifetime implementa-
tion of behavior therapy at follow-up, the experi-
ence of being involved in this intervention may
have prompted a reemergence of concerns about
its feasibility.

Similarly, these findings suggest that BC-ADHD
may lead to immediate and sustained reductions in
concerns about adverse effects related to medica-
tion. This is important because caregivers are often
concerned that medication might change their
child’s personality or be addictive (Fiks et al,
2012, 2013). Current findings, however, differ
from those of the proof-of-concept study, in
which there was evidence of increased concerns
about adverse effects of medication in response to
the program. It should be noted that the sample
size in the proof-of-concept study was very small
(n=11) and the follow-up period was short (6
weeks). Further, rates of lifetime medication use
at baseline in the proof-of-concept (45%) were
lower than the current pilot (64%). Caregivers in
the current study may have expressed more

positive views about medication during sessions
than those in the proof-of-concept study, contri-
buting to fewer concerns about mediation at post-
intervention. Additional research is needed to
determine if these findings can be replicated. In
addition, BC-ADHD was associated with increased
medication acceptability at follow-up. There were
no changes in medication feasibility concerns or in
medication-related stigma. However, when floor
effects were accounted for, there were small-to-
medium decreases at post-treatment (medication
feasibility concerns) and follow-up (medication
related stigma) in response to BC-ADHD. These
results differ from those found in the proof-of-
concept study in which there was some evidence
of increased concerns about stigma related to med-
ication. Additional research is needed to resolve
this discrepancy. Current findings suggest that BC-
ADHD may be successful in reducing the feasibility
and stigma concerns of caregivers who are unsure
about whether to pursue medication for their child.

In line with its theory of change (see Nissley-
Tsiopinis et al., 2023), BC-ADHD is not only
designed to improve proximal outcomes (percep-
tions and beliefs) but also to increase distal out-
comes (utilization of evidence-based treatment).
Corroborating results of the proof-of-concept
study (Nissley-Tsiopinis et al., 2023), there was
a large increase in the use of behavior therapy
over time. At baseline, only 20% of families
reported lifetime use of behavioral treatment, but
this increased to 85% at follow-up. Approximately
74% of these families initiated behavioral treat-
ments since completing BC-ADHD; all of them
initiating behavioral treatment within the specialty
pediatric clinic where BC-ADHD was offered. The
large effect found with the full sample was sus-
tained when ceiling effects were accounted for.
There was also a small increase in medication uti-
lization from baseline to follow-up (17%).
However, it is important to note that 64% of
families participating in this pilot study reported
child lifetime use of medication to treat ADHD
(and 59% were still on medication) at baseline.
Families of children on medication were eligible
because this was a pilot trial and the “newly diag-
nosed” inclusion criterion was extended to within
2years for feasibility reasons. This was allowed
because BC-ADHD has potential benefits with
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regard to initiating non-pharmacological, psycho-
social interventions at home and school.
Nonetheless, the inclusion of a relatively high per-
centage of families with children on medication
potentially placed limits on the amount of change
possible and might have influenced the direction of
the findings. Accounting for this ceiling effect
moved the effect size from small-to-medium to
medium-to-large, perhaps highlighting the useful-
ness of providing BC-ADHD sooner after diagno-
sis. However, the presence of families whose
children were already taking medication in the
group might have led to discussions that addressed
parents concerns in a way that would not have been
the case if most children were medication naive;
thus improving the results. Importantly, it is pos-
sible that some families who did not initiate follow-
up treatment may no longer require additional
treatment. In the future, it will be important to
assess not only outcomes but family perceptions
of need for treatment at post-intervention and then
examine initiation of interventions at follow-up in
relation to post-intervention outcomes and family
perception of need for treatment post-intervention.

Although BC-ADHD was designed to target
direct service-level barriers (e.g., caregiver empow-
erment, affiliate stigma, and treatment preferences)
as well as actual service use at follow-up, the cur-
rent findings suggest the program may have bene-
tits in changing behavior at the level of the child
with regard to reducing level of impairment (med-
ium to large ES at follow-up). BC-ADHD includes
key components of behavioral parent training (e.g.,
positive attention, strategic ignoring, and manipu-
lation of antecedents), which may have contributed
to children’s improvement. However, it should be
noted that a high percentage of families initiated
behavior therapy during the follow-up period,
which may have also accounted for this effect.
Future studies should also assess whether BC-
ADHD leads to change in child behavior.

Limitations

Several limitations of this study should be noted.
First, the study used an open-trial, within subjects
design and thereby was not able to control for

some threats to internal validity. Additional
research using a control group is strongly needed.
Second, our findings might have been influenced
by conducting the study in a co-located, subspeci-
alty pediatric clinic in which medication and
behavior therapy were generally quite accessible.
Nearly 60% of the families had children receiving
medication at the start of the program, likely
contributing to more favorable views about med-
ication than may be found in settings in which
a lower percentage of children are medicated. The
availability of follow-up behavior therapy to
families in this setting also likely contributed to
the dramatic increase in use of this intervention
at 6-month follow-up. Offering BC-ADHD in
a context in which BPT is less accessible likely
would not have resulted in such a notable
increase. These latter findings highlight the criti-
cal importance of advocating for widespread
availability of behavioral interventions for chil-
dren with ADHD (DuPaul et al., 2020; Wolraich
et al., 2019). Third, the sample was mainly con-
stituted of White, educated, mothers working full-
time and living in two-caregiver households.
Future work is needed to evaluate this interven-
tion in high-need/low-resourced families, includ-
ing historically marginalized families who may
experience significant barriers to treatment
engagement. A study is currently being conducted
to adapt BC-ADHD for delivery in urban primary
care with low-income and minoritized families.
Fourth, outcome evaluation was based on care-
giver-report measures. Caregivers may have been
biased in perceiving favorable outcomes given
their investment in the program. In the future,
the use of additional methods of measurement,
such as teacher reports of school service use and
medication data extracted from electronic health
records, is recommended. Fifth, all groups were
delivered by the same therapist team, and content
and process fidelity were reported by the two
clinicians providing the program. Future studies
should include more therapists, and use indepen-
dent coders to conduct fidelity coding, and imple-
ment methods such as the Motivational
Interviewing Treatment Integrity Coding Manual
(Moyers et al., 2014; Sibley et al., 2016).
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Conclusions

This open trial represents the first pilot study of BC-
ADHD and provides evidence of its feasibility,
acceptability, and potential efficacy of this
program. BC-ADHD appears to have promise as
an intervention to prepare caregivers to seek and
obtain evidence-based treatments for their children
with ADHD. The findings support the need for
future controlled studies with larger, diverse, and at-
risk primary care samples of families who are in the
early stages of coping with their child’s ADHD,
using multiple methods of outcome assessment.
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