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ABSTRACT

Objective: We examined the acceptability, integrity, and symptom trajectories associated with
FIRST, a principle-guided treatment for youth internalizing and externalizing problems designed
to support efficient uptake and implementation.
Method: We conducted two open trials of an adapted FIRST, focusing on uptake and implemen
tation by novice trainees in a university-affiliated clinic, limiting treatment duration to six sessions,
and benchmarking findings against a 2017 FIRST trial with community therapists. In Study 1,
trainees received a two-day training and weekly two-hour supervision (N = 22 youths, ages 7–17,
50% female, 54.54% Caucasian, 4.55% Latinx). In Study 2, trainees received a one-day training and
weekly one-hour supervision, delivering the six-session FIRST in a predetermined sequence (N
= 26 youths, ages 11–17, 42.31% female, 65.38% Caucasian, 7.69% Latinx). In Study 3, the original
study therapists – now practitioners – evaluated FIRST’s effectiveness and implementation diffi
culty, and reported their own post-study FIRST use.
Results: Acceptability (treatment completion, session attendance, caregiver participation) and
integrity (adherence, competence) were comparable across Study 1, Study 2 and the 2017 trial.
Improvement effect sizes across ten outcome measures were in the large range in all three trials:
M ES = 1.10 in the 2017 trial, 0.83 in Study 1, and 0.81 in Study 2. Study 3 showed high
effectiveness ratings, low difficulty ratings, and continued use of FIRST by a majority of clinicians.
Conclusions: Across two open trials and a follow-up survey, FIRST showed evidence of accept
ability and integrity, with youth symptom reduction comparable to that in prior research.

The number of psychosocial treatments for youth men
tal health disorders developed and tested in rando
mized controlled trials (RCTs) has multiplied in
recent decades (Southam-Gerow et al., 2014), far out
pacing their implementation in community settings
(e.g., Jensen-Doss et al., 2009). This “research-topractice-gap” persists despite considerable evidence
for the efficacy of evidence-based treatments (EBTs)
from RCTs (Weisz, Kuppens et al., 2017), the smaller
but still significantly superior effects of EBTs relative to
treatment-as-usual (Weisz et al., 2013), and naturalistic
examples of improved outcomes associated with thera
pists’ use of EBT strategies (e.g., Garland et al., 2014).
This relatively infrequent EBT use in community
settings has prompted thoughtful consideration of
innovative approaches to treatment design, to expand
opportunities for EBT implementation in real world
practice contexts (Herschell et al., 2004).
Some alternatives have been developed to address
the fact that EBTs targeting a single disorder, or
a small family of related problems, may not be an
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ideal fit to all youths who need care (Powell et al.,
2013). Some clinically referred youths may be more
complex and comorbid than those often represented
in RCTs (Ehrenreich et al., 2011), and therapist case
loads routinely span a broad range of problem areas
(Cho et al., 2019). Additionally, some standard, singledisorder EBTs prescribe 16–24 sessions, with an ade
quate treatment dose requiring completion of all or
most of the protocol. Many youths in community set
tings fail to complete this dose (De Haan et al., 2013),
and may miss components needed for clinical benefit,
especially if therapists have to balance targeting multi
ple co-occurring problems. Finally, time-intensive
training, supervision, and treatment integrity monitor
ing often employed to maximize internal validity in
RCTs (Beidas & Kendall, 2010) may be difficult for
community therapists and organizations to emulate.
Perhaps related to these research-versus-practice differ
ences, studies also show that treatment integrity is
sometimes compromised as EBTs move from research
to community implementation (e.g., Curtis et al., 2004).
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These challenges may be especially burdensome in nonspecialty settings (e.g., schools, primary care) where
many youths receive care (Burns et al., 1995), treatment
length is typically short, few training resources are
available, and therapists may have limited experience
and training in youth psychotherapy (Evans & Weist,
2004; Gomez et al., 2014). Thus, brief treatments that
can be easily learned, adopted, and delivered by thera
pists with diverse backgrounds may be critical to
increasing youths’ access to EBTs in some service
settings.
Consideration of these issues has prompted some
excellent complementary approaches to treatment
design, addressing the clinical complexity and comor
bidity of some referred youths, providing training and
support to help therapists who have diverse caseloads,
and introducing strategies for personalizing treatment
(e.g., Chorpita & Weisz, 2009; Ehrenreich et al., 2011;
Ng & Weisz, 2016). One complementary approach
involves structuring treatment around empiricallysupported principles of change, a strategy suggested
four decades ago by Goldfried (1980) and revived and
elaborated upon more recently (e.g., Castonguay &
Beutler, 2006; Davison, 2019; Hoffman & Hayes, 2019;
Oddli et al., 2016; Rosen & Davison, 2003), including
by members of the Society of Clinical Psychology EST
task force (Tolin et al., 2015). As several of these
authors suggest, learning specific treatment procedures
may be usefully complemented by a focus on the kinds
of change processes that may be set in motion by those
procedures; this may be especially true for therapists to
whom the treatment procedures are relatively new
(Abramowitz, 2013; Marchette & Weisz, 2017) or dif
ferent from their previous practices (Oddli et al., 2016).
Given the current “knowledge management problem”
(Chorpita et al., 2011, p. 493), whereby the breadth of
psychological knowledge is too great for individual
practitioners to practically digest for clinical use, focus
ing on principles of change applicable across problems
and diagnostic categories may add usefully to existing
strategies within the expanding array of specific treat
ment procedures for a range of youth mental health
conditions.
The FIRST treatment program is aligned with these
ideas. FIRST is a flexible, transdiagnostic intervention
organized around well-tested principles of youth psy
chotherapeutic change and drafted using a process of
“co-design” with clinical practitioners and treatment
researchers (Weisz, Bearman et al., 2017). FIRST
addresses both internalizing and externalizing dimen
sions, and integrates multiple treatment procedures
derived from youth EBTs for anxiety, depression, and
misconduct (Weisz & Bearman, 2020). Each of the five

principles is included in multiple tested and effective
interventions for anxiety, depression, and conduct pro
blems (Chorpita et al., 2005; Garland et al., 2008), and
each has shown significant treatment effects in multiple
studies when used as a solo intervention (Weisz et al.,
2004). FIRST was designed to be focused in content
(five core principles of therapeutic change), in part to
provide efficiency for community therapists who seek
to offer empirically-supported care but whose training
resources and implementation supports may be limited.
In an initial open benchmarking trial, youths with
anxiety, depression, or conduct problems, referred to
two community mental health clinics, were treated by
clinic therapists (average 7.96 years of clinical experi
ence) who were trained and supervised by the FIRST
developers (Weisz, Bearman et al., 2017). Youths
showed significant pre-to-post treatment improvement
on multiple symptom measures and youth- and care
giver-nominated top problems. Therapists, youths, and
caregivers also reported high satisfaction. In a recent
follow-up with FIRST therapists, 92% reported that
understanding the principles underlying the practices
increased their clinical confidence and competence and
“motivated them to continue using the intervention on
their own” (Bearman et al., 2019, pp. 23–24). Thus, in
this initial study, FIRST showed promise with experi
enced community therapists trained by the developers.
Critical questions regarding FIRST’s potential for
implementation remain unanswered, however. One of
these is its ability to survive the “implementation cliff”
(Weisz et al., 2014, p. 59) – that is, the reduction in
fidelity and outcomes sometimes observed when inter
ventions move away from developer control and over
sight (e.g., Curtis et al., 2004). In the 2017 FIRST trial,
although therapists were employed by partner commu
nity mental health clinics, they had direct access to the
treatment development team (i.e., initial training,
ongoing consultation) in ways unlikely to be replicated
should FIRST be implemented in most clinical practice
contexts (e.g., non-specialty settings) or on a large scale.
FIRST also averaged 18.63 sessions, similar to other
youth EBTs but substantially more than youths receive
in community outpatient (De Haan et al., 2013;
Harpaz-Rotem et al., 2004) and non-specialty settings
(e.g., Gomez et al., 2014).
One framework for systematically improving fit and
performance is the deployment-focused model of treat
ment development and testing (Weisz & Gray, 2008),
which recommends iterative cycles of testing and adap
tation within clinically representative contexts to ensure
that interventions remain effective under likely imple
mentation conditions. The time and financial pressures
associated with scaling up interventions in practice
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settings can naturally lead to efforts to manage costs –
often by trimming training and support infrastructure
(Weisz et al., 2014). With that in mind, we sought to
examine as a proof of concept the durability of FIRST
when treatment length, training, and expert oversight
were increasingly abbreviated to better reflect the likely
conditions of community-based implementation.
Further, we used novice trainees, thus examining the
functioning of this abbreviated FIRST with therapists
who – unlike those in the 2017 FIRST trial but often
found in non-specialty settings – did not have a strong
base of prior clinical experience (see Figure 1). In Study
1, session content and sequence were guided by deci
sion trees but treatment length was capped at six ses
sions to allow potential coverage of all five FIRST
principles in the minimal number of sessions, while
also reflecting the brief treatments, and the few sessions
typically attended, in the community (De Haan et al.,
2013; Gomez et al., 2014; Harpaz-Rotem et al., 2004).
Training was provided to novice therapists (i.e., gradu
ate trainees) in a community-based university clinic by
a FIRST developer using the 2017 FIRST trial’s two-day
training. In Study 2, sessions were again limited to six,
but session content and sequence were fixed to simplify
implementation, training, and support that had been
dedicated to individualizing treatment in Study 1.
Initial training, reduced to one day, was provided by
the on-site supervisor without developer involvement
(see Figure 1). In Study 3, we conducted a follow-up
with Study 1 and 2 trainees, after they had become
practicing clinicians, to assess their perceptions of the

2017 FIRST Trial
(Weisz, Bearman et al., 2017)

Youth Participants

adapted FIRST’s effectiveness and difficulty level, and
their post-study use of FIRST.
Using this three-study approach, we evaluated
whether FIRST can be implemented by novice trainees
with limited ongoing support, and whether this adapted
FIRST was associated with symptom reduction. We
then compared the acceptability, integrity, and clinical
outcomes across the two studies and benchmarked
them against the 2017 FIRST trial, allowing us to con
sider how these outcomes would fare with number of
sessions capped and without treatment developer invol
vement, as might be the case if FIRST were implemen
ted in community settings.

Study 1
Method
Study Design and Procedures
We used an open trial (pre-post) design. Youths were
recruited via advertisements offering free therapy to
youth aged 7–17 (based on age ranges in review of
youth-focused EBTs for these target problems; e.g.,
Weisz et al., 2019) with anxiety, depression, and beha
vior problems in a Midwestern university-affiliated
mental health clinic serving youths, families, and adults
from the local community. Caregivers who responded
to the advertisement were screened by phone by study
staff (see Figure 2). Inclusion criteria were caregiver
concerns about youth’s anxiety, depression, and/or
behavior problems, and no past diagnosis of intellectual

Study 1

Study 2

Clinic-referred (n = 24)
•
Therapists (n = 14) from two
community mental health
clinics

Recruited/analogue (n = 22)
•
Novice graduate trainees (n =
16) in a university-affiliating
clinic

Recruited/analogue (n = 26)

No limit (M = 18.63)

Six sessions (M = 5.68)

Six sessions (M = 5.00)

Two days with developer

Two days with developer

One day with non-developer
expert trained in Study 1

Ongoing Support

Weekly one-hour FIRST group
consultation with developera

Weekly one-hour group and
one-hour individual FIRST
supervision with nondeveloper CBT expertb

Weekly one-hour group FIRST
supervision with nondeveloper CBT expertb

Individualization

Yes (Decision trees)

Yes (Decision trees)

No (Preset sequence)

Therapist
Participants

Treatment Length
Initial Training

Novice graduate trainees (n =
14) in a university-affiliating
clinic

Figure 1. Overview of implementation conditions in the three FIRST trials.
a

Only one FIRST therapist was pre-licensure; this therapist received routine clinic supervision in addition to the FIRST consultation. bStudy 1
and 2 therapists were all pre-licensure trainees and received routine clinic supervision
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Study 1

Study 2

Study 3

Family contacted research
team for eligibility screening
(N = 34)

Family contacted research
team for eligibility screening
(N = 46)

Research team contacted
Study 1 and 2 therapists (N =
28)

Youth met eligibility criteria
and invited to baseline
assessment (n = 34)

Youth met eligibility criteria
and invited to baseline
assessment (n = 38)

Therapists completed the
online survey (n = 19)

Family completed study
consent and baseline
assessment (n = 24)

Family completed study
consent and baseline
assessment (n = 26)

Youth attended first
treatment session (n = 22)

Youth attended first
treatment session (n = 26)

Figure 2. Participant enrollment flowchart.

disability or mental retardation. Following the phone
screen, youths and caregivers came to the clinic where
they consented to study participation and completed
the initial assessment. This process did not overlap with
the usual intake procedure at this clinic. Youths and
caregivers completed weekly symptom and top problem
ratings, and a post-treatment assessment. All proce
dures were approved by the institution’s Institutional
Review Board.
Participants
Youth participants (N = 22) had a mean age of 10.61
(SD = 3.17) years. Half were female; 54.55% were
Caucasian, 22.73% multiracial, 4.55% Asian/Pacific
Islander; and 4.55% Latinx. Caregivers were all biologi
cal parents; 81.82% had a college degree. Presenting
concerns (multiple could be endorsed) were 68.18%
anxiety, 50.00% depression, and 45.45% behavior.
Therapists were 16 graduate students beginning their
clinical training at the university-affiliated clinic.
Therapist mean age was 30.44 (SD = 5.44) years;
62.50% were female; 87.5% were Caucasian, 6.25%
African American/Black, 6.25% Asian/Pacific Islander;
and 6.25% Latinx. Training background was 56.25%
psychology, 37.50% social work, 6.25% counseling;
and split evenly between bachelor’s and master’s level.
None were licensed (see Table 1).
Treatment and Therapist Training
FIRST is a principle-guided transdiagnostic approach
designed to treat youth anxiety, depression, and beha
vior problems (Weisz, Bearman et al., 2017). FIRST
includes five core principles: (1) Feeling calm (e.g.,
relaxation), (2) Increasing motivation (e.g., rewards,

consequences), (3) Repairing thoughts (e.g., cognitive
restructuring), (4) Solving problems (i.e., problem
solving steps), and (5) Trying the opposite (i.e., coun
tering maladaptive impulses – e.g., exposure, beha
vioral activation). Each principle comes with session
guides, suggested in-session activities, and out-ofsession assignments, with content specified for the
youth, caregiver, or the youth-caregiver dyad.
Treatment content and sequence (e.g., shifting from
one principle or treatment target to another) was
guided by decision trees and youth and caregiver
weekly symptom and top problem ratings (these
were available to therapists and the supervisor during
weekly meetings), just as in the 2017 FIRST trial.
However, treatment length and ongoing support
were truncated from the 2017 FIRST trial (see
Figure 1) to ease implementation burden. Treatment
dose was capped at six one-hour sessions, although
sessions were longer (M = 61.05, SD = 14.15 minutes)
if families met fewer than six times. Six sessions were
selected as the minimum number of sessions to per
mit possible coverage of all five FIRST principles and
a final review. Therapists and the on-site supervisor,
a non-developer CBT expert, received an initial twoday training by one of the FIRST developers, who
provided training in the 2017 FIRST trial, followed
by weekly one-hour individual and one-hour group
supervision to support implementation of FIRST.
Measures
Therapist Integrity in Evidence Based Interventions
(TIEBI) Coding System (Bearman et al., 2012). All
treatment sessions were taped. Sessions were divided
into thirds (early, middle, late phase of treatment), with
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Table 1. Baseline characteristics of youths, families, and thera
pists in the two current studies and the 2017 FIRST trial.
Overall

2017 FIRST
Trial

Study 1

Study 2

Youth M Age (SD)

11.03 (2.69)

10.61 (3.17)

50%
87.50%
0.00%
0.00%

50.00%
54.54%
0.00%
4.55%

12.08
(1.83)
42.31%
65.38%
7.69%
7.69%

0.00%

0.00%

3.85%

8.33%
8.33%
-

22.73%%
4.55%
41.73 (6.21)

-

90.91%
18.18%

11.54%
7.69%
43.46
(5.85)
92.31%
26.92%

95.83%

50.00%
31.82%
100.00%

46.15%
23.08%
92.31%
57.69%
46.15%
19.23%

Youth % Female
Youth % Caucasian/White
African American/Black
Asian American/Pacific
Islander
Native American/American
Indian
Multiracial
Youth % Latinx
M Caregiver Age (SD)
Caregiver % Female
Caregiver % High School
Diploma
College Degree
Post-College Degree
% Biological Child
% Primary Presenting
Concerns
Anxiety
Depression
Behavior
Pretreatment Means (SD)
BPC-Parent
BPC-Youth
TPA-Parenta
TPA-Youtha
CBCL Total Problems

-

68.18%
50.00%
45.45%

9.04 (4.61)
6.12 (4.57)
7.85 (1.78)
7.54 (1.29)
60.46 (9.47)

6.33 (3.22)
6.91 (4.40)
1.27 (0.51)
1.32 (0.62)
57.50 (6.68)

YSR Total Problems

55.96 (10.58)

CBCL Internalizing

62.17 (11.98)

YSR Internalizing

57.26 (11.96)

CBCL Externalizing

56.58 (11.40)

YSR Externalizing

50.96 (10.58)

Therapist M Age (SD)

35.57 (8.69)

Therapist % Female
Therapist % Caucasian/White
Asian/Pacific Islander
African American/Black
Therapist % Latinx
Therapist % Licensed
Therapist % Psychology
Counseling
Social Work

79%
93%
7%
93%
43%
7%
50%

5.96 (2.86)
5.76 (3.67)
1.42 (0.47)
1.40 (0.35)
60.04
(7.57)
56.77
56.46
(13.14)
(8.64)
59.23 (7.53)
63.12
(8.68)
56.18
57.15
(11.92)
(8.79)
55.55 (8.24)
55.80
(8.64)
52.64
51.27
(13.23)
(9.37)
30.44 (5.44)
28.07
(6.90)
62.50%
85.71%
87.50%
78.57%
6.25%
14.29%
6.25%
7.14%
6.25%
7.14%
0.00%
0.00%
56.25%
64.29%
6.25%
35.71%
37.50%
0.00%

P = Parent/Caregiver, Y = Youth, BPC = Brief Problems Checklist, TPA = Top
Problems Assessment, CBCL = Child Behavior Checklist, YSR = Youth Self
Report; aTPA used a 0–2 scale.

one session within each phase randomly selected for
coding (50% of possible recordings were coded). If
three or fewer sessions were available, all were coded.
Coding included therapist adherence (percent of
five minute segments in which 19 items reflecting pre
scribed content from FIRST was present) and compe
tence (skillfulness and thoroughness of delivery, rated
from 0 = not at all to 4 = expert). To generate a mean
percent adherence score for each coded treatment ses
sion for each FIRST content item, the number of
five minute segments in which that item was coded

“present” was summed, multiplied by five (number of
minutes in each segment), and divided by the total
session time. To generate a mean competence score for
each youth’s treatment session, each of the global com
petency codes for each “present” item were averaged. We
randomly selected 32 sessions for double coding to
assess agreement between coders. Reliability, across
pairs of coders, was M ICC (1,2) =.91 (range = .68-.99)
for adherence, and M ICC (1,2) = .87 (range = .75-.97)
for competence.
Therapy Process Observational Coding System-Alliance
Scale (TPOCS-A; McLeod & Weisz, 2005). The nineitem TPOCS-A assessed for youth-therapist and care
giver-therapist alliance. Independent coders rate on
a six-point scale (0 = not at all to 5 = great deal) the
extent to which youths and caregivers demonstrate
understanding, hostility, positive affect and other alli
ance-related behaviors in-session. The TPOCS-A has
acceptable internal consistency (α = 0.95; McLeod &
Weisz, 2005). ICCs in this sample ranged from accep
table to excellent for most items: youth-therapist
M ICC (1,2) = .64, range = .39–.88; caregiver-therapist
M ICC (1,2) = .68, range = .43–.93. One item for each
scale did not achieve acceptable ICC (i.e., ICC = .40;
Cicchetti & Sparrow, 1981) and was excluded: whether
the youth-therapist dyad appeared uncomfortable, ICC
(1,2) = .39; whether the caregiver complied with ther
apy (there was no variability on this item between
sessions or among coders). These ICCs were compar
able to those in published studies (McLeod & Weisz,
2005). TPOCS-A scores for the 2017 FIRST trial were
coded as part of another study (Woo, 2018) and are
included here for comparison.
Pre- and post-treatment symptom measures. At preand post-treatment assessments, caregivers and youths
completed the Child Behavior Checklist (CBCL) and
Youth Self-Report (YSR; Achenbach & Rescorla, 2001).
Caregivers reported on 118 youth problems on the
CBCL, which yields internalizing, externalizing, total
problem T scores based on youth age and gender.
Youths reported on 112 youth problems on the YSR,
which also yields internalizing, externalizing, and total
problem T scores based on youth age and gender.
Extensive evidence exists supporting the psychometric
integrity of both measures (Achenbach & Rescorla,
2001).
Session-by-session symptom and top problem mea
sures. At each treatment session, caregivers and youths
completed the Brief Problem Checklist (BPC; Chorpita
et al., 2010) and Top Problems Assessment (TPA;
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Weisz et al., 2011). The BPC is a 12-item standardized
measure (ratings of 0–2) including six internalizing and
six externalizing items yielding a total score range from
0–24. The TPA is an idiographic measure of selfreported severity on up to three youth- and caregiveridentified problems (Weisz et al., 2011). In the current
studies, the TPA was rated on a 0 to 2 scale, consistent
with the BPC, CBCL, and YSR. The BPC (Chorpita
et al., 2010) and TPA (Weisz et al., 2011) have demon
strated strong psychometric properties.
Data Analytic Plan
We present descriptive statistics and frequencies for
acceptability and integrity outcomes. For clinical ben
efit, we ran multilevel models using restricted max
imum likelihood in R (R Core Team, 2017) using
intent-to-treat analysis with all youths initially
enrolled in the study. We estimated change over
time on all session-by-session and pre-post measures
using all available measurement occasions. To deter
mine the appropriate number of levels, we calculated
design effects for each outcome and examined thera
pist-level variances; all design effects were less than
1.1 indicating the third level was unnecessary for our
average cluster size (M = 1.38; Lai & Kwok, 2015).
Therapist-level variance was also near zero for almost
all outcomes. Thus, we present the results of twolevel models with measurement occasion nested
within youths. To facilitate comparisons with the
2017 FIRST trial, we log transformed days in
treatment1. To benchmark our change trajectories
with the 2017 FIRST trial, we obtained data from
the 2017 FIRST trial and ran two-level multilevel
models predicting outcome trajectories with a study
x log days interaction term (negative interaction indi
cates faster improvement in Study 1), controlling for
baseline scores. The different TPA rating scales in
Study 1 (0–2) and the 2017 FIRST trial (0–10) did
not permit comparisons for TPA trajectories. We
calculated pre-post treatment effect sizes according
to the procedures outlined in Weisz, Bearman et al.
(2017; i.e., group post- and pre-treatment difference
divided by the pretreatment standard deviation).
Results
Preliminary Analyses
Completers (n = 19) had higher baseline YSR Total scores
than noncompleters (n = 3), t(16.15) = 3.39, p = .005. All
other demographic and baseline clinical characteristics
1

did not differ (p > .05). Our sample did not differ from
the 2017 FIRST trial sample on demographic and baseline
clinical characteristics (p > .004, Bonferroni-corrected).
Treatment Integrity
TIEBI adherence (M = 97.72%, SD = 7.51) was higher
than in the 2017 FIRST trial, t(67.71) = −2.73, p = .008
(see Table 2). TIEBI competence (M = 2.24, SD = 0.50)
did not differ from the 2017 FIRST trial (M = 2.29
SD = 0.79), t(95.90) = 0.44, p = .660.
Treatment Acceptability
Mean treatment dose was 5.68 (SD = 0.89) sessions,
a third of the 2017 FIRST trial’s 18.63 sessions. We saw
86.36% of cases complete the full six sessions compared
to 68.20% with a planned termination in the 2017 FIRST
trial, χ2(1, N = 46) = 1.48, p = .223. We saw 96.15% of
scheduled sessions attended, compared to 92.70% in the
2017 FIRST trial, χ2(1, N = 612) = 1.44, p = .231. Of the
scheduled sessions, 10.77% were not attended as planned;
64.29% of these sessions were rescheduled, all of which
were attended. Caregivers participated in 99.19% of ses
sions, higher than the 76.20% in the 2017 FIRST trial, χ2
(1, N = 571) = 37.87, p < .001. Youth alliance (M = 3.82,
SD = 0.69) did not differ from the 2017 FIRST trial
(M = 3.57, SD = 0.85), t(108) = −1.68, p = .096.
Caregiver alliance (M = 3.69, SD = 0.56) was lower than in
the 2017 FIRST trial (M = 3.94, SD = 0.66), t(108) = 2.15,
p = .034 (see Table 2).
Symptom Trajectories
Session-by-Session Measures. Caregivers and youths
reported improvement on all session-by-session mea
sures (see Table 2). Caregiver (slope = −1.63, 95% CI
[−2.48, −0.75], p < .001, ES = 1.35) and youth
(slope = −1.71, 95% CI [−2.30, −1.11], p < .001,
ES = 0.69) BPC improvements were in the medium to
large range. Caregiver (slope = −0.31, 95% CI [−0.49,
−0.12], p = .001, ES = 1.41) and youth (slope = −0.31,
95% CI [−0.51, −0.09], p = .007, ES = 1.15) TPA
improvements were in the large range. These effects
were comparable to the 2017 FIRST trial’s large effects.
The study x log days interaction coefficients indicated
that caregiver (−1.27, p = .015) and youth (−1.37,
p < .001) BPC improvement was faster in Study 1.
Pre-Post Measures. CBCL Total (change = −7.96, 95%
CI [−5.99, −9.92], p = .001, ES = 0.90), Internalizing
(change = −7.66, 95% CI [−6.35, −8.96], p < .001,
ES = 0.81), and Externalizing (change = −9.44, 95%
CI [−6.92, −11.96], p = .001, ES = 0.85) improvements

Analyses were repeated using raw days in treatment and the pattern of results was nearly identical.
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Table 2. Benchmarking integrity, acceptability, and clinical outcomes of current studies with the 2017 FIRST trial.
Acceptability
% Treatment completion
% Sessions attended
% Caregiver participation
M (SD) Youth TPOCS-A
M (SD) Caregiver TPOCS-A
M (SD) Effectiveness rating
M (SD) Difficulty rating
% Post-study FIRST use
Integrity
Therapist Competence M (SD)
% Protocol Adherence (SD)
Clinical Benefit
BPC Total – P
BPC Total – Y
TPA – Pb
TPA – Yb
CBCL Total
YSR Total
CBCL Internalizing
YSR Internalizing
CBCL Externalizing
YSR Externalizing

2017 FIRST Trial

Study 1

Study 2

68.20%
92.70%
76.20%
3.57 (0.85)
3.94 (0.66)
–
–
–

86.36%
94.70%
99.19%
3.82 (0.69)
3.69 (0.56)
7.11 (1.27)
2.00 (2.83)
83.33%

73.07%
83.33%
98. 23%
3.72 (0.81)
3.59 (0.57)
7.00 (1.00)
2.78 (1.79)
33.33%

2.29 (0.79)
88.50% (25.24)
slope
p
−0.80
<.001
−0.35
.013
−0.78
<.001
−0.72
.001
−8.68
.012
−12.62
<.001
−6.08
.038
−11.18
.005
−8.73
.021
−8.62
.008
P M ES = 0.97
Y M ES = 1.22
Total M ES = 1.10
a

ES
0.66
0.41
1.91
2.66
0.85
1.15
0.51
0.94
0.93
0.94

a

slope
−1.63
−1.71
−0.31
−0.31
−7.96
−8.83
−7.66
−6.28
−9.44
−7.94

2.24 (0.50)
97.72% (7.51)
p
<.001
<.001
.001
.007
.001
<.001
<.001
.015
.001
.003
P M ES = 1.06
Y M ES = 0.59
Total M ES = 0.83

ES
1.35
0.69
1.41
1.15
0.90
0.44
0.81
0.35
0.85
0.33

a

slope
−0.73
−0.12
−0.24
−0.09
−6.24
−5.74
−7.95
−6.22
−4.52
−3.64

2.40 (0.49)
98.61% (8.58)
p
<.001
.583
<.001
.024
<.001
<.001
<.001
.002
.003
.004
P M ES = 1.07
Y M ES = 0.55
Total M ES = 0.81

ES
0.98
0.22
1.74
0.75
0.74
0.67
1.27
0.79
0.64
0.30

2017 FIRST Trial = Weisz, Bearman et al. (2017); TPOCS-A = Therapy Process Observational Coding System-Alliance Scale; P = Parent/Caregiver, Y = Youth,
BPC = Brief Problems Checklist, TPA = Top Problems Assessment, CBCL = Child Behavior Checklist, YSR = Youth Self Report.
Slopes from multilevel models (change per log day) for BPC and TPA and estimated pre-post change for CBCL and YSR.
b
TPA was rated on a 0–2 scale instead of the 1–10 used in Weisz, Bearman et al. (2017).
a

were in the large range (see Table 2). YSR Total
(change = −8.83, 95% CI [−6.71, −10.94], p < .001,
ES = 0.44), Internalizing (change = −6.28, 95% CI
[−4.02, −8.54], p = .015, ES = 0.35), and Externalizing
(change = −7.94, 95% CI [−5.53, −10.34], p = .003,
ES = 0.33) improvements were in the small range.
CBCL effect sizes were comparable to, and YSR effect
sizes were smaller than, the 2017 trial. Study 1 CBCL
and YSR trajectories did not differ from the 2017
FIRST trial.

Study 2

caregivers were the biological parent (92.31%) and
69.23% had at least a college degree. Presenting con
cerns included anxiety (57.69%), depression (46.15%),
and behavior (19.23%). Therapists were novice trainees
starting their training at the same clinic in Study 1. The
14 therapists (2 also participated in Study 1) had
a mean age of 28.07 (SD = 6.90) years; 85.71% were
female; 78.57% were Caucasian, 14.29% Asian, and
7.14% were African American/Black; 7.14% were
Latinx. Training backgrounds were 64.29% psychology
and 35.71% counseling. A third were bachelor’s and
two-thirds master’s level. None were licensed (see
Table 1).

Method
Study Design and Procedures
We again used an open trial design. In Study 2, youths
under 10 were excluded as part of a larger study eval
uating youth-reported treatment adherence measures.
Other than youth age, inclusion criteria, enrollment,
and measures were identical to Study 1. All procedures
were approved by the Institutional Review Board.
Participants
The 26 youth participants had a mean age of 12.08
(SD = 1.83) years; 57.69% male; 65.38% Caucasian,
11.54% multiracial, 7.69% African American/Black,
7.69% Asian/Pacific Islander, and 3.85% Native
American/American Indian; and 7.69% Latinx. Most

Treatment and Therapist Training
Following Study 1, additional adaptations were made to
better align FIRST with the limited training and super
vision resources of typical community clinics. The
initial training and weekly individual meetings to sup
port the use of symptom ratings and decision trees to
guide treatment individualization for each youth could
not be sustained long-term. As such, the on-site super
visor simplified the FIRST protocol by fixing the con
tent and sequence (i.e., no use of decision trees or
symptom ratings): (1) the first session began with
establishing top problems and treatment goals, followed
by brief affective education and Increasing motivation,
(2) Solving problems, (3) Feeling calm, (4) Repairing
thoughts, (5) Trying the opposite, and (6) a review of
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the above principles and development of an individua
lized coping plan for each youth in the final session. All
youths, regardless of their primary problems, received the
same five principles in the same six-session sequence.
This also allowed training to be condensed to a single day
followed by weekly one-hour group FIRST supervision
provided by the previously trained, non-developer, onsite supervisor. Third, elimination of the decision trees
allowed the on-site supervisor to provide FIRST imple
mentation support in a one-hour group supervision meet
ing (consistent with the 2017 FIRST trial), without the
need for the individual meetings that had been largely
dedicated to individualizing treatment for each youth in
Study 1. Youths and caregivers’ weekly top problem and
symptom ratings were still available to therapists and the
supervisor, but did not determine session sequence.
Treatment sessions were on average 53.30 (SD = 10.19)
minutes.

Data Analytic Plan
We calculated design effects and examined therapistlevel variance for each outcome. Design effects for all
outcomes were less than 1.1 except for YSR
Internalizing (design effect = 1.31). Therapist-level var
iance was near zero for most outcomes indicating that
two-level models were appropriate.2 Thus, analyses
evaluating the integrity, acceptability, and clinical ben
efit of Study 2 and comparisons with the 2017 FIRST
trial were identical to those in Study 1. We then
repeated these analyses to compare Study 1 and 2 out
comes. In the two-level models comparing Study 1 and
2, a negative interaction term indicates faster improve
ment in Study 2.

Results
Preliminary Analyses
Completers (n = 19) had lower CBCL Internalizing
scores than noncompleters (n = 7), t(23) = 2.16, p
= .042. All other demographic and baseline clinical
characteristics did not differ (p > .10). Our sample did
not differ from the 2017 FIRST trial on demographic
and baseline clinical characteristics (p > .004,
Bonferroni-corrected).
Treatment Integrity
TIEBI adherence (M = 98.61%, SD = 8.58) was higher
than in the 2017 FIRST trial, t(69.93) = −2.97, p = .004
(see Table 2). TIEBI competence (M = 2.40, SD = 0.49)
2

did not differ from the 2017 FIRST trial (M = 2.29,
SD = 0.79), t(93.76) = −0.94, p = .352.
Treatment Acceptability
The mean dose of treatment was 5.00 sessions
(SD = 1.81), less than a third of the 2017 FIRST trial’s
18.63 sessions. We saw 73.07% cases complete the full
six sessions compared to 68.20% with a planned termi
nation in the 2017 trial, χ2(1, N = 50) = 0.03, p = .853.
We saw 96.30% of scheduled sessions attended, which
did not differ significantly from the 92.70% in the 2017
FIRST trial, χ2(1, N = 617) = 1.65, p = .198. Of the
scheduled sessions, 11.11% were not attended as
planned; 66.67% of these were rescheduled, all of
which were attended. Caregivers participated in
98.23%, greater than the 76.20% in the 2017 FIRST
trial, χ2(1, N = 577) = 39.76, p < .001. Youth alliance
did not differ between Study 2 (M = 3.72, SD = 0.81)
and the 2017 FIRST trial (M = 3.57, SD = 0.85), t
(112) = −0.90, p = .760. Caregiver alliance in Study 2
(M = 3.59, SD = 0.57) was lower than in the 2017 trial
(M = 3.94, SD = 0.66), t(113) = 2.98, p = .004.
Clinical Benefit
Session-by-Session Measures. Caregiver BPC improve
ments were in the large range (slope = −0.73, 95% CI
[−1.09, −0.37], p < .001, ES = 0.98). The youth BPC
slope was not significant (slope = −0.12, 95% CI [−0.54,
0.30], p = .583, ES = 0.22), and pre-post change was in
the small range. Caregiver (slope = −0.24, 95% CI
[−0.33, −0.14], p < .001, ES = 1.74) and youth
(slope = −0.09, 95% CI [−0.17, −0.01], p = .024,
ES = 0.75) TPA improvement was in the medium to
large range. Study 2 caregiver effect sizes were compar
able to, but BPC improvement was faster in the 2017
trial (study x log days coefficient = 0.43, p = .019).
Study 2 youth effects were smaller than in the 2017
trial (see Table 2).
Pre-Post Measures. CBCL Total (change = −6.24, 95%
CI [−4.22, −8.26], p < .001, ES = 0.74), Internalizing
(change = −7.95, 95% CI [−5.16, −10.74], p < .001,
ES = 1.27), and Externalizing (change = −4.52, 95% CI
[−2.26, −6.77], p = .003, ES = 0.64) improvements
were in the medium to large range. YSR Total
(change = −5.74, 95% CI [−3.26, −8.22], p < .001,
ES = 0.67), Internalizing (change = −6.22, 95% CI
[−3.12, −9.32], p = .002, ES = 0.79), and
Externalizing (change = −3.64, 95% CI [−1.68,
−5.59], p = .004, ES = 0.30) improvements were in
the small to medium range. The Study 2 CBCL

Analyses were repeated using three-level models and the pattern of results was nearly identical.
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Internalizing effect size was comparable to, and the
improvement trajectory was faster (slope = −1.06, p
= .022) than, the 2017 FIRST trial. Study 2 CBCL Total
and Externalizing and all YSR effect sizes were smaller
than in the 2017 FIRST trial (large), but these Study 2
trajectories did not differ from those in the 2017 trial
(p > .05).
Study 1 and 2 Comparisons
Adherence did not differ between the two studies, t
(145) = −0.67, p = .503, but competence was marginally
higher in Study 2, t(145) = −1.98, p = .050 (see Table 2).
The proportion of treatment completers did not differ, χ2
(1, N = 48) = 0.60, p = .440. Caregiver participation also
did not differ, χ2(1, N = 259)<.001, p = .100. Session
attendance did not differ χ2(1, N = 265) = 0.00, p
= 1.00. There were no differences between the two studies
on caregiver, t(139) = 0.98, p = .331, or youth alliance, t
(144) = 0.83, p = .407. Study x log days interactions
indicated that caregivers reported faster improvement
on the BPC (1.27, p = .001) and TPA (0.22, p = .034),
and youths on the BPC (1.54, p < .001) in Study 1. Prepost outcome trajectories did not differ (p > .05).

Study 3
Method
Procedures
We emailed an online survey to the 28 Study 1 and 2
therapists; 6 could not be reached; 4 did not respond;
and 19 responded (adjusted response rate = 86.36%).
Responders and nonresponders did not differ on demo
graphic or professional characteristics (p > .05).
Measures
Therapists reported professional and practice charac
teristics. We adapted the Therapist Coping Cat FollowUp Interview (Chu et al., 2015) to examine therapist
perceptions of FIRST. We asked therapists for their
“overall impressions of FIRST for use in routine prac
tice” (open-ended question), “how effective was FIRST
for your project cases?” on a 10-point scale (0 = not at
all, 4 = moderately, 9 = extremely), “how difficult was it
for you to use FIRST with your project cases?” (same
10-point scale), and “have you used FIRST since the
studies; if so, about what percentage of your current
child and adolescent cases do you use FIRST with?”
Results
Study 1 therapists (n = 10) averaged 4.20 (SD = 1.23)
years of clinical experience since their most recent degree

(30.00% master’s, 70.00% doctoral); 70.00% were
licensed; 60.00% were currently treating youths; 40.00%
worked in community mental health agencies, 40.00%
university, professional or medical settings, and 10.00%
private practice. Study 2 therapists (n = 9) had on average
3.78 (SD = 0.97) years of clinical experience post-degree
(44.44% master’s, 55.56% doctoral); 77.78% were
licensed; 33.33% were currently treating youths; 44.44%
worked in university, professional or medical settings,
22.22% private practice, and 11.11% community mental
health agencies. Study 1 and 2 therapists did not differ
significantly on any of these characteristics (p > .05).
Responses to the open-ended question about use of
FIRST in routine practice (9 from Study 1, 9 from
Study 2 therapists) were uniformly positive (e.g., “easy
to learn,” “useful treatment for a variety of problems,”
“incredibly practical, useful, and versatile,” “I still use it
often with cases. It’s straightforward, skills-based and
brief, perfect for a lot of my child cases.”). Numerical
effectiveness ratings were similarly high for Study 1
(M = 7.11, SD = 1.27) and Study 2 (M = 7.00,
SD = 1.00) therapists, t(16) = 0.21, p = .839, d = 0.10;
and difficulty ratings were similarly low for Study 1 (M
= 2.00, SD = 2.83) and Study 2 (M = 2.78, SD = 1.79)
therapists, t(17) = −0.71, p = .489, d = 0.33. Of thera
pists who were currently treating youths, 83.33% (5/6)
of Study 1 and 33.33% (1/3) of Study 2 therapists
reported continued use of FIRST after the study,
Fisher’s exact test, p = .226, OR = 10.00 (large effect).

Discussion
We examined the acceptability, integrity, and clinical
benefit of FIRST, a principle-guided treatment, follow
ing adaptations intended to meet some of the needs of
youths and therapists in community settings. Findings
suggest that the six-session FIRST can be delivered with
integrity by novice trainees with limited prior therapy
experience, and that this principle-guided approach
may have utility across settings with variations in train
ing and implementation.
We focus initially on FIRST’s acceptability and fea
sibility across training and implementation variations.
In both Study 1 and 2, youths and caregivers showed
high alliance with therapists, although caregivers in the
current studies reported somewhat lower alliance rat
ings than in the 2017 FIRST trial. However, session
attendance was comparable to, and caregiver involve
ment and treatment completion rates were even higher
than, the 2017 FIRST trial. Perhaps a brief treatment
with a predetermined number of sessions may be more
appealing to caregivers than treatments without
a predictable duration, thus enhancing treatment
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motivation and participation. As such, the adapted
FIRST may be a useful option when treatment needs
to be brief (e.g., attrition, non-specialty settings) with
out sacrificing client acceptability. Study 3 findings also
suggest that FIRST may be acceptable to therapists.
Both Study 1 and 2 therapists perceived FIRST as
being highly effective and not difficult to implement.
Given that the five FIRST principles have demonstrated
positive outcomes for each of the target problems
(Weisz et al., 2004), it was not surprising that Study 1
and 2 therapists reported comparable perceptions of
effectiveness. However, given therapist concerns with
implementing prescriptive treatment protocols (Addis
& Krasnow, 2000) and that therapists often tailor treat
ment content and sequence in routine practice (Chu
et al., 2015; Palinkas et al., 2013), that Study 1 and 2
therapists did not significantly differ on perceptions of
implementation difficulty was more surprising. In the
case of FIRST, the focus on tailoring each principle for
all three target problem types provides considerable
flexibility in application, even when the principles are
presented in a fixed order. This flexibility may have
eased implementation difficulty in Study 2 despite fixed
content and sequence. Interestingly, despite comparable
perceptions of effectiveness and implementation diffi
culty, our small N comparison showed continued poststudy use of FIRST to be somewhat higher among
Study 1 than Study 2 therapists (n.s.), suggesting the
testable possibility that more therapist training and sup
port to implement an individually-tailored FIRST may
be associated with greater long-term FIRST adoption
and use.
Regarding integrity, even with reduced initial training,
ongoing support, and developer involvement, therapist
adherence and competence were higher in the current
studies than in the 2017 FIRST trial. FIRST’s focus on
a few core principles applicable across multiple target
problems may enhance its likelihood to survive the
“implementation cliff” (Weisz et al., 2014, p. 59) when
developer oversight and support are reduced. This may
help explain why in Study 2, when therapists had
decreased flexibility, adherence was higher than in
Study 1 where treatment was individualized. With six
sessions, there may also be fewer opportunities to go “offcourse” and novice trainees may have limited knowledge
of, or experience with, competing treatment strategies.
Evidently, FIRST – whether in its original highly indivi
dualized approach or in its streamlined, simplified ver
sion – may be delivered with integrity by therapists
ranging from novice trainees to veteran therapists receiv
ing varying levels of expert support.
The findings also provide preliminary evidence for
FIRST’s clinical benefit across an array of implementation

support conditions. In Studies 1 and 2, youths and care
givers reported improvements on session-by-session and
pre-post measures on both internalizing and externalizing
problems (despite the absence of parent training in Study
2 to specifically target externalizing problems). Outcome
trajectory comparisons, however, suggest that there may
be a tradeoff between clinical outcomes and therapist
support for treatment individualization. When we com
pared Study 1 and the 2017 FIRST trial, which both
involved individualization but differed on the amount of
supervision dedicated to support individualization, Study
1 (two-hours weekly) outperformed the 2017 FIRST trial
(one-hour weekly) on both youth and parent BPC total
trajectories, suggesting that more therapist support may
lead to faster improvement, even with fewer sessions. In
Study 2, individualization was completely dropped to
permit less supervision, and improvement was slower
than in Study 1 and the 2017 FIRST trial. These results
may reflect the loss of therapist ability to respond opti
mally to individual needs, a tradeoff for simplified thera
pist training and treatment implementation.
In contrast to the session-by-session BPC trajec
tories, youth-report pre-post effect sizes were notably
larger in the 2017 FIRST trial than in either Study 1 and
Study 2, and larger than corresponding parent-reports.
Discrepancies between youth and parent reports are
not unusual (e.g., Achenbach et al., 1987; De Los
Reyes et al., 2015), but the lower youth-reported change
on both TPA and YSR may indicate that six sessions,
whether tailored or standardized in content, are simply
inadequate to fully address youth concerns. Parentreport pre-post effects, on the other hand, were fairly
consistent across all three studies. This was somewhat
surprising given previous findings that, compared to
protocols with predetermined content and sequence,
modular treatments individually tailored to client
needs are associated with faster improvement (Weisz
et al., 2012). It warrants mentioning that the five FIRST
principles are applicable to and have demonstrated
effects for each of the targeted problems (Weisz et al.,
2004). As such, presenting all five principles in
a standardized way may increase the chances that
youths receive all the principles, in contrast to flexible
administration within which some principles may be
omitted entirely.
That FIRST was implemented with integrity, is
acceptable to youths, caregivers, and therapists, and
was associated with symptom reduction in all three
studies, suggests that this principle-guided approach
may have the potential to benefit youths, families, and
therapists across settings that vary in therapist training
and ongoing support resources. In particular, FIRST’s
flexibility with regard to training may make it useful in
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settings where limited support infrastructure for EBT
implementation requires very efficient training and
therapist uptake. The overall large Study 2 effect size
suggests that even with relatively modest training and
provider support, youths may still experience signifi
cant symptom relief from FIRST. Of course, we do not
expect that this six-session treatment would be suffi
cient for highly severe, complex youths often served in
community clinics. However, it might hold promise as
a first line treatment within a stepped care model for
subclinical youths who may experience meaningful
symptom relief in five to six sessions. For example,
many subclinical youths receive care in non-specialty
settings (Burns et al., 1995), where the adapted FIRST
may also help address contextual limitations (e.g., few
sessions, few training resources). In fact, several thera
pists in Study 3 noted that FIRST might be used with
subclinical cases or as a “first step” followed by longerterm care. Also, given that the six-session FIRST may
be learned and implemented with fidelity by novice
therapists, paraprofessionals or providers with limited
experience in non-specialty settings might offer such
abbreviated treatment to youths who do not have
immediate access to care (e.g., on a waitlist for more
intense services). Lastly, the Study 3 findings may have
implications for graduate training. By the time of Study
3, Study 1 and 2 therapists had gained experience
treating youths and families outside any research
study or graduate program. The fact that they reported
high effectiveness, low implementation difficulty, and
continued use of FIRST, suggests that training novice
therapists in FIRST may support continued EBT imple
mentation in real world practice settings post graduate
school.
The current studies had several limitations. Our sam
ples were small compared to other benchmarking studies
(e.g., Weersing & Weisz, 2002), and the open trial design
precludes definitive conclusions about the clinical benefit
of the six-session FIRST. Our samples also differed from
the 2017 FIRST trial in age and number of sessions,
although when we included these as covariates in our
benchmarking analyses, the pattern of results did not
change. Our samples were also majority White and welleducated, and baseline problem severity was not
extreme – potentially suggesting characteristics some
what more like a research than a clinical sample
(Southam-Gerow et al., 2008). That said, our two samples
were actually quite similar to the 2017 FIRST trial’s
community clinic sample (see Table 1). Study 1 and 2
therapists differed from typical community therapists
including, intentionally, amount of prior clinical experi
ence. This reduced the relevance of our findings to
currently practicing credentialed therapists, but increased

the relevance to trainees or novice therapists – an impor
tant reference group for our field as we develop strategies
to incorporate EBTs within training programs and train
a diverse clinical workforce. Of note, in an effort to
address this limitation, we surveyed the Study 1 and 2
trainees, many licensed and practicing by Study 3, on
their perceptions and use of FIRST in their current
practice settings.
Given the combination of strengths and limitations,
the current findings complement the 2017 FIRST trial
by providing evidence that a principle-guided approach
can be acceptable to stakeholders, delivered with integ
rity, and associated with symptom reduction across
variations in therapist training, and ongoing support
likely to be seen in community-based care contexts.
The studies also provide preliminary evidence for the
six-session FIRST, which may be well-suited to training
settings and possibly to non-specialty settings where
therapists lack extensive training, and implementation
support and treatments are brief. Our findings provide
further support for a future RCT of FIRST with diverse
therapists, to provide a fair and rigorous evaluation of
its impact with diverse youths and families who seek
care in their communities.
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