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Introduction

Far more people experience mental health difficulties than 
receive treatment worldwide (Substance Abuse and Mental 
Health Services Administration [SAMHSA], 2018); how-
ever, Mexican youth exhibit disproportionately low levels of 
mental health service utilization (Borges et al., 2008; 
Espinola-Nadurille et al., 2010). This is particularly troubling 
given that large-scale epidemiological research suggests 
youth mental disorders are extremely prevalent in Mexico, 
perhaps twice as prevalent as in the United States (U.S.) and 
Canada (Benjet et al., 2009; Espinola-Nadurille et al., 2010). 
These elevated rates of unmet need for Mexican youth may 
be explained by a collective burden of risk factors, such as 
poverty, violence, lack of educational opportunities, margin-
alization of indigenous populations, and other forms of fam-
ily adversity (Benjet et al., 2009; Chalita et al., 2012).

Furthermore, Mexico is plagued by an under-developed 
and under-funded mental health care system in which the 
uninsured (i.e., 40% of the Mexican population) are served 
by publicly-funded and managed health care facilities 

which vary widely in terms of accessibility and quality 
(Benjet et al., 2009; Espinola-Nadurille et al., 2010). In 
addition, it may be that unmet need in Mexican youth is 
exacerbated by the incongruence between available evi-
dence-based treatments (EBTs) and family preferences. For 
example, the overwhelming majority of Mexican parents/
caregivers favor psychosocial therapy over medication for 
treatment of attention and behavior disorders (Palacios-
Cruz et al., 2011); however, there is a marked lack of youth 
mental health services in Mexico outside of psychiatric hos-
pital settings (Borges et al., 2008).

The extent of untreated psychopathology in Mexican 
youth is under-researched; however, existing studies sug-
gest that mental health relates to school engagement and 
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vice versa (Borges et al., 2008, 2011; Chalita et al., 2012; 
Espinola-Nadurille et al., 2010). School engagement is a 
pressing priority in Mexico, as less than half of the popula-
tion achieve a high school education (Borges et al., 2011; 
Chalita et al., 2012). Importantly, in two distinct studies 
with Mexican youth, mental health symptoms predicted 
school drop-out, with impulse control and Attention-
Deficit/Hyperactivity Disorder (ADHD) symptoms among 
the most predictive factors (Borges et al., 2011; Chalita et 
al., 2012). In addition to various psychosocial conse-
quences associated with school completion failure (e.g., 
unemployment, poverty, conduct problems, and substance 
use), the odds of receiving adequate mental health care 
appear lower for Mexican youth not attending school 
(Borges et al., 2008). Thus, there appears to be an unfortu-
nate cyclical process occurring between mental health 
problems, school drop-out, and under-utilization of mental 
health service in Mexican youth.

Psychosocial School-based ADHD/ODD 
Interventions May Provide a Solution for Unmet 
Need

In response, efforts to improve unmet mental health need in 
Mexican youth are warranted. The school system may be a 
particularly accessible and sustainable system to employ, 
especially given the relation between mental health and 
school engagement. Many mental health services currently 
offered within Mexican schools are largely non-EBTs 
(Espinola-Nadurille et al., 2010; Sanchez-Sosa, 2007; Stark 
et al., 2010) and existing school resources currently allo-
cated to non-EBT services could be reapportioned to those 
with empirical support (Borges et al., 2008, 2011; Chalita et 
al., 2012; Espinola-Nadurille et al., 2010).

Attention and behavior problems may be particularly 
helpful to target, because they are among the factors most 
associated with school drop-out, and youth appear respon-
sive to EBTs for ADHD and Oppositional Defiant Disorder 
(ODD; Borges et al., 2008, 2011; Chalita et al., 2012). 
Futher, ADHD and ODD and are among the most common 
youth mental health conditions across cultures (American 
Psychiatric Association, 2013; Canino et al., 2010; 
Polanczyk et al., 2015) with estimates at 7% for ADHD 
and 10% for ODD in Mexico (Borges et al., 2010). When 
untreated, symptoms and impairment persist and can lead 
to significant near- and long-term adverse outcomes 
(Agnew-Blais et al., 2016; Caye et al., 2016; Karam et al., 
2015). The high prevalence of ADHD and ODD, coupled 
with the widespread impact of their symptoms and impair-
ment, serve as a strong impetus for developing and dis-
seminating school-based interventions for these disorders 
on a global scale.

Psychosocial treatment may be the preferred modality, 
as Mexican families favor this type of treatment compared 

to medication (Palacios-Cruz et al., 2011). Psychosocial 
interventions incorporating parent training, child skills 
training, and/or classroom management are EBTs shown to 
reduce ADHD/ODD symptoms and related impairments 
(Evans et al., 2018; Pfiffner & Haack, 2014). Despite com-
pelling support for EBTs, uptake has not occurred popula-
tion-wide and effective treatments often fail to reach those 
in need (Danielson et al., 2018). Fortunately, psychosocial 
EBTs show feasibility and efficacy when delivered by 
school mental health providers (SMHPs) in English 
(Pfiffner et al., 2016) and Spanish (Haack et al., 2019) 
within the U.S. Furthermore, once SMHPs are trained in 
EBTs, they may continue to deliver them at no cost to fami-
lies, thereby addressing sustainability and equitable access.

Preliminary Studies and Guiding Theoretical 
Models

A partnership between researchers at two universities in the 
U.S. and Mexico (The University of California San 
Francisco (UCSF) in San Francisco, California, U.S., and 
the Universidad Autonoma de Sinaloa (UAS) in Culiacan, 
Sinaloa, Mexico ) was established in 2014 to adapt and 
evaluate the Collaborative Life Skills (CLS) Program (a 
comprehensive school-home psychosocial EBT incorporat-
ing child skills groups, parent skills groups and classroom 
management; Pfiffner et al., 2016, 2018) for Spanish-
speakers (i.e., CLS-S).

This initial effort occurred in context of the primary 
Randomized Controlled Trial (RCT) of CLS in 23 U.S. pub-
lic elementary schools, which demonstrated effectiveness 
via high provider fidelity and participant engagement, as 
well as efficacy via significant improvement in symptoms 
and functioning compared to school services as usual 
(Pfiffner et al., 2016). CLS is accessible and outcomes dem-
onstrate sustainability, as SMHPs are trained to deliver the 
program at no charge to families (regardless of insurance 
coverage) directly within the schools and improvements are 
maintained into the next school year (Pfiffner et al., 2018).

In order to provide CLS-S to four additional U.S. schools 
at the time of the original CLS trial at request of the partici-
pating public school district, we followed examples of suc-
cessful cultural adaptations efforts (e.g., Baumann et al., 
2014; Matos et al., 2006) featuring (1) ongoing collabora-
tion between the intervention developer and cultural adap-
tation team, (2) iterative revisions and adaptation efforts 
based on pilot work, observation, and feedback, and (3) 
guidance of theoretical models.

One of the first known cultural adaptation model was 
Bernal and colleagues’ (1995) Ecological Validity Model 
(EVM). Originally developed for the Latinx population, 
this model examines eight domains of consideration when 
culturally adapting an evidence-based intervention. It has 
been utilized in many cultural adaptation efforts to date, 
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including the translation of Parent-Child Interaction 
Therapy (PCIT) for Puerto Rico (Matos et al., 2009) and 
Parent Management Training, Oregon Model (PMTO) for 
Latinxs in the U.S. and Mexico City (Baumann et al., 2014). 
Another class of theoretical models involve stages, such as 
Domenech-Rodriguez and Wieling’s (2005) Cultural 
Adaptation Process (CAP) model. This model draws from 
the diffusion of innovations framework and emphasizes 
both top-down and bottom-up approaches (Domenech-
Rodriguez & Wieling, 2004). Our process can be conceptu-
alized as a “stacked approach” incorporating the EVM & 
CAP, as was utilized in the adaptation of PMTO for Mexico 
City (Baumann et al., 2014). See Table 1 for an overview of 
the stacked EVM and CAP model approach.

Initial CLS Adaptations for Spanish-speaking families.  After our 
partnership was established, we translated the CLS manual 
and materials from English to Spanish, which we called 

CLS-S (Haack et al., 2019). This effort fell under the LAN-
GUAGE ecological validity model domain. We made very 
few other changes to the treatment in order to see how it 
functioned without adaptation based on recommendations 
that interventions should first be delivered with minimal 
adaptation in order to examine the need for and prioritization 
of adaptation efforts (Kumpfer et al., 2002). However, to 
align the EVM PERSONS domain with the traditional 
Latinx value of “personalismo,” the team engaged in friendly 
conversation with participants before and after group ses-
sions, which we called “compartiendo viviencias.” Similar 
to previous cultural adaptations of parent training interven-
tions for Latinx families, we aligned the intervention CON-
CEPTS with “familismo” by inviting extended family 
members to participate in the program. Session content 
remained identical with one exception: discussion of the 
“Time Out” discipline strategy of was omitted due to lack of 
cultural practice and relevancy in the Latinx community.

Table 1.  Stacked Theoretical Approach to Adapting EBTs for Novel Populations and/or Settings.

Ecological 
Validity 
Model 
Domains1

Language+* Culturally appropriate and syntonic Cultural 
Adaptation 
Process 
Stages2

(1) Setting the 
Stage+*

Develop 
collaborative 
relationshipsFor example, translate manual and materials 

into Spanish+

Persons+ Similarities/differences between clients and 
providers

Select framework 
and intervention to 
adaptFor example, therapist-client cultural 

matching; additional time for 
conversation+

Metaphors Cultural symbols, concepts, sayings & “dichos”
For example, cultural idioms and 

expressions, such as “He who lives a 
hurried life will soon die.”

(2) Initial 
Adaptations+*

Adapt manual and 
materials for target 
group

Content Cultural knowledge, values, and traditions
For example, addition of acculturation 

session
Select appropriate 

measures for 
evaluationConcepts* Treatment concepts consonant with culture

For example, name emphasizes family 
strength*

Goals@ Transmission of positive and adaptive 
cultural values

Conduct pilot with 
observation and 
feedbackFor example, values of ‘respeto’ and ‘buena 

educación’ emphasized@

Methods* Development and/or adaptation of 
treatment methods

For example, Time out strategy removed;+ 
augmented outreach/recruitment strategy* 
and altered group structure to fit Mexican 
academic calendar*

(3) Adaptation 
Iterations

Iteratively adapt 
manual/materials 
based on pilot

Context Consideration of changing contexts Continue 
implementation and 
evaluation efforts

For example, contextual topics (e.g., 
acculturation) included

*Addressed in the current CLS-FUERTE adaptation; +Addressed in the CLS-S adaptation for Spanish speaking families in the United States; @Inherently 
addressed in the original CLS program.
1Bernal et al. (1995); 2Domenech-Rodriguez and Wieling (2004); Examples are sample adaptations made across domains from cited efforts in the intro-
duction or adaptations from the CLS-S and CLS-FUERTE pilots.
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The pilot quasi-controlled trial of CLS in Spanish (i.e., 
CLS-S) demonstrated comparable effectiveness to the origi-
nal CLS trial with similar rates of provider fidelity and par-
ticipant engagement, as well as comparable efficacy with 
immediate and sustained outcomes significantly greater in 
CLS-S than usual services (Haack et al., 2019). In addition, 
meaningful themes emerged from qualitative interviews and 
focus groups suggesting acceptability via satisfaction and 
cultural congruence with family expectations and values. 
Regarding LANGUAGE, the theme “Spanish Materials 
Appreciated” emerged, suggesting our translation efforts 
generally were successful. Regarding PERSONS, many 
parents described a rapport with the staff, supporting our 
strategy of “compartiendo viviencias.” Interestingly, regard-
ing METAPHORS, it appears that the examples we used 
were sufficient without modification. Themes also emerged 
suggesting that CLS-S treatment dimensions of CONTENT, 
CONCEPTS, & GOALS were all in agreement with Latinx 
parents’ expectations and values for child behavior and fam-
ily functioning. One parent suggested we could highlight 
alignment with Latinx cultural values in the program name 
with a title related to “strength.” It appeared that many 
CLS-S METHODS aligned with parents’ abilities and pref-
erences, as can be seen in the theme “Collaborative Design 
Appreciated.” However, some parents suggested expansion 
of outreach/recruitment to reach more families. It appears 
that the CLS-S school-based CONTEXT aligns well with 
parents’ abilities and preferences, as could be seen in the 
emerging theme “Program was Feasible.”

Given the overwhelmingly positive results of the CLS-S 
pilot in the U.S., our team sought to translate CLS-S for 
implementation and evaluation in Mexico. We kept many 
aspects of CLS consistent in the initial adaptations for Mexico 
based on recommendations that interventions should first be 
delivered with minimal adaptation in order to examine the 
need for and prioritization of adaptation efforts (Kumpfer et 
al., 2002). First, regarding LANGUAGE, we made minor 
iterative changes to the translation based on words or phrases 
that appeared difficult to understand in our observations of 
the CLS-S pilot. Regarding CONCEPTS, as suggested by 
one of our participants, we changed the name to CLS-
FUERTE (Familias Unidas Emprediendo Retos y Tareas 
para el Éxito, or Families United in Undertaking Challenges 
for Success) to emphasize family strength. All other adapta-
tions fell under the METHODS domains. To begin, given 
that participants in our CLS-S pilot included grandmothers 
participating in place of parents, we changed the term “par-
ents” to “caregivers” in all manuals and materials. To accom-
modate the Mexican academic calendar, we modified the 
structure from ten, 60-minute groups into six, 90-minute 
groups featuring the aspects most appreciated by Latinx par-
ents/caregivers in our CLS-S pilot (Haack et al., 2019). 
Finally, given the CLS-S participant and partnering Secretary 
of Public Education (SEP) suggestions that we extend the 

program to more families, we expanded the group size from 
six families to eight families per school. We also augmented 
the outreach and recruitment strategies by inviting all par-
ents/caregivers and teachers at participating schools to an 
initial meet-and-greet, which served two purposes. First, it 
provided the opportunity to collect measures about mental 
health identification and help-seeking for a needs assess-
ment. Second, it facilitated recruitment, as many CLS-
FUERTE families self-referred from this meeting after 
speaking with teachers about interest in participation. Table 1 
presents an overview of theoretical models used and adapta-
tions made for the CLS-S and CLS-FUERTE pilots.

Current Study

Our current study goals were to investigate the fidelity, 
engagement, acceptability, and outcomes of CLS-FUERTE 
through implementation of a school-clustered pilot RCT 
comparing the intervention with Business as Usual (BAU). 
We predicted that CLS-FUERTE would reveal high rates of 
fidelity, engagement, acceptability comparable to those 
reported in the U.S. CLS trials. We also predicted that stu-
dents receiving CLS-FUERTE would improve significantly 
across domains (i.e., parent- and teacher-rated ADHD and 
ODD symptom severity, as well as overall impairment) 
relative to students in BAU.

Methods

Participants

A total of N = 58 Mexican students in grades 1 to 5 across 
eight public elementary schools in Sinaloa, Mexico partici-
pated in the current study (M = 7.25 students/school, range 
= 6–8). For each student, one parent and one teacher were 
designated as “primary” (meaning they would participate in 
CLS-FUERTE and implement the strategies) and asked to 
complete all measures. All data was collected at the stu-
dents’ respective schools. See Table 2 for demographic 
information and Figure 1 for participant flow.

Recruitment.  Recruitment occurred between May and Sep-
tember each year and began with invitations to school prin-
cipals suggested by the local SEP. As described in the 
introduction, as part of our augmented outreach/recruitment 
plan for Mexico, we invited all families and personnel in 
participating schools to an informational gathering in Sep-
tember in which we showed a silent video depicting a child 
with attention and impulse-control difficulties (i.e., the 
Behavioral Impairment Video; Haack et al., 2014). We 
encouraged families to contact us if interested in a program 
to help children similar to the child in the video. School 
personnel also identified candidate children and contacted 
families about participating. See Figure 1 for recruitment 
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flow and number of students deemed ineligible at each step 
of recruitment.

Screening.  Interested parents scheduled an appointment to 
screen for eligibility. If parents attended the screening 
appointment, reported willingness/ability to participate in 
sessions, and described at least six youth symptoms of inat-
tention and/or hyperactivity with at least one area of related 
impairment (i.e., school, family, or social impairment), we 
scheduled meetings for baseline assessments.

Baseline Assessment.  After completing informed consent 
procedures approved by UCSF Committee on Human 
Research, parents and teachers of successfully screened stu-
dents completed questionnaires, including the Child Symp-
tom Inventory (CSI-4; Gadow & Sprafkin, 1997), 
Impairment Rating Scale (IRS; Fabiano et al., 2006), and 
demographic/history form. Students meeting the following 
criteria were eligible to participate: (a) at least six CSI-4 

inattention symptoms and/or six hyperactive/impulsive 
symptoms endorsed by parent or teacher as occurring often 
or very often, (b) at least one area of IRS functioning rated 
as ≥ 3 by both parent and teacher, thereby indicating cross-
setting impairment, (c) a parent available to participate; and 
(d) a primary teacher agreeing to participate. The assess-
ment and screening algorithm based on at least six symp-
toms per domain reported by parents or teachers has been 
used in previous school-based ADHD trials (Haack et al., 
2019; Pfiffner et al., 2016) and is associated with strong 
predictive validity for ADHD (sensitivity = 0.80, specific-
ity = 0.58; Gadow & Sprafkin, 2002) and ODD (sensitivity 
= 0.70, specificity = 0.90; Gadow & Sprafkin, 2002) diag-
noses. Students taking medication were eligible as long as 
regimens were stable. Students with significant visual or 
hearing impairments, severe language delay, psychosis, or 
pervasive developmental disorder or who were in full-day 
special classrooms were excluded. Eligible students pro-
vided assent before participating.

Table 2.  Parent and Child Characteristics.

CLS-FUERTE BAU

  Students Students

  (n = 28) (n = 30) pa

Age (mean, SD) 7.3, 1.29 7.6, 1.47 .349
Male (%) 74% 72.4% .889
Grade (%) .826
  1–2 30.0% 22.2% —
  3–4 26.7% 18.5% —
  5 30.0% 37.0% —
On medication (%) 31.8% 29.2% .305
ADHD Presentation (%)+ .377
  Predominantly Inattentive   0.0%   3.3% —
  Predominantly Hyperactive-Impulsive   3.6% 10% —
  Combined 96.4% 86.7% —
ODD 71.4% 83.3% .277
  Parents Parents  
  (n = 28) (n = 30)  
Education (%) .516
  <High school 29.6% 40% —
  High school graduate—some college 25.9% 30% —
  College graduate or advanced degree 44.4% 30% —
Total Annual Household Income (%) .551
  Less than $5,000 28.5% 26.7% —
  $5,001–$20,000 53.6% 46.7% —
  $20,001–$40,000 10.7% 13.3% —
  $40,001 or more 0% 6.7% —
  Other or prefer not to report 7.1% 6.7% —

Note. N = 58. ADHD = Attention-Deficit/Hyperactivity Disorder; BAU = business as usual; CLS-FUERTE = Intervention; ODD = Oppositional Defi-
ant Disorder; SD = standard deviation.
+ADHD Presentation and ODD Diagnosis based symptoms endorsed by parents OR teachers.
aCLS-FUERTE versus BAU Significance: t-test for continuous variables; Pearson chi-square statistic for categorical variables.
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Study Design

A 2-level (students, schools) cluster RCT design (Hayes & 
Moulton, 2009) accounted for treatment (CLS-FUERTE or 
BAU) within level 2 (schools); RCT registered at clinicaltri-
als.gov: NCT02888821; https://clinicaltrials.gov/ct2/show/
NCT02888821?term=haack&draw=2&rank=8. We ran-
domized schools to CLS-FUERTE (school n = 4, student n 
= 28) or BAU (school n = 4, student n = 31). We deter-
mined our sample size based on practical considerations 
(i.e., previous CLS trial experience, years of funding). Each 
year, schools were divided into high or low Socioeconomic 
Status (SES) categories (determined by the Secretary of 
Public Education; SEP) after baseline assessments were 
completed in September. The first author coded schools to 
conceal their identity until treatment was assigned and a stat-
istician randomized concealed ordered pairs to CLS-
FUERTE or BAU using a random number generator. Those 
randomized to CLS-FUERTE received the intervention 
between October and December, followed by post assess-
ments for all families in December each year.

Intervention: CLS-FUERTE

The CLS-FUERTE program is a comprehensive psychoso-
cial treatment for school-aged youth (grades 1–5) delivered 
by Mexican SMHPs directly at the students’ school site. 
The six-week program encompasses weekly parent man-
agement training groups led by the SMHP, weekly student 
skills groups led by the SMHP, and daily classroom man-
agement by the teacher supported by the SMHP. The pro-
gram is designed to teach parents, students, and teachers a 
common language encouraging skill use to address impair-
ment related to ADHD and ODD. Thus, students in CLS-
FUERTE receive around-the-clock prompting and 
reinforcement for goal behaviors related to school, family, 
and social functioning.

Parent component.  Parents attended six 90-minute groups 
teaching strategies to manage attention/behavior challenges 
including positive consequences (e.g., rewards, praise), 
negative consequences (e.g., planned ignoring, removing 
privileges), and routines. Each group, SMHPs reviewed and 

Interested in CLS-FUERTE (n = 81)

Screened for eligibility (n = 74)

Excluded (n = 7)
-Parent no-showed for screening (n = 4)

-Child didn’t meet inclusion criteria during 
initial discussion (n = 3)

Assessed for eligibility (n = 60)

Excluded (n = 14)
-Child didn’t meet inclusion criteria during 

screening (n = 6)
-Parent couldn’t participate (n = 7)

-Child’s sibling already participating (n = 1)

Randomized (n = 59)

Excluded (n = 1)
-Child didn’t meet inclusion criteria during 

assessment (n = 1)

Allocated to CLS-FUERTE (n = 28) Allocated to Business-as-Usual (n = 31)

Completed post-treatment assessment
(n = 30)

Dropped-Out (n = 1)
-Family didn’t have time to participate 

(n = 1)

Included in analysis
(n = 30)

Completed post-treatment assessment
(n = 28)

Included in analysis
(n = 28)

Figure 1.  Participant flow and treatment group randomization.
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troubleshooted strategies assigned and presented new strat-
egies. Parents also reviewed skills covered in the student 
group and were taught methods to promote and reinforce 
skill generalization. Groups were held at school sites and 
scheduled to accommodate participating families, often 
after drop-off.

Child component.  Students attended six 60-minute groups 
teaching strategies to compensate for attention/behavioral 
challenges, including organization (e.g., routines) and 
social skills (e.g., good sportsmanship, handling teasing). 
SMHPs targeted skill knowledge and implementation 
through didactic instruction, modeling, behavioral rehearsal 
via interactive games, corrective feedback, and in-vivo 
practice via role plays. Students received reinforcement 
(i.e., praise, tickets called “stars,” small prizes) for follow-
ing rules, participating in activities, and practicing skills. 
Self-management of alertness was targeted with group-rein-
forced attention checks (Pelham & Hoza, 1996). To encour-
age skill generalization, students brought in “stars” they 
earned at home and class to exchange for praise and a 
group-based reward (i.e., celebratory party). Groups 
occurred during the school day at students’ respective 
schools; groups were scheduled by the SMHPs based on the 
collective input they received from participating teachers 
regarding the most suitable day and time for children to 
attend group, usually during a nonacademic period.

Classroom component.  Teachers attended a 60-minute orien-
tation, during which SMHPs provided an overview of atten-
tion/behavior concerns and the use of a school–home daily 
report card (DRC). Teachers selected two or three behavior 
goals tailored for each student, which were discussed with 
the parent and student during a 15 to 30-minute meeting. 
Behavior goals could include academic targets (e.g., gets 
started on work right away, completes work accurately) or 
social-emotional targets (e.g., keeps hands/feet to self, asks 
for help when needed). Teachers rated each behavior up to 
three times per school day on a 3-point scale (0 = goal not 
met, 1 = needs improvement, 2 = goal met). Students were 
prompted to bring their DRC home daily to exchange points 
for rewards. Skills taught in the student groups were shared 
with teachers to promote cross-setting reinforcement and 
generalization.

SMHP Training, consultation, and fidelity monitoring.  SMHPs 
in the Sinaloa school district have bachelor’s or master’s 
degrees in education but are not consistently required to 
receive training or observation in EBTs (Sanchez-Sosa, 
2007; Stark et al., 2010). Typically, they are assigned case-
loads of students with mental health disorders (approxi-
mately 20 students per caseload with a maximum of 25 
students). SMHPs are provided a manual which contains 
information for educating youth with mental health 

disorders but lacks presentation of any specific strategies 
(The New Mexican School, 2019). We recruited SMHPs in 
the current study via their school principals. Each SMHP 
was assigned a member of our team as their primary 
trainer. To enhance consistency in training and feedback, 
each SMHP’s primary trainer led (or co-led) their initial 
training and consultation meetings, as well as attended 
each session.

Each participating SMHP attended an initial 8-hour 
training with their trainer to learn psychoeducation about 
attention/behavior challenges and the principles supporting 
psychosocial ADHD/ODD intervention (such as structur-
ing antecedents and providing reinforcement to encourage 
goal behaviors), learn and practice behavior management 
strategies to employ during meetings and groups (e.g., 
attention checks, differential reinforcement), as well as 
learn and practice the first meetings of each component 
(i.e., the first parent group, the first student group, the 
teacher orientation and the teacher-family-student DRC 
meeting). Each week during the program, SMHPs attended 
60 to 90 min consultation meetings with their trainer to 
review upcoming manual content, role-play key content, 
and troubleshoot problems. SMHPs were provided a 
detailed, scripted manual for each component. In the initial 
training and weekly consultation meetings, trainers mod-
eled intervention delivery, presented video clips of previ-
ous SMHPs delivering the intervention, and guided SMHPs 
in role-playing the intervention delivery.

Each parent, child, and classroom component session 
was led by SMHPs with in-vivo observation from their 
trainer to rate fidelity/engagement and answer questions or 
provide modeling of the curriculum as needed. Specifically, 
trainers monitored how much of the scripted manual con-
tent SMHPs delivered in each session, as well as the quality 
of SMHP delivery, including clarity in presenting each skill, 
effectiveness in responding to questions, use of group man-
agement strategies to maintain balance of participant 
involvement and enhance engagement, and use of time 
management strategies. Trainers also rated each partici-
pant’s attendance and engagement in the session. Trainers 
provided prompting or modeling as needed to ensure accu-
rate delivery of content, improve group implementation 
quality, and/or enhance participant engagement. Fidelity 
ratings were reviewed in weekly consultation meetings and 
strategies were discussed and practiced as needed to 
improve SMHP fidelity and participant engagement in 
future meetings.

BAU Condition.  Those assigned to BAU received school ser-
vices as usual. These services typically included tutoring 
with SMHPs. Of note, those in CLS-FUERTE also continued 
to receive school services as usual throughout the interven-
tion period. After post assessments were completed (which 
occurred at the same time in both treatment conditions), BAU 
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families were invited to receive CLS-FUERTE and BAU 
SMHPs were trained to implement the program.

Measures

Fidelity, engagement, and acceptability.  We rated the SMHP’s 
fidelity to the intervention based on session content (rated 
0 = not at all to 2 = fully) and quality of competence (1 = low 
to 5 = high). Teacher fidelity included the number of days 
the DRC was completed during the intervention period. We 
recorded parent and student group attendance in-vivo, rated 
parent and student engagement (1 = never to 5 = very often), 
and rated parent implementation of strategies (1 = not at all 
to 5 = great deal). Participants rated acceptability after 
every session and at post treatment.

ADHD and ODD symptoms.  Parent and teacher ratings on 
the CSI-4 (Gadow & Sprafkin, 1994) assessed ADHD and 
ODD symptoms corresponding to the Diagnostic and Sta-
tistical Manual of Mental Disorders (4th ed.; American Psy-
chiatric Association, 2010). Each symptom is rated on a 
4-point scale (0= never to 3= very often). The English and 
Spanish versions have normative data, acceptable test–
retest reliability, and acceptable predictive validity for 
ADHD and ODD diagnosis (Gadow & Sprafkin, 1997). 
Symptom severity ratings were completed at the same time 
points (baseline and post-treatment) regardless of treatment 
assignment and had high internal consistency in our sample 
(α. s = .87–.95).

Functional impairment.  Parent- and teacher-ratings on the 
IRS (Fabiano et al., 2006) assessed impairment (i.e., aca-
demics and peer relations) on a seven-point scale (1 = no 
problem; does not need treatment/services to 7 = extreme 
impairment; definitely needs treatment/services). The IRS 
has excellent psychometric properties including strong tem-
poral stability, correlations with other impairment ratings, 
discriminant validity, and predictive validity for an ADHD 
diagnosis (Fabiano et al., 2006). In the CLS-S trial, students 
demonstrated improvement in the Spanish IRS concurrent 
with improvements on the CSI-4, providing initial support 
for the Spanish version’s psychometric properties (Haack et 
al., 2019). Mean severity for all IRS items served as our 
outcome measure and showed moderate to high internal 
consistency in the present sample (αs = .72–.85).

Data Analytic Approach

We performed all statistical analyses using SPSS (Version 
26; IBM Corp, 2019). We analyzed outcomes in three 
domains (i.e., ADHD and ODD symptoms, and overall 
impairment) separately for each rater (i.e., parent and 
teacher). Primary analyses involved generalized estimating 
equations (GEE) using the SPSS GENLIN procedure with 

unstructured correlation matrices to examine within (base-
line; post-treatment) and between (CLS-FUERTE vs BAU) 
group comparisons, adjusting for school clustering. GEE 
was chosen over alternative methods due to relaxed distri-
bution requirements. Analyses were completed initially 
without covariates. We then performed follow-up analyses 
adjusting for parental level of education and child age, gen-
der, and ADHD medication status; however, inclusion did 
not change the pattern or interpretation of results. Therefore, 
simple analyses without covariates are presented. To con-
trol for Type 1 Error, a Benjamini-Hochberg false discovery 
rate (FDR; Benjamini & Hochberg, 1995) was applied 
within domain. The FDR exerts a more powerful control 
over wrongly rejecting the null compared to other proce-
dures that control for family-wise error (e.g., Bonferroni 
correction). For all pairwise comparisons, Hedges’ g effect 
size metrics are provided. Hedges’ g estimates are Cohen’s 
d estimates corrected for the upward bias associated with 
smaller sample sizes. Interpretation of Hedges’ g estimates 
are consistent with traditional effect size conventions (i.e., 
0.2 = small; 0.5 = moderate; 0.8 = large).

Results

Fidelity, Engagement, and Acceptability

CLS-FUERTE fidelity and engagement ratings were high 
and comparable to findings from the CLS trial and CLS-S 
pilot (see Table 3). SMHPs covered 97% of parent session 
elements and 93% of child session elements with high lev-
els of competence (M = 4.53 for parent group and 4.36 for 
student group out of 5). Clinician observer ratings of parent 
adherence to the program averaged 4.3 out of 5. Parent 
group attendance averaged above 76% and student atten-
dance averaged above 94%. All students had at least one 
teacher/family meeting to establish the DRC. Teachers used 
the DRC an average of nearly 4 days out of 5 (M = 3.81).1

Parent, teacher, and student acceptability was high and 
similar to U.S. CLS findings (Pfiffner et al., 2016). Most 
parents and teachers (over 98%) rated CLS-FUERTE as 
appropriate or very appropriate for treating attention/aca-
demic/social skills problems, were satisfied or very satis-
fied with CLS-FUERTE, and would recommend or strongly 
recommend CLS-FUERTE to others (representing the two 
most favorable options on a 5-point scale). Most students 
reported they liked the group a lot (93%) and learned a lot 
(73%).

Outcomes

Treatment-related effects on parent- and teacher-rated 
ADHD Symptom Severity, ODD Symptom Severity, and 
Overall Impairment were analyzed in 2 (Group Status: 
CLS-FUERTE, BAU) X 2 (Time: Baseline, Post-Treatment) 
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GEE models adjusting for school clustering. As seen in 
Table 4, a similar pattern emerged across all outcomes, with 
one exception (i.e., parent-rated ODD). Specifically, sig-
nificant main effects of Group, Time, and Group x Time 
interactions were observed. Follow-up pairwise compari-
sons using the Benjamini-Hochberg FDR indicate that there 
were no significant differences at baseline between CLS-
FUERTE and BAU. Moderate- to large-magnitude between 
group differences were evident following the intervention. 
Further inspection indicates that students in both groups 
improved from baseline to post-treatment; however, those 
receiving CLS-FUERTE improved significantly more than 
those in BAU. For parent-rated ODD, a main effect of Time 
was observed, but the Group X Time interaction failed to 
reach significance, suggesting that all students improved 
similarly in parent-rated ODD regardless of group 
assignment.

Discussion

The current study is the first known RCT of a psychosocial 
school-home EBT in Latin America. Results suggest that 
CLS can be successfully implemented by SMHPs in 
Mexico, as evidenced by high feasibility, engagement, 

acceptability, and fidelity of CLS-FUERTE implementa-
tion. Our adaptation success likely is due to (1) ongoing 
collaboration between the CLS developers and the cultural 
adaptation team, (2) iterative revisions and adaptation 
efforts, and (3) guidance of theoretical models, as outlined 
in previous adaptation efforts (Baumann et al., 2014; Matos 
et al., 2006). This process may be a useful model for adapt-
ing EBT’s for novel populations and/or settings. Our team 
included investigators with longstanding relationships in 
the school district, which likely aided our successful recruit-
ment of schools. Our augmented outreach/recruitment pro-
tocol featuring school-wide meet-and-greets presenting 
silent videos may have contributed to our successful recruit-
ment of families. These tactics may be advantageous for 
EBT recruitment in underserved global settings where fam-
ilies are unfamiliar with mental health terminology and 
treatment.

Findings also establish preliminary efficacy of CLS-
FUERTE, as evidenced by significantly greater improve-
ment in ADHD/ODD symptoms and impairment for treated 
students compared to students receiving school services as 
usual. Given accessibility and sustainability challenges 
associated with EBTs globally, it is encouraging that posi-
tive findings resulted from services delivered by existing 

Table 3.  Fidelity and Engagement for Treatment Condition (BAU Excluded).

Parent group

CLS-FUERTE CLS-S CLS

Measurement Rater (n = 28)a (n = 12) (n = 72)

Provider fidelity C 97%, high competence
(4.53 of 5)

91%, high competence
(4.94 of 5)

94%, high competence
(4.40 of 5)

Participant attendance O 76% (range = 0%–100%) 88% (range = 40%–100%) 79% (range = 0%–100%)

Child group

CLS-FUERTE CLS-S CLS

Measurement Rater (n = 28)a (n = 12) (n = 72)

Provider fidelity C 93%, high competence 99%, high competence 97%, high competence
(4.36 of 5) (4.95 of 5) (4.80 of 5)

Participant attendance O 94% (range = 83%–100%) 90% (range = 67%–100%) 92% (range = 67%–100%)

Classroom

CLS-FUERTE CLS-S CLS

Measurement Rater (n = 12)a (n = 12) (n = 72)

Parent adherence C 4.3 of 5 days 4.3 of 5 days 4.1 of 5 days
DRC use O 3.8 of 5 days 3.2 of 5 days 4.1 of 5 days
Parent-child-teacher DRC meeting O 100% at least 1 100% at least 1 100% at least 1

Note. CLS = Collaborative Life Skills program; CLS-S = CLS in Spanish; DRC = Daily Report Card; C = Clinician Observer; O = Objective Frequency.
aDRC use only available for first 2 of 4 schools.
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SMHPs rather than external providers. Our success was 
likely to due to our training protocol incorporating active 
learning strategies and continued consultation, both of 
which are recommended strategies for effective clinical 
training (Beidas & Kendall, 2010; Nadeem et al., 2013).

Findings are compelling given the vulnerable population 
of interest, who traditionally experience high levels of 
unmet mental health need (Benjet et al., 2009). Indeed, less 
than a third of participating students were receiving medi-
cation and none had received behavioral treatment. Further, 
our sample represents one with lower SES levels than typi-
cally found in U.S. trials, suggesting the CLS approach gen-
eralizes across groups with diverse family factors.

Limitations and Future Directions

Results should be interpreted in light of several limitations. 
First, although our pilot sample size met proposed guide-
lines (Teare et al., 2014), it is too small to make generalized 
conclusions about schools across Mexico. This consider-
ation is key, as schools are uniquely impacted by local 
sociopolitical and economic factors (Esposito & Villaseñor, 
2018). Our schools were fairly representative of urban 
Sinaloa but were greater resourced than more rural districts, 
suggesting geographic expansion, particularly for more 
rural and economically disadvantaged districts (i.e., serving 
indigenous families) is warranted. Expansion may be sup-
ported by developing novel training methods to increase 
EBT scalability, such as “train-the-trainer” models (e.g., 
having trained SMHPs train new SMHPs) and/or remote 
training platforms. Future research should prioritize the 
examination of EBTs delivered via telehealth, as this deliv-
ery mechanism can overcome access barriers in more disad-
vantaged communities. Recent work provides supportive 
evidence that U.S. based clinicians can effectively deliver 
parent training via telehealth to rural and urban areas across 
the world (Tsami et al., 2019).

Our outcomes rely on parent and teacher reports, which 
could be subject to expectancy effects and bias. Additionally, 
our main outcome measure (the CSI-4) has adequate psy-
chometric properties in English and Spanish (Gadow & 
Sprafkin, 2002) and our secondary outcome measure (the 
IRS) has initial support for adequate psychometric proper-
ties in Spanish from the CLS-S program trial in which stu-
dents demonstrated improvement in the Spanish IRS 
concurrent with improvements on the CSI-4 (Haack et al., 
2019). To date, there are no known studies to have exam-
ined the psychometric properties of these measures specifi-
cally in Mexico. Future studies should culturally adapt and 
validate widely used measures across diverse populations. 
In addition to validating measures across diverse samples, 
future studies should also incorporate more ecologically-
relevant measures, such as report cards and disciplinary 
records or masked observations, to further support mean-
ingful treatment outcomes of CLS-FUERTE in Mexico.

Further, logistical issues prevented us from collecting 
DRC data from half of our schools, which impacted our 
ability to make conclusions about DRC adherence. This is 
an important area of consideration for future research, given 
that research suggests that DRC adherence predicts 
improvements in classroom disruptive behavior (Fabiano et 
al., 2010; Pyle & Fabiano, 2017) and overall parent-rated 
organizational skills (Meza et al., 2020). One possible strat-
egy that can facilitate the collection of DRC data is making 
the DRC electronic (Owens et al., 2019); an electronic DRC 
tool employed in context of a comprehensive program 
involving parents and teachers (such as the CLS program) 
could give teachers and parents easy access without relying 
on the child to bring the DRC home and to school every day. 
Electronic DRCs can also help parents and teachers graph 
progress across time, which can help teachers modify the 
target behaviors accordingly. That said, available data pre-
sented in this study are consistent with those presented in 
the original CLS trial (Pfiffner et al., 2016) and CLS-S pilot 
(Haack et al., 2019).

In addition, although students needed to have at least six 
inattention and/or hyperactivity symptoms and at least one 
area of impairment as rated by a parent or teacher to be 
included in the study, participants did not receive a formal 
assessment for ADHD/ODD diagnosis. This approach was 
chosen to increase ecological validity of the present investi-
gation and maximize the likelihood of implementation and 
dissemination of CLS-FUERTE, given that provision of 
school services often does not require a formal diagnosis 
but rather evidence of symptoms and impairment. That 
stated, it is unclear if our results would generalize to clinic-
based samples of diagnosed ADHD cases. However, given 
that parent and teacher reported symptom ratings are highly 
predictive of ADHD diagnosis, it seems promising that our 
results could be replicated in samples of formally diagnosed 
youth. Our assessments also did not capture other condi-
tions that could impact results (e.g., trauma-related disor-
ders, learning disorders). Having a better understanding of 
the neurodiversity in our samples as confirmed by formal 
assessments may afford nuanced analyses shedding light 
into why CLS-FUERTE works best and for whom (i.e., 
exploring mediators and moderators of outcomes). This 
may be helpful toward future efforts to adapt services for 
youth with multiple mental health comorbidities, particu-
larly in context of the current sociopolitical climate in 
which many Mexican youth may be at an elevated risk for 
trauma.

Conclusions and Implications

Current pilot results suggest that school-home psychosocial 
EBTs delivered by Mexican SMHPs (such as CLS-
FUERTE) not only maintain fidelity to the original inter-
vention, but also improve youth attention and behavior 
relative to typical school services. These findings highlight 
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that SMHPs can effectively deliver EBTs in school settings 
at no cost to families, which can increase the accessibility of 
treatments in settings that typically are underserved and 
undertreated. Our work in Mexico has been well-received 
by the local participating schools and greater community, as 
evidenced by subsequent bottom-up efforts by the SEP to 
employ CLS-FUERTE in every school within the district. 
Expanding CLS-FUERTE across schools in Mexico has the 
potential to decrease the unmet need of mental health ser-
vices in school-aged children, and can also serve as a viable 
alternative to medication treatment, which is not well 
accepted by the majority of families in Mexico. Novel 
approaches to increasing accessibility and sustainability of 
school-based EBTs may encourage the re-allocation of 
existing school resources to the application of empirically-
supported services to serve our increasingly diverse global 
communities.
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