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Youth with attention-deficit hyperactivity disorder (ADHD) 
can experience complex problems requiring comprehensive 
interventions across contexts, including home and school 
(Fabiano & Pyle, 2019). They are likely to demonstrate 
poor self-regulation and deficits in key executive functions 
(e.g., inhibitory control and working memory) and can 
experience a variety of co-occurring conditions, including 
aggression, depression, anxiety, and learning disabilities 
(Hinshaw & Arnold, 2015). Students with ADHD comprise 
approximately 10% to 12% of the population of youth 
(American Psychiatric Association [APA], 2013; Danielson 
et al., 2018). The percentage of youth identified with ADHD 
has doubled over the course of the past 20 years according 
to parent surveys (National Health Interview Survey, 2018), 
with approximately 90% of youth with ADHD receiving 
diagnoses from health care providers and 70% of youth 
with ADHD receiving educational services (DuPaul et al., 
2019).

Youth with ADHD receive services in general or special 
education settings, with or without special education identi-
fication, overseen by a multi-tiered systems of support 
(MTSS) team (DuPaul et al., 2019; Fabiano & Pyle, 2019). 

Complicating the delivery of services for students with 
ADHD is the involvement of health care professionals who 
work outside the school system, often in teams coordinated 
by case managers and including some combination of 
nurses, nurse practitioners, primary care physicians, physi-
cian assistants, psychiatrists, or psychologists (Barbaresi 
et al., 2020; Bruns et al., 2016; Power et al., 2016). Despite 
evidence for and availability of home- and school-based 
interventions for youth with ADHD, cross-setting interven-
tions for these youth are under-employed (DuPaul et  al., 
2019). Although parents have reported that 90% of youth 
with ADHD have ever received pharmacological treatment, 
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only 30% of parents have ever received behavioral train-
ing (Danielson et al., 2018). In addition, only about 30% 
of students with ADHD have ever received classroom 
behavioral interventions, according to parent reports 
(DuPaul et al., 2019).

Although professionals from both health care and educa-
tion are central to the treatment of children and youth with 
ADHD, there has been surprisingly limited communication 
and collaboration between professionals in the two systems 
(Guevara et al., 2005; Power et al., 2013). This pattern per-
sists despite the finding that health care providers, parents, 
and teachers willingly share information about a given 
child’s care when they have a method for doing so (Michel 
et  al., 2018). In fact, there remain persistent barriers to 
effective collaboration among professionals from the edu-
cation and health care systems, including (a) administrative 
and fiscal barriers, including time for collaboration, (b) 
conceptual and linguistic differences between profession-
als’ training and practice, (c) differences in expectations for 
collaboration held by health care providers and educators, 
(d) limitations to collaboration associated with one’s role in 
a given system, (e) absence of specific processes to coordi-
nate care, (f) barriers associated with privacy laws in health 
care (Health Information Portability and Accountability 
Act, HIPAA) and education (Family Educational Rights 
and Privacy Act, FERPA), (g) lack of continuity in care for 
youth from year to year, and (h) lack of resources in some 
low-income communities and schools (Power et al., 2013).

The purpose of this article is to advance a model for 
addressing or ameliorating existing barriers to the compre-
hensive delivery of evidence-based assessment and inter-
vention for children and youth with ADHD. In particular, 
we adapt existing models and methods from education and 
health care, which serve all children and youth, with a goal 
of enhancing collaboration among stakeholders from the 
two systems. Our team-based collaborative care model 
(TBCCM) is grounded in effective teamwork in both educa-
tion and health care, involving multidisciplinary teams of 
professionals and family members. The model includes the 
following key features: (a) effective teamwork by members 
of education and health care teams, including interdisciplin-
ary problem solving through ongoing communication and 
collaboration, (b) use of data from multiple informants who 
describe and monitor student behavior across contexts, and 
(c) use of implementation science methods by which teams 
adopt and adapt evidence-based practices. In this article, we 
provide an overview of the model, describe its key features, 
and outline directions for future research.

Contributions of the TBCCM

The collaborative care model has its origins in medicine, 
where researchers have redesigned mental health care to 
include a greater role for a variety of professionals in the 

delivery of services (Lyon et al., 2016). These professionals 
include primary care providers, care or case managers, 
teachers, mental health specialists, and social workers 
(Kolko et  al., 2014). Mental health services delivered 
through a collaborative care model with pediatric and men-
tal health providers have resulted in improved clinical out-
comes for children ages 17 and younger with depression, 
ADHD, and behavioral disorders in a systematic review of 
11 randomized controlled trials (Yonek et  al., 2020). 
Researchers in health care have adopted a collaborative 
care approach to the delivery of mental health services, due 
to the many desirable features of this system, such as the 
presence of familiar providers in a local context and the 
absence of stigma that can be associated with mental health 
care (Kolko & Perrin, 2014). In a randomized controlled 
trial comparing a doctors’ office collaborative care model to 
a system of outside referrals for children with behavior 
problems, including ADHD, Kolko and colleagues (2012) 
identified significant improvements for those participating 
in the collaborative care model, including mental health ser-
vice use and completion, improved behavior and emotional 
symptoms (according to parents), and improvement in 
behavioral goals for children and overall clinical response, 
according to clinic staff.

The TBCCM is designed to capitalize on the effective-
ness of collaborative care models by embedding implemen-
tation science methods within the teamwork of education 
and health care professionals. As a result, the TBCCM 
improves upon the interconnected systems framework (ISF), 
which is also designed to integrate education and mental 
health services (Barrett et al., 2013; Weist et al., 2018). The 
ISF is organized at the community level and includes leaders 
from multiple agencies, such as family and disability advo-
cacy and child welfare groups, juvenile justice, primary 
health care, and leaders from mental health agencies and 
schools (Weist et al., 2018). Each of these leaders is influen-
tial and is charged in the ISF with developing and imple-
menting policy, allocating resources, and delivering services 
(Barrett et al., 2013; Splett et al., 2017; Weist et al., 2018).

However, by creating these organizational structures at 
the community level, the ISF may construct rather than 
reduce barriers to effective collaboration between educa-
tion and mental health (see Power et al., 2013), especially 
with regard to administration and bureaucracy. We believe 
that employing the TBCCM with health care providers is 
likely to be a more nimble and effective partnership for 
integrating educational and mental health services, taking 
advantage of the two healthy contexts (school and health 
care) that are familiar, local, universal, and therefore, not 
stigmatizing. Indeed, evidence suggests that teams of prac-
titioners are particularly well-suited to adopt the imple-
mentation science methods that are at the forefront of 
effective delivery of evidence-based practices (see Lyon, 
2016; Powell et al., 2015). Thus, a particular strength of the 
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ISF, which we adopt in the TBCCM, is a focus on team-
work, including research, theory, and best practices for 
effective team functioning. Furthermore, the TBCCM 
leverages research and theory in implementation science to 
address barriers to collaboration identified by Power et al. 
(2013). In particular, we build upon specific structures 
already in place, including existing teams and their use of 
technology, to foster collaboration.

Effective Leadership and Teamwork

Effective leadership and teamwork are core structural fea-
tures of the TBCCM, facilitating the delivery of evidence-
based assessment and intervention. The conditions for 
effective teamwork have been identified by researchers in 
both health care (Bannister et al., 2014) and education (Splett 
et al., 2017). These conditions include specific procedures for 
strong team functioning, such as (a) establishing a clear pur-
pose for the team, (b) defining roles and responsibilities for 
team members, including leadership roles and creating 
opportunities for everyone to participate, (c) starting and end-
ing meetings on time and following an agenda, to which all 
team members may contribute, (d) maintaining high levels of 
attendance by all team members, (e) reviewing data for prob-
lem solving at each meeting, and (f) conducting action plans 
in a way that is data based and follows a problem-solving 
approach (Bannister et al., 2014; Splett et al., 2017).

MTSS Intervention Teams in Education

The MTSS intervention system, now required under federal 
law (Every Student Succeeds Act, 2016, Title IX, Sec. 
8002(33)), provides the framework for educational interven-
tions designed to enhance academic and social/emotional/
behavioral success for all students. The MTSS approach  
to intervention includes both academic (Response to 
Intervention) and behavioral (Positive Behavioral 
Intervention and Supports) approaches and is a useful frame-
work for guiding assessment and intervention in schools 
(Bruns et al., 2016; Freeman et al., 2015). In the MTSS sys-
tem, young people with ADHD who have co-occurring aca-
demic and behavioral needs are likely to benefit from 
interventions delivered at Tiers 2 and 3 (DuPaul et al., 2019).

In the work of MTSS teams, no single professional 
makes decisions regarding the quality of assessment and 
intervention. Rather, the selection, delivery, and ongoing 
monitoring of effective interventions for students involve 
the coordination of a variety of team members, which 
include individuals in leadership roles (e.g., principals, 
assistant principals, and special education leaders and case 
managers) who work alongside professionals who provide 
direct services to students (e.g., special and general educa-
tion teachers, social workers, school counselors, and school 
psychologists). In the TBCCM, the work of these team 

members and their leaders is critical to the successful com-
munication and collaboration among members of education 
and health care intervention teams. Leadership roles for 
school intervention teams are likely to be divided among 
school principals and special education leaders. Principals 
are responsible for allocating resources and providing a 
supportive organizational structure for the work of teams, 
where special education leaders are responsible for select-
ing and establishing a data collection system for the team to 
monitor student progress and keeping the team focused on 
adapting and intensifying evidence-based interventions 
(Forman & Crystal, 2015; Talbott et  al., 2016). We argue 
strongly for the identification of leaders in the TBCCM who 
have specific roles in the intervention team.

For example, aligned with the TBCCM and critical to a 
successful collaboration with health care providers and 
their teams is the leadership role of case managers, who 
may be trained as special educators, social workers, coun-
selors, or school psychologists. These individuals play a 
critical role in communicating with families and obtaining 
permission to share school data with health care providers 
through FERPA (see Power et al., 2016).

Health Care Intervention Teams

In health care settings, primary care physicians lead the 
intervention team, particularly in cases where ADHD is pri-
marily managed in the office; however, when specialists 
become involved in care (e.g., developmental behavioral 
pediatricians, psychologists, and neurologists), then these 
specialists may adopt a leadership role. This flexibility-in-
leadership is similar to that seen in educational intervention 
teams, including IEP teams (Talbott et al., 2016). Members 
of health care teams may also include nurses, nurse practi-
tioners, clinical pharmacists, social workers, or counselors 
(Barbaresi et al., 2020). These health care providers directly 
interact with family members and coordinate sharing of 
information between family, health care, and education 
teams in compliance with HIPAA and FERPA (Power et al., 
2016). This allows family members to become team mem-
bers in the management of a child’s ADHD. To improve 
communication and collaboration between professionals in 
health care and education and facilitate the use of evidence-
based assessment and intervention across home and school 
contexts, Power and colleagues developed and refined the 
ADHD Care Assistant (Michel et  al., 2018; Power et  al., 
2016). Other electronic systems exist, but they are not 
directly linked to the health care electronic system (Epstein 
et al., 2013).

The ADHD Care Assistant has four distinct features: (a) 
an electronic survey designed to collect data from parents 
and teachers, (b) a module visible to providers and inte-
grated into the electronic health record (EHR) system, (c) a 
web service design to facilitate communication between 
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the shared data and the EHR, and (d) an e-mail-based plat-
form for sharing data between parents and teachers (Michel 
et al., 2018; Power et al., 2016). One of the particular ben-
efits of the ADHD Care Assistant is the opportunity it 
affords parents to select preferred treatments for the child, 
including medication and/or behavior therapy, and to share 
data among members of the health care team and with the 
child’s teachers. Use of the ADHD Care Assistant also 
allows health care providers and families to set goals for 
treatment in the areas of school performance, relationships, 
and behavior (Power et al., 2016).

In their research on the effectiveness of the ADHD Care 
Assistant, Power and colleagues (2016) found that tracking 
ADHD symptoms and changes in symptoms over time 
using this tool was highly feasible. However, they also 
found that parents and teachers in urban communities were 
significantly less likely to use the tool than were parents and 
teachers in suburban communities (Power et al., 2016). To 
further improve and test the effectiveness of the ADHD 
Care Assistant, Michel and colleagues (2018) obtained 
feedback from stakeholders (parents, teachers, and pediatri-
cians) about which data they preferred to share (i.e., goals 
for their children, as well as children’s symptoms, educa-
tional performance, and medication side effects) and 
updated the tool accordingly. Michel and colleagues (2018) 
then studied the effectiveness of the ADHD Care Assistant 
as a communication tool, finding that among parents who 
used it, the majority (64%) agreed to share information with 
teachers; and in 80% of those cases, parents agreed to share 
all of the child’s data. Parents of children who were younger, 
along with those who had more severe hyperactivity and 
greater impairment were significantly more likely to share 
data (Michel et al., 2018). Furthermore, 89% of parents who 
agreed to share data typically continued sharing at subse-
quent opportunities (Michel et al., 2018).

Although both parents and teachers had shared their 
data, parents viewed only 16% of surveys submitted by 
teachers and teachers only viewed 30% of surveys submit-
ted by parents (Michel et al., 2018), raising the need for an 
explicit process, identified in the TBCCM, by which educa-
tion and health care teams, including parents and teachers, 
can view and use data for ongoing decision making. We 
have thus included an explicit role for case and care manag-
ers in the TBCCM for data sharing; these individuals are 
responsible for using the ADHD Care Assistant, as well as 
other tools to facilitate the sharing of data and communica-
tion among families and professionals about treatment in 
the two systems.

Use of Data From Multiple Informants 
Across Settings

As mentioned previously, the TBCCM places a key empha-
sis on service delivery at the level of the children, youth, 

and families receiving care. At the core of evidence-based 
practices at this level of service delivery are the assessments 
that guide decision-making (for a review, see De Los Reyes 
et al., 2017). Children and youth may display mental health 
concerns such as ADHD in a variety of ways both within 
and across key social contexts in their lives, such as home, 
school, and within peer interactions (e.g., Dirks et al., 2012; 
Pelham et al., 2005). In fact, a key component of effectively 
assessing and diagnosing ADHD involves measuring 
whether a student displays symptoms and impairments 
across relevant contexts and in at least two settings, such as 
school and home (APA, 2013). Consequently, best practices 
in evidence-based ADHD assessments involve collecting 
reports from informants who observe children and youth 
within and across these contexts, such as teachers and par-
ents (Hunsley & Mash, 2007).

A considerable body of work now supports the idea that 
informants such as teachers and parents provide reports 
about child and youth behavior based, in part, on the con-
texts in which they observe these behaviors (for reviews, 
see; De Los Reyes, Lerner, et al., 2019; De Los Reyes et al., 
2013). When coupled with the idea that children and youth 
may behave differently, depending on the social context, it 
logically follows that the data shared by members of educa-
tion and health care teams should not only reflect relative 
levels of ADHD symptoms and associated impairments but 
also information germane to the context(s) in which ADHD 
symptoms and impairments manifest. For example, teach-
ers may base their ratings on behavior observed in a variety 
of school settings, parents may base their ratings on behav-
ior observed in the home and other settings, and health care 
providers may base their ratings on a combination of behav-
ior observed in the clinic and the reports from parents and 
teachers (see also Kraemer et  al., 2003). Consistent with 
these ideas surrounding cross-informant assessments, over 
five decades of research reveals that these informants’ 
reports often yield inconsistent estimates of mental health 
concerns (i.e., informant discrepancies; Achenbach et  al., 
1987; De Los Reyes et al., 2015).

Despite the robust presence of informant discrepancies 
and the crucial importance of multi-informant assessments 
for determining cross-contextual ADHD symptoms and 
impairments, a historical trend involves the lack of concrete 
guidelines or standards for integrating informants’ reports 
for ADHD assessment and intervention (see also Beidas 
et al., 2015). The consequences of this lack of guidance can-
not be overstated. In particular, recent experimental work 
highlights that when confronted with discrepant reports, cli-
nicians often use decision-making strategies or heuristics 
that lack evidentiary support (e.g., relying on data from the 
“most insightful” informant; Marsh et al., 2020). The result 
is that school and health care professionals require assess-
ment and intervention paradigms that allow them to defini-
tively, reliably, and validly use multi-informant assessments 
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to identify cross-contextual displays of children’s ADHD 
symptoms and impairments. That is, multi-informant 
assessments may, in theory, allow school professionals to 
identify the specific contexts in which children display psy-
chosocial difficulties associated with ADHD. However, in 
practice, we do not know how often school and health care 
professionals and their teams base ADHD diagnoses and 
ongoing assessment and intervention services on the cross-
contextual evidence about ADHD symptoms and impair-
ments that multi-informant assessments can provide. This 
creates considerable uncertainties for team effectiveness, 
communication, and collaboration (De Los Reyes, Cook, 
et al., 2019).

The TBCCM provides a useful framework for under-
standing and interpreting multi-informant assessments of 
ADHD. Indeed, we previously discussed how the model 
ascribes value to multiple stakeholders involved in service 
delivery. A logical extension of these ideas involves ascrib-
ing value to the experiences multiple informants have in 
observing the very symptoms and impairments targeted for 
service delivery. Collectively, the evidence suggests that 
parents and teachers report about child and youth mental 
health concerns in complementary ways, such that service 
providers learn more about these concerns from all infor-
mants’ reports, over-and-above use of any one informant’s 
report; they all have incremental value (De Los Reyes et al., 
2015). Thus, the TBCCM is uniquely positioned to guide 
use and interpretation of the evidence commonly leveraged 
for decision making surrounding the delivery of services for 
children and youth experiencing ADHD.

For instance, MTSS teams might assess ADHD symp-
toms and impairments using brief screening tools, such as 
those incorporated into the ADHD Care Assistant described 
previously. In conjunction with these assessments, MTSS 
team members might conduct an independent assessment of 
characteristics of social contexts germane to patients’ clini-
cal presentations (e.g., risk and protective factors present at 
home, school, and other settings; with adults, siblings, and/
or peers). The purpose of this assessment would be to iden-
tify “matches” between the outcomes of multi-informant 
assessments and the contexts implicated in the maintenance 
of ADHD symptoms and impairments (see also De Los 
Reyes, Lerner, et al., 2019). For example, to what degree do 
the differences between parent and teacher reports support 
the notion that environmental contingencies that elicit dis-
plays of ADHD symptoms and impairments manifest to a 
greater extent in one context (e.g., school) more so than 
another (e.g., home)? In essence, the TBCCM might facili-
tate incorporating informant discrepancies into case con-
ceptualization, treatment planning, and progress monitoring. 
In particular, we expect the model to facilitate use of multi-
informant assessments and understanding of informant dis-
crepancies for selecting and implementing evidence-based 
practices appropriate to the context(s) in which children and 

youth display ADHD symptoms and impairments (see also 
De Los Reyes, Cook, et al., 2019).

Implementation Science Methods

Implementation science refers to the practice of guiding 
professionals to adopt and integrate evidence-based prac-
tices in applied settings, including schools and health care 
settings (Lyon, 2016; Powell et al., 2015). Implementation 
science methods are direct and individualized for these set-
tings and communities; they are explicitly designed to work 
in a particular setting, in contrast to approaches that are not 
particularly individualized or direct, such as the diffusion or 
dissemination of information, practices, and intervention 
materials to practitioners (Lyon, 2016).

Interventions selected for youth with ADHD must 
indeed be evidence-based, data-driven, delivered with 
fidelity, and adopted using implementation science meth-
ods (Fabiano & Pyle, 2019; Sugai & Horner, 2009). One 
approach to the adoption of evidence-based interventions is 
to support intervention teams in their adaptation of core ele-
ments of evidence-based practices (Sutherland et al., 2019). 
Examples of these core elements include establishing sys-
tems for regular communication between home and school; 
providing immediate and explicit feedback to students; pro-
viding contingent rewards and opportunities for youth to 
respond during class; and establishing clear and consistent 
classroom routines (Sutherland et al., 2019). Adapting and 
tailoring these (and other) core elements of evidence-based 
practices with the involvement of key stakeholders may 
facilitate the teams’ responsiveness to the needs of youth 
with ADHD (Sundell et al., 2016). For example, there may 
be elements of evidence-based practices that work in both 
the home and school settings (e.g., providing contingent 
rewards for desired behavior) and those that are specific to 
school (e.g., providing instructional feedback and imple-
menting peer tutoring with fidelity) or to home (e.g., estab-
lishing clear and consistent routines for homework 
completion and bedtime).

Teams can employ implementation science methods to 
ensure the adoption of evidence-based practices and ongo-
ing assessment of their effectiveness across the two sys-
tems. Steps in the implementation science process include 
(a) explicit involvement of all stakeholders, including par-
ents, in the discussion of a particular problem and selection 
of evidence-based interventions, (b) recruitment and ongo-
ing training of and support for leaders who are champions 
for evidence-based practices, (c) promotion of adaptability 
among members of intervention teams and their leaders, 
(d) provision of ongoing consultation and coaching, and (e) 
systematic means of sharing data (Lyon, 2016; Powell 
et  al., 2015). Following are examples of implementation 
science methods in health care and education that have 
already benefited young people with ADHD, learning, and 
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behavioral disabilities. In health care, Michel and col-
leagues (2018) developed and refined the ADHD Care 
Assistant using stakeholder input and provided parents 
with the opportunity to select among evidence-based inter-
ventions, such as medication or behavior therapy In educa-
tion, our colleagues with the National Center on Intensive 
Intervention (2020) have identified, trained, and supported 
special education leaders of intervention teams who were 
already champions for data-based decision making in aca-
demic instruction. In education, Conroy and Sutherland 
(2019) recently extended their evidence-based Best-in-
Class intervention to adults working in child care settings, 
adapting its components in full partnership with commu-
nity leaders. In a collaborative effort between faculty in 
the schools of medicine and education at the University of 
Washington (the SMART Center), faculty have created 
flexible, evidence-based emotional and behavioral health 
treatment, along with assessment, progress monitoring, 
and data-based decision-making tools for Seattle public 
schools (Bruns et  al., 2016). We argue that heightening 
the focus on effective leadership and teamwork in the 
TBCCM will only enhance the uptake and sustainability 
of these and other multi-informant assessment and evi-
dence-based interventions.

Directions for Future Research

In this section, we outline directions for future research in 
each of the components of the TBCCM: leadership and 
teamwork, multi-informant assessment, and implementa-
tion science.

Leadership and Teamwork

We have identified two key areas for future research in lead-
ership and teamwork. The first area concerns the effective-
ness of teams, particularly in low-income settings, given the 
tremendous heterogeneity in their composition and leader-
ship. Although they do not typically serve as members of 
education or primary health care teams, promising research 
reveals that community health workers can serve as effec-
tive advocates and liasions for children and families with 
the school and the primary care physician’s office (Mehta 
et al., 2019; Power et al., 2014). Embedding these parapro-
fessionals within the school and/or health care team to pro-
vide case management and behavioral support for parents 
and children is likely to enhance youth positive behavior 
and academic engagement, particularly in low-income 
communities (Mehta et al., 2019). Developing relationships 
with community health care workers employed in federally 
funded health centers serving families in low-income com-
munities is an area of further research for the TBCCM. The 
second area of research concerns how these teams, embed-
ded within their communities and systems, engage in the 

work of selecting and implementing evidence-based assess-
ment and intervention practices—consistently viewing data 
that have been shared by parents and teachers to make inter-
vention decisions, Furthermore, how do teams make sense 
of data obtained from different informants, particularly 
when those informants disagree in their ratings? What 
additional data might teams collect, using a data-based indi-
vidualization approach (National Center on Intensive 
Intervention, 2020) to illuminate the behavior in context, 
particularly when informants disagree, and then use that 
additional information to improve the effectiveness of 
interventions?

For example, the quality of interventions delivered at 
Tiers 2 and 3 (i.e., both small group and intensive, individ-
ual interventions) is likely to be closely aligned with the 
effectiveness of the MTSS intervention teams and their 
skills in employing the process of data-based individualiza-
tion (National Center on Intensive Intervention, 2020). We 
have seen that the successful engagement of parents with 
teachers can be enhanced when parents are fully engaged 
with the child’s health care team (Michel et al., 2018). Yet 
the flexible leadership employed by both education and 
health care teams, the effective practices in which they 
engage, and the extent to which they use data to coordinate 
care and collaborate with one another has not been compre-
hensively addressed. To address these gaps, we propose 
both a qualitative study of demographically diverse educa-
tion and health care teams to identify key ingredients of 
effective teamwork in the TBCCM, and a quantitative study 
of a representative sample of team members from the two 
systems to develop next steps in improving the quality of 
teamwork on behalf of youth with ADHD.

Multi-Informant Assessment

We see two important directions for research on use of 
multi-informant assessments within the TBCCM. First and 
as mentioned previously, a core component of the model 
lies in ascribing value to the unique perspectives of infor-
mants who commonly provide reports within ADHD assess-
ments, such as parents and teachers. In particular, each of 
these informants tends to harbor particular expertise in 
observing the youth undergoing assessment within unique 
contexts, such as home and school. In these respects, to 
what degree do assessments currently conducted within 
team-based models of care actually incorporate data from 
multiple informants when making decisions surrounding 
care for ADHD? Alternatively, how often do assessors base 
ADHD-related care decisions on information from one 
information source? Stated another way, to the degree that 
an informed decision surrounding ADHD must involve 
determining the presence of symptoms as they manifest 
across multiple contexts, how often do assessors base their 
decisions using information sources that traverse multiple 
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contexts? The answers to these questions may reveal infor-
mation on challenges to implementing the TBCCM in 
school settings.

Second, we noted previously that multi-informant 
assessments may reveal important information about the 
contexts in which youth experience mental health concerns. 
A great deal of work supports this notion, based on research 
conducted on a host of mental health domains such as dis-
ruptive behavior, social anxiety, depression, and autism (for 
reviews, see De Los Reyes, Cook, et  al., 2019; De Los 
Reyes, Lerner, et al., 2019). Yet, we know little of the links 
between discrepancies observed in multi-informant assess-
ments of ADHD and variations in behavior across contexts. 
This is surprising given the fact that context factors promi-
nently in diagnostic definitions of the condition (APA, 
2013). That being said, conceptual and measurement mod-
els exist to facilitate research on these issues as they relate 
to ADHD assessments (De Los Reyes et al., 2013; Makol 
et  al., in press). In fact, the likelihood is quite high that 
existing data archives harbor the data necessary for this 
research, namely large samples that include parent and 
teacher ADHD reports, and independent assessments of 
behavior across home (e.g., observations of parent-child 
interactions) and school contexts (e.g., observations of 
classroom behavior; for a review, see De Los Reyes et al., 
2015). Thus, we encourage the development of research 
networks that have collected parallel data across informant 
and behavioral measures, to achieve the sample sizes 
often needed to test questions surrounding links between 
informant discrepancies and cross-contextual variations in 
behavior (e.g., ≥300 participants; see (De Los Reyes et al., 
2009; Lerner et al., 2017; Makol et al., 2019).

Implementation Science

Similarly, we have identified two key areas for research in 
the adaptation of implementation science methods within 
education and health care. The first is the need to study  
processes for the uptake of evidence in demographically 
diverse communities. Previously, researchers in low-income 
urban communities had sought to deliver evidence-based 
interventions to practitioners by employing teacher key 
opinion leaders to work with community mental health pro-
viders; together, these professionals sought to diffuse and 
disseminate evidence-based interventions in the schools for 
youth with ADHD (Atkins et al., 2008). However, research-
ers now recognize that these methods only go so far—that 
in order for interventions to be sustainable in real-world set-
tings, researchers must engage leaders, practitioners, and 
families within these settings, ensuring that the work is 
embedded within communities and attentive to their culture 
(Alegria et al., 2010), even as interventions remain grounded 
in evidence (Lyon, 2016). Research with intervention teams 

seems perfect for this process. Yet, in order for intervention 
teams to be successful in engaging families from low-
income communities in research and intervention, family 
advocates may need to serve as team members.

For example, in a quasi-experimental design study of a 
collaborative care intervention in health care with urban 
families, Power and colleagues (2014) trained community 
partners to collaborate with school staff and identify com-
munity-based resources available to families of children 
with ADHD. Although they found no difference in child 
outcomes for members of their intervention and control 
groups, Power and colleagues (2014) noted that the inter-
vention demonstrated promise compared with the control 
condition in improving families’ perceptions about the 
helpfulness of services and reducing barriers to their chil-
dren’s care. Similarly, Mehta and colleagues (2019) found 
that school-family liasions, who worked in community 
health centers and were embedded in schools, were effec-
tive in supporting parents in their children’s schooling 
through consistent, informal contact. The discovery by this 
research team that informal contacts (as opposed to sched-
uled group meetings) were key to keeping parents engaged 
emerged through researchers’ ongoing and careful review 
of multiple sources of data, including on-site observations, 
informal conversations with school-family liasions, agency 
records, and monthly staff reports. The work of Mehta and 
colleagues (2019) illustrates the necessity and the value 
of employing implementation science methods that are par-
ticipatory and engaging, both for team members and for 
families, especially in low-income communities. In future 
research, we propose to strengthen the participatory 
approach in the TBCCM in both education and health care 
and evaluate its effectiveness using multiple sources.

The second area of needed research in implementation 
science involves the adaptability of evidence-based prac-
tices, including those associated with the ADHD Care 
Assistant. Through application of the TBCCM, we can 
reconceptualize fidelity of implementation as a commit-
ment to the fundamental elements of behavior change, even 
as we may be required to abandon our commitment to a 
particular program or intervention plan (Mehta et al., 2019). 
We can accomplish this by maintaining ongoing communi-
cation among team members in the two systems and a com-
mitment to families’ continued progress and children’s 
success over time (see Mehta et al., 2019).

Concluding Comments

Collaborative care models in medicine have been success-
ful in improving mental health outcomes for children and 
youth (see Kolko et  al., 2012, 2014; Power et  al., 2014; 
Yonek et  al., 2020). The time is right to systematically 
extend these models through the TBCCM to education, 
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which represents, along with health care, one of two local, 
universal systems best positioned to deliver mental health 
services to youth with ADHD from a range of backgrounds 
and communities. The TBCCM advances this work by pro-
viding a team-based structure for the delivery of assessment 
and intervention, in both schools and health care settings, 
using implementation science methods and facilitating the 
active involvement of parents, teachers, and health care 
professionals who are embedded in their communities. 
Furthermore, the TBCCM emphasizes the ongoing use of 
multiple sources of data and the careful investigation of 
context for behavior when those data sources disagree. 
Integrating an assessment of context is an innovation in 
behavioral assessment and a key to improving services and 
outcomes for youth with ADHD. The TBCCM provides the 
perfect opportunity to embrace context in behavioral assess-
ment and intervention in both education and health care.
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