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ABSTRACT 

 
Establishing evidence-based training for therapists is of paramount importance for 

effective dissemination of evidence-based interventions. Using cognitive-behavioral 

therapy (CBT) for child anxiety, this study compared three therapist training conditions: 

(1) routine training: a workshop that covered a specific manual, (2) computer training: 

computer-based training via an interactive DVD, and (3) augmented training: a workshop 

that included a focus on core CBT competencies and active learning with  behavioral 

rehearsal. Training success was operationalized as: (1) adherence to CBT for child 

anxiety, (2) therapeutic skillfulness, (3) a knowledge test, (4) and training satisfaction. 

The study also investigated the degree to which consultation following training impacted 

therapist outcomes. Participants (115 therapists) were randomly assigned to training 

condition and, following training, were invited to participate in weekly consultation. The 

results indicate that all three training conditions were effective in improving therapist 

adherence, skill, and knowledge. Participants were most satisfied with the in-person 

conditions. With regard to consultation, the number of consultation hours attended 

significantly predicted therapist training outcomes. This finding underscores the 

importance of consultation when training therapists.  
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CHAPTER 1 
INTRODUCTION 

 

A randomized controlled trial of training in cognitive-behavioral therapy for youth 

anxiety 

The American Psychological Association (APA) and the American Academy of 

Child and Adolescent Psychiatry (AACAP) support Evidence-Based Practice (EBP; 

APA, 2005; AACAP, 2006), defined as “the integration of the best available research 

with clinical expertise” (APA, 2005). Despite recommendations made by national 

accreditation bodies, most individuals in need of such evidence-based psychosocial 

treatments do not receive them (President’s New Freedom Commission on Mental 

Health, 2004; United States Surgeon General, 1999). If and when they do receive such 

evidence-based services, it is usually after a long delay of up to nine years (Green, 

Ottoson, Garcia, & Hiatt, 2009). In the case of youth with mental health difficulties, a 

recent report states the “20/20” problem: Of the 20% of youth in need of mental health 

services, only 20% of youth actually receive such services (Healthy Development, 2009). 

Whether or not these received services are evidence-based is currently unknown.  

To increase widespread adoption and integration of evidence-based interventions 

into everyday use, the National Institutes of Health has proposed a wide-ranging research 

agenda (Program Announcement in Dissemination and Implementation Research in 

Health; http://grants.nih.gov/grants/guide/pa-files/PAR-10-038.html). One identified 

research target in the transportation of EBP into clinical practice is therapist training 

(Weissman et al., 2006). Establishing evidence-based training for therapists is of 

paramount importance for effective dissemination of evidence-based interventions 
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(Rakovshik & McManus, 2010) and reducing the gap between research and practice 

(Addis & Krasnow, 2000; Hayes, 2002; Herschell, McNeil, & McNeil, 2004).  

Failure to agree on terms and definitions in relation to EBP (Graham et al., 2000; 

Kendall & Beidas, 2007) is partially due to literature fragmented by intervention type 

(e.g., prevention vs. treatment), by population (e.g., adult vs. child), by treatment target 

(e.g., substance abuse vs. mental health), and by discipline (i.e., psychiatry, nursing, 

psychology and social work). The term empirically supported treatments (ESTs) refer to 

psychological interventions that have been evaluated scientifically (e.g., a randomized 

controlled trial; RCT) and satisfy the criteria outlined in Chambless and Hollon (1998). 

The term evidence-based practice (EBP) is a less restrictive term and is our term of 

choice, given that it acknowledges research, clinical judgment, and patient preference. 

When we refer to EBP, we mean the core components of ESTs implemented within the 

context of therapist clinical judgment, the best available research, and patient preferences 

(note: this does not necessarily include entire treatment packages; empirically-supported 

components of ESTs are included in this definition). Dissemination and implementation 

(DI) research includes both the purposeful distribution of relevant information and 

materials to clinicians (i.e., dissemination) and the adoption and integration of EPB into 

practice (i.e., implementation; Lomas, 1993).    

Training in EBP is variable across the mental health field, thus making it an 

important target for DI efforts. Therapists trained before 1995 are unlikely to have had 

training in EBP, whereas those trained after 1995 have had varied exposure to EBP 

during training (Karekla, Lundgren, & Forsyth, 2004). A 1995 study survey of training 

directors found that doctoral training programs covered about 50% of the specific ESTs 
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mentioned in the survey, and that most internships did not require competence in ESTs 

(Crits-Cristoph, Frank, Chambless, Brody, & Karp, 1995). More recent surveys suggest 

that increases in percentages of training in ESTs have not increased. One survey 

conducted of 200 trainees in APA-accredited programs found that 32% had no 

coursework in specific ESTs, and over 65% had not read any of the major Task Force 

reports regarding ESTs. Those who had read the Task Force reports tended to be 

cognitive-behavioral in orientation (Karekla et al., 2004). Another national survey of 

training in psychiatry, psychology, and social work found that few training programs 

required didactic and clinical supervision in ESTs (Weissman et al., 2006). These 

findings provide evidence that most mental health providers are still not being trained in 

EBP at the graduate level, which underscores the necessity of evidence-based training 

interventions at both the pre- and post-graduate level.  

Evidence-Based Training 

Although efforts have been made to identify evidence-based treatment interventions, 

considerably less work has been completed with the area of evidence-based training and 

consultation (Freeston, 2010). Recent reviews of the literature suggest preliminary 

evidence regarding best training practices (see Beidas & Kendall, 2010; Rakovshik & 

McManus, 2010). Typical training efforts tend to include printed educational materials 

(e.g., treatment manuals) and/or a continuing education workshop (Herschell et al., 

2004). The Cochrane Effective Practice Organization of Care (EPOC) group reports that 

when compared to no intervention, ‘printed educational materials’ improve therapist 

process outcomes by a median absolute improvement of care of 4.3% on categorical 

variables and 13.6% on continuous variables (Farmer et al., 2008). However, EPOC also 
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states that printed education materials do not have an effect on patient outcomes. Self-

guided study via printed educational material such as treatment manuals is unlikely to 

result in clinician behavior change (Miller, Sorenson, Selzer, & Brigham, 2006) and may 

not even result in meaningful knowledge acquisition (Beidas, Barmish, & Kendall, 2009). 

Even with the addition of a workshop, reviews suggest that these types of efforts are 

somewhat ineffective in influencing therapist behavior and patient outcomes, although 

they do influence therapist knowledge and attitudinal change towards EBP (Beidas & 

Kendall, 2010; Rakovshik & McManus, 2010). A brief review of training research trials 

is warranted given study aims. 

Early training research focused on transferring the randomized control trial (RCT) 

model of training research clinicians to the training of community clinicians in a number 

of adult ESTs. For example, Hawkins and Sinha (1998) trained 109 therapists in 

dialectical behavior therapy (DBT), an EST for severe psychopathology, and found that 

90% of therapists attained mastery level knowledge of the treatment following training. 

The training included reading the manual, attending a workshop, and peer supervision. 

Similarly, Morganstern et al. (2001) trained 29 substance abuse counselors in the delivery 

of CBT for alcohol abuse and found that 90% of counselors attained adequate levels of 

CBT skill as measured by independent raters on videotaped sessions with clients. The 

training included a manual, a didactic workshop, and supervision. Another study 

examining training in motivational interviewing (MI) indicated that both knowledge and 

skill improved from pre- to post-training in mental health therapists following a 12-hour 

instructor-guided didactic workshop (Rubel, Sobel, & Miller, 2000).  
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Preliminary training efforts indicated that the following components were 

important in training community clinicians: manuals, workshops, and supervision 

(Hawkins & Sinha, 1998; Morgenstern et al., 2001), similar to RCT training methods. 

However, early research had significant methodological shortcomings (e.g., focus on 

knowledge, small participant sample size, lack of randomization, unsophisticated ways of 

measuring behavior, investigator-created measures with unknown psychometric 

properties) which made conclusions tentative. Additionally, a number of questions were 

raised from this early research including (see Beidas & Kendall, 2010): (1) What are the 

best training methods? (2) Are manuals sufficient training tools by themselves? (3) Does 

knowledge change indicate behavior change? (4) Does reported behavior change result in 

actual behavior change? (5) What is the role of supervision? (6) What is the required 

dosage for training and supervision? (7) Are client outcomes influenced following 

therapist training?  

Given the methodological shortcomings of earlier research, a flurry of empirical 

work was initiated in this area and is ongoing. Unfortunately, more recent 

methodologically rigorous research has suggested that the training model used in RCTs 

may not be applicable to the training of community clinicians. Questions have been 

raised specifically with regard to which components must be included to influence 

therapist behavior change. This may be due partially to efforts to simulate more real-

world trainings, as evidence suggests that most community clinicians gain information 

about EBP via manuals and one-day workshops (Beidas et al., 2009; Herschell et al., 

2004) which is very different from the training that clinicians being used in RCTs (i.e., 

manual, workshop, supervision, training cases; Sholomskas et al., 2005).   



 
 

 

6 
 

An RCT conducted by Miller and colleagues (2004) measured a number of 

systemic variables and included a number of methodological strengths (i.e., random 

assignment, comparison condition, large sample size, follow-up assessment, observed 

therapist behavior, and client outcomes). Therapists were randomized to one of five 

training conditions (N = 140): (1) 2-day instructor-guided workshop, (2) 2-day instructor-

guided workshop plus feedback on tapes, (3) 2-day instructor-guided workshop plus 6 

individual coaching sessions, (4) 2-day instructor-guided workshop plus coaching and 

feedback, and (5) self-guided learning (therapist manual and training videotapes). All 

four instructor-guided intervention conditions (i.e., 1-4) produced increased skill at post-

training. However, the study underscored the importance of feedback and/or coaching on 

therapist behavior change: only the groups receiving feedback and or/coaching reached 

proficiency levels in global MI-spirit and MI-consistent responses at post-training and 

follow-up. Client outcomes only improved when working with therapists randomized to 

the most intensive training (workshop, coaching, and feedback). These results indicated 

that reading a manual and attending a workshop are not enough to change therapist 

behavior at the group-level, and that active learning processes (i.e., feedback and/or 

coaching) are critical to influence both therapist and client behavior change.  

Two similarly methodologically sound studies in different therapeutic modalities 

(CBT for substance use; dialectical behavior therapy), corroborate and build upon these 

findings. Sholomskas et al. (2005) assigned 78 experienced substance abuse therapists to 

one of three training conditions: (1) manual, (2) manual and on-line training, or (3) 

manual, instructor-guided workshop, and supervision. The most intensive condition was 

modeled on the “gold-standard” RCT training. Only half of the clinicians met the 
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certification level that would be necessary to participate as a therapist in an RCT after 

receiving the most intensive training (i.e., manual, workshop, and supervision). Results 

from Sholomskas et al. (2005) further indicate that reading a manual and attending a 

workshop is insufficient to produce meaningful changes in clinician adherence and 

competence. Similarly, Dimeff and colleagues (2009) compared the effect of three 

training conditions: (1) self-guided manual, (2) online self-guided training, and (3) in-

person instructor-guided training on therapist satisfaction, knowledge, self-efficacy, self-

reported usage of DBT skills, and observed adherence and competence rated via 

performance-based role-plays. The online self-guided training condition was superior to 

the self-guided manual and in-person instructor-guided conditions when examining 

therapist knowledge, whereas the online self-guided training condition and in-person 

instructor-guided conditions were superior to the self-guided manual in therapist 

satisfaction and self-efficacy. However, none of the training conditions resulted in higher 

than minimal to moderate competence at follow-up. Cited barriers to adoption of DBT 

included lack of clinical supervision. Both of these later studies provided little if any 

supervision following training, which may explain the discrepant findings from Miller et 

al. (2004).  

 The evidence from these studies suggest that “training and hoping” (i.e., reading 

a manual and attending a workshop; Fixsen, Naoom, Blasé, Friedman, & Wallace, 2005) 

is simply not effective in changing therapist behavior. Reading a manual, attending a 

workshop, and receiving some form of feedback (e.g., supervision, coaching) are 

necessary for changes in clinician adherence and competence. However, these 

components do not necessarily change therapist behavior (Miller et al., 2004), nor do they 
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uniformly produce changes that would subsequently influence client response to 

treatment. Combined with these findings, as well as recommendations from recent 

literature reviews, a more nuanced understanding of evidence-based training is necessary. 

Specifically, “In CBT training, what works for whom, when, and to what extent?” 

(Rakovshik & McManus, 2010, p. 499)  

Systems-Contextual Approach to Dissemination and Training 

To understand training as it relates to DI research, a systems-contextual approach 

is warranted, given that an examination of contextual factors influencing training 

outcomes is necessary to answer the above question. When considering the effects of 

training on therapist behavior, therapist variables (e.g., therapist attitudes, clinical 

experience), organizational variables (e.g., supervision, organizational climate), training 

variables (e.g., availability of training, method, content), and client variables (e.g., 

severity, treatment match; Sanders & Turner, 2005; Turner & Sanders, 2006) must be 

examined. Studying the outcomes of training alone on therapist behavior is insufficient 

because training, and potential implementation occurs within a context. Research on 

training benefits when it takes into account the effects of all the aforementioned variables 

on therapist behavior (Sanders & Turner, 2005). The current study integrates across three 

of the four domains1 presented by Turner and Sanders (2006) by investigating therapist 

variables, organizational variables, and training variables and their influence on therapist 

outcomes following training.   

 

 

                                                 

1 Client variables are very important but were beyond the scope of this study.  
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Therapist Variables 

Therapist variables (i.e., attributes and attitudes) may influence whether different 

training methods produce differential learning. Therapist demographics, clinical 

experience, self-efficacy, and attitudes may moderate and/or mediate training responses. 

Inconsistent evidence exists when examining therapist attributes as moderators of 

therapist training outcomes. One study found that therapist attributes (e.g., interpersonal 

style) influenced training outcomes (Henry, Strupp, Butler, Schacht, & Binder, 1993), 

whereas another study found no effect of therapist interpersonal styles or personality 

variables on response to training (Miller et al., 2004). Interestingly, past supervision has 

been implicated as a barrier to therapist adherence following training (Henry et al., 1993; 

Siqueland et al., 2000). To date, investigations of therapist attributes as mediators of 

training outcome have not been reported. A number of studies have also examined the 

role of therapist variables on treatment outcome in patients (e.g., Wampold, 2001) but 

this is beyond the scope of this discussion, as these studies focus on client outcomes, not 

therapist outcomes following training.  

Inconsistent evidence exists regarding the role of past clinical experience on 

training outcomes. The only study explicitly comparing experienced therapists to trainee 

therapists in the acquisition of therapist skill suggests that degree status is not a 

differential predictor of therapist training outcomes (DeViva, 2006). In other words, both 

experienced and trainee therapists benefited equivalently from training. When examining 

different types of past experience, general experience as a therapist and specific 

experience in treating patients in cognitive therapy (CT) had an impact on change in 

competence  after training in one study (Siqueland et al., 2000) whereas, another study 
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found that prior CT experience facilitated the acquisition of skill in CT, but prior general 

clinical experience did not (James, Blackburn, Milne, & Reichfelt, 2001). 

In concert with therapist attributes, therapist attitudes towards EBP as predictors 

of training outcomes and attitudinal change over training must be examined (Aarons, 

2005). Studies that have examined attitudinal change over training suggest that training 

positively influences attitude change towards EBP (e.g., see Brooker & Butterworth, 

1993). However, most previous training studies have not explicitly examined therapist 

attitudes towards EBP as predictors of performance on outcome variables (i.e., adherence 

and skill). Preliminary evidence suggests that positive attitudes at pre-training might 

influence outcomes: therapists who held more positive views towards treatment manuals 

were more adherent in the use of an EST (Henggeler, Sheidow, Cunningham, Donohue, 

& Ford, 2008). 

Organizational Variables 

Organizational variables (i.e., organizational characteristics, supervision and/or 

consultation) refer to the ecological context that community therapists are working 

within. Turner and Sanders (2006) state, “Service providers in a position to implement 

programs work in a broader organizational context and culture that can either support or 

impede the adoption and implementation of the program” (p. 182). Little is known about 

how such systemic organizational variables interact with training and practice variables 

over time (Fixsen et al., 2005).  

Organizational Characteristics 

Particular culture profiles in mental health organizations are associated with 

implementation and sustainability of new treatment practices (Glisson et al., 2008), 
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though little is known about how such systemic variables might influence training 

outcomes more generally. Mental health clinics with proficient organizational cultures 

(i.e., patient care was prioritized and service providers were expected to be skilled 

clinicians), low on rigidity (i.e., service providers had high flexibility in treatment and 

management decisions), and low in resistance (i.e., service providers were not expected 

to oppose change and innovation) evidenced the greatest amount of new program 

sustainability as compared to other mental health clinics (Glisson et al., 2008). 

Organizational climate (e.g., engagement, functionality, and stress) was not associated 

with program sustainability, but was related to therapist turnover rates. Similarly, 

organizational characteristics and high quality training and consultation, were important 

for DI efforts in another study (Forman, Olin, Hoagwood, Crowe, & Saka, 2009). 

Understanding how organizational variables directly influence therapist training 

outcomes is an important area of inquiry.  

Supervision/Consultation  

Among other variables (e.g., organizational climate for change), one particularly 

important variable pertaining to organizational support is ongoing clinical supervision 

and/or consultation. Clinical supervision is seen as “a learning process in terms of 

knowledge attainment, attitude refinement, and skills development” (Townend, Iannetta, 

& Freeston, 2002). Reading a manual and attending a standard workshop may be a good 

start to transfer knowledge, but further training and supervision (Bazelmans, Prins, 

Hoogveld, & Bleijenberg, 2004; Herschell et al., 2004; Kendall & Southam-Gerow, 

1996) are indicated for actual behavior change and skillful implementation. Particulars on 

supervision differ by intervention, but one feasible model comes from Turner and 
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Sanders (2006) Positive Parenting Program (Triple P) approach. The authors provide 

updates on Triple P research through newsletters, conferences, a website, and a question 

and answer forum. Their approach includes self-monitoring and self-regulation, which 

allows practitioners to direct their own learning and skill acquisition after training 

(Sanders & Turner, 2005). The supervisory process is a dynamic one, rather than a one-

time workshop. Continued consultation and supervision may decrease therapists’ 

psychological barriers to adoption of ESTs (Luoma et al., 2007).  Limited research is 

available on supervision and/or consultation and the mechanisms through which they 

work (Freeston, 2010).  

Training Variables 

Training variables are undoubtly important when considering therapist outcomes 

following training. The theory buttressing evidence-based training has often been absent 

from study in psychology training processes and is paramount to an adequate 

understanding of DI (DeViva, 2006).  

Principles 

Researchers suggest that training method and content are both important aspects 

of evidence-based training. It has been suggested that training should focus on the 

underlying principles of ESTs, not the rigid session-by-session applications 

(Abramowitz, 2006; Hayes, 2002). Greater gains in the understanding of the treatment 

approach may be demonstrated by participants who learn the underlying spirit of an 

intervention rather than the specific techniques (Miller et al., 2004). Further empirical 

study is needed to examine whether a focus on principles is empirically superior to a 

focus on session-by-session implementation of a manual. 
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Similar to the idea of principle-based training, a modular approach (Weisz & 

Chorpita, in press) fits with training common effective strategies across protocols 

(Chorpita & Daleiden, 2009) and is more effective and efficient than training clinicians in 

an EST for each presenting disorder (Chorpita, Becker, & Daleiden, 2008).  Those 

involved in the IAPT project have distilled competencies by adult therapy type (see Roth 

& Pilling, 2008), and similar work is being conducted for youth EBP (Sburlati, 

Schniering, & Lyneham, 2010). This approach entails identifying core clinical 

competencies across protocols and teaching clinicians how to implement these 

procedures for a number of presenting problems. For example, therapists could be taught 

the general rationale and purpose of cognitive restructuring which could then be used 

whenever indicated for a particular presenting problem (e.g., anxious thought, depressed 

thought). This type of training would provide therapists with a toolkit from which they 

could then choose which component to implement given a client’s presenting problem 

(Weingardt, Cucciare, Bellotti, & Lai,  2009). Additionally, if therapists understood the 

principles of the intervention they were using, when encountering difficulties, they could 

return to the principles to flexibly problem-solve and adapt the approach to fit to the 

particular client situation. 

Active Learning  

Current training workshops are often passively delivered in lecture format. Adult 

learning literature suggests that passive learning (i.e., lectures and attending to factual 

knowledge) has limited effects on behavior change (El-Tannir, 2002). Active learning is 

an interactive and dynamic process where an individual acquires knowledge and critical 

thinking skills by interacting and reflecting on current and past experiences (El-Tannir, 
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2002). Active learning stresses the importance of reflection, interaction, and a priori 

experiences (Mimms, 2003). Active learning is particularly applicable to clinically 

relevant skills (Cross, Matthieu, Cerel & Knox, 2007) and has been used with efficacy in 

Triple P training (Sanders & Turner, 2005).   

Active learning may be accomplished through deliberate practice. Deliberate 

practice is indicated for mastery-level performance (Fadde, 2009) and is a type of 

experiential learning where learners repeat behaviors in a focused and repetitive manner 

with instructor-guided corrective feedback until mastery levels of skill are achieved 

(McGaghie, Siddal, Masmanian, & Myers, 2009). Data support a “4/10 rule” (Ericsson & 

Charness, 1994), in that “it takes 4 hours of deliberate practice every day for 10 years to 

become a world-class performer like an Olympic athlete, cutting edge scientist, chess 

master, patient-care provider, or writer” (pp. 66S, McGaghie et al., 2009). The behavioral 

role-play is one way to incorporate deliberate practice into training efforts by allowing 

learners to both practice the clinical skills taught in training as well as receive feedback 

on their performance. Including a behavioral role-play improved knowledge, perceived 

self-efficacy, skill development and satisfaction in both clinical and nonclinical 

employees in suicide prevention efforts (Cross et al., 2007; Matthieu, Cross, Batres, 

Flora, Knox, 2008). Without behavioral role-plays in training, behavioral change in 

therapist behavior and their influence on client outcomes were not as robust following 

training (Wyman et al., 2008).  

Interteach. Active learning can also be accomplished via interteach. Interteach 

(Boyce & Hineline, 2002) entails “a mutually probing, mutually informing conversation.” 

An aim of interteach is for trainees/students to engage in discussions with one or two 
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other learners with the aid of a preparation guide outlining the main points of a block of 

material which allows the novel application of didactic material in small groups, with 

brief follow-up lectures based upon student feedback generated during the interteach 

session (Boyce & Hineline, 2002; See Appendix C for interteach materials). Interteaching 

was effective in comparison to lecture for graduate students in special education. 

Graduate students consistently scored higher in evaluations of their knowledge when 

compared to lecture, and also demonstrated a preference for interteaching over traditional 

methods (Saville, Zinn, Neef, Van Norman, & Ferrari, 2006). Although interteaching was 

developed for use in the classroom, it has been used in 8-hour seminars for graduate 

students (Boyce & Hineline, 2002).  

Computer Training 

Computer-based training approaches may be more feasible in the training of large 

numbers of clinicians, particularly because it can be conducted on the individual’s own 

time, is less expensive, and is more accessible (Sholomskas et al., 2005). Additionally, 

computer-based training is scalable, meaning that one can increase the number of trainees 

at a larger scale than the minimal resources needed to train additional trainees (Weingardt 

al., 2009). Other advantages of computer-based training include standardization, 

consistent quality, and therapist competency checks that can be built into programs (see 

Berger, 2004). Computer-based training has been evaluated in health care (e.g. Anger et 

al., 2001; Eva, MacDonald, Rodenburg, & Greehr, 2000). One RCT found that computer-

based training was superior to a manual-only training (but inferior to a manual, 

workshop, and supervision training) on therapist adherence, skill, and knowledge 

(Sholomskas et al., 2005). Williams, Aubin, Harkin, and Cottrell (2001) evaluated a CBT 
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computer-based training for mental health workers and reported that computer-based 

training enhanced skill acquisition in comparison to lectures. This preliminary evidence 

suggests that computer-based training is a worthwhile approach, particularly given the 

importance of cost-effective training practices in dissemination efforts.  

Implementation and Barriers2 

Ultimately, the systems-contextual model serves to provide a guiding framework 

for understanding training efforts. The introduction thus far has focused on the 

dissemination end of training. However, even if the most outstanding training programs 

are designed (i.e., disseminate), if we do not consider implementation and associated 

barriers, then a crucial piece of the puzzle is missing. Excellent models from the 

implementation science literature are consistent with the systems-contextual model (e.g., 

Damschroder et al., 2009; Fixsen et al., 2005; Greenhalgh, Robert, Macfarlane, Bate, & 

Kyriakidou, 2004). A key consideration in these efforts is how EBP are implemented and 

sustained in their environments following dissemination (Fixsen et al., 2005).  

Implementation refers to, “ a specified set of activities designed to put into 

practice an activity or program of known dimensions” (Fixsen et al., 2005, p. 5). In order 

to have successful implementation, a long-term ecological approach is necessary. Fixsen 

and colleagues (2005) provide an integrative model with core implementation 

components to guide implementation research. With regard to the training portion of the 

model, Fixsen et al (2005) recommend skills-based training (i.e., behavioral rehearsal and 

coaching) and therapist fidelity measures as being necessary for successful 

implementation. Less is known about how other components of the model (e.g., 

                                                 

2 A thorough discussion of implementation is beyond the scope of this paper.  



 
 

 

17 
 

administrative practices) influence implementation. The weakest and most preliminary 

evidence relates to how systemic variables influence implementation. Little is known 

regarding how organizational and systemic variables can facilitate or hinder 

implementation. Even less is known about the transactional relationship among 

implementation factors and time (e.g., implementation stages, practitioner adoption, 

sustainability). Despite the lack of information, it appears that these variables likely drive 

implementation and play a large role in the process.  

Predictors of implementation success include emphasizing the social networks of 

the community, such as allowing champions of an intervention to emerge (Forman et al., 

2009), and allowing key opinion leaders in the community to exert their social influence, 

which is likely much more effective than researcher influence (Atkins et al., 2008). 

Understanding how predictors and barriers of implementation success function within the 

intersection of training research is necessary and important. Preliminary evidence points 

to the importance of tailoring training interventions to address barriers of implementation 

prior to implementation (Baker et al., 2010).  
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CHAPTER 2 
OVERVIEW OF THE CURRENT STUDY 

  

This study addressed training practices by comparing three training methods and 

examining the role of consultation in training. Although studies have examined training 

in a number of ESTs (Beidas et al., 2009; Hawkins & Sinha, 1998; Miller et al., 2004; 

Morgenstern et al., 2001; Sholomskas et al., 2005), the results are ambiguous regarding 

which training protocol components should be included in the training of community 

clinicians. Additionally, the role of contextual variables has been largely unexamined. 

Thus, the study also investigated the relationship between contextual variables and 

therapist training outcomes from an ecological perspective.  

The primary aims of the study included an evaluation of the effectiveness of three 

training methods on therapist outcomes (i.e., adherence, skill, satisfaction, and 

knowledge) following training. Additionally, the role of consultation following training 

on therapist outcomes was evaluated. Secondary aims included the examination of the 

relationship between therapist variables (e.g., experience, attitudes) and therapist 

outcomes whereas exploratory aims included an examination of the relationship between 

organizational variables and therapist  outcomes.  

Primary Aims 

The study investigated the efficacy of three training conditions: (1) routine 

training (RT): a workshop that covered a specific manual (Coping Cat; Kendall & 

Hedtke, 2005) of CBT for child anxiety, (2) computer training (CT): computer-based 

training on CBT for child anxiety via an interactive DVD (i.e., CBT4CBT; Kendall & 

Khanna, 2008), and (3) augmented training (AT): a workshop that included a focus on 
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core CBT competencies, active learning, and behavioral rehearsal (note this workshop 

did not teach a specific manual). Following training, all participants were invited to 

weekly consultation, irrespective of condition, for three months to assist in the 

implementation of the treatment.  

 Successful training was operationalized as: (1) adherence to CBT for child 

anxiety and (2) therapeutic skillfulness (both measured by an independently rated 

performance based role-play), (3) a knowledge test, (4) and overall training satisfaction. 

The study also investigated the degree to which consultation following training impacted 

therapist outcomes. Secondary and exploratory analyses investigated the influence of 

therapist and organizational variables on training outcomes, as well as therapist 

implementation of the treatment and identified barriers of use.  

Primary Hypotheses 

Main Effect of Condition3  

When comparing the AT and RT conditions from pre- to post- training, it was 

predicted that participants would show a main effect of condition (see Figure 1). When 

comparing the AT and CT conditions from pre- to post-training, it was predicted that 

participants would show a main effect of condition (see Figure 2).  

Adherence and Skill. It was hypothesized that AT participants would demonstrate 

significantly more gains in adherence and skill when compared to the RT participants 

                                                 

3 Comparisons were specified a priori and no overall omnibus main effect was predicted 
between the three conditions. For primary hypotheses, I was interested in comparing: AT 
vs. RT, and CT vs RT. The lack of a priori comparisons between the AT and CT 
condition were due to the scant background literature.  Additionally, RT was 
conceptualized as representing treatment-as-usual (TAU), and I was interested in 
comparing 2 innovative treatments to TAU.  
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from pre-training to post-training (AT adherence and skill >RT adherence and skill). 

Similarly, when comparing the CT and RT conditions from pre- to post- training, it was 

hypothesized that CT participants would show significantly more gains in adherence and 

skill when compared to RT participants from pre-training to post-training (CT adherence 

and skill >RT adherence and skill). 

Satisfaction. A significant main effect of condition on satisfaction was 

hypothesized. It was predicted that, at post-training, AT participants would report 

significantly more satisfaction when compared to the RT participants (AT 

satisfaction>RT satisfaction). Additionally, at post-training, CT participants would report 

significantly more satisfaction when compared to the RT participants (CT 

satisfaction>RT satisfaction)4.  

Main Effect of Consultation  

A main effect of consultation was predicted when comparing the AT and RT 

conditions from post-training to post-consultation. It was hypothesized that the main 

effect of condition observed from pre- to post-training would no longer be present. That 

is, following consultation, overall skill and adherence ratings would improve for both AT 

and RT participants, but that the magnitude of change for the RT participants would be 

greater, such that they would catch up to the AT participants’ scores on adherence and 

skill at post-consultation. There were no hypothesized differences between the training 

                                                 

4 In the proposal; hypotheses were made regarding satisfaction across time (pre-training, 
post-training, and post-consultation). When conducting the study, the satisfaction 
measure was not relevant at pre-training or post-consultation, thus we made the decision 
to administer at one time-point. Given that the satisfaction measure was only 
administered at one point, we did not include the hypotheses regarding post-consultation 
in this document. Cross-sectional analyses were used.  
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conditions at post-consultation – it was predicted that the two conditions would show 

equal adherence and skill at post-consultation regardless of hypothesized differences for 

primary hypothesis 1 and 2 (i.e., AT adherence and skill = RT adherence and skill).  

 

Figure 1. Predicted Main Effect of Condition and Consultation (Augmented Training vs. 

Routine Training) 

A main effect of consultation was predicted when comparing the CT and RT 

conditions from post-training to post-consultation. It was hypothesized that the main 

effect of condition observed from pre- to post-training would no longer be present. 

Specifically, it was hypothesized that skill and adherence would improve for both CT and 

RT participants, but that the magnitude of change for the RT participants would be 

greater such that they would catch up to the CT participant’s scores on adherence and 

skill at post-consultation. There were no hypothesized differences between the training 

conditions at post-consultation – it was predicted that the two conditions would show 

equal adherence and skill ratings at post-consultation regardless of hypothesized 
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differences for primary hypothesis 1 and 2 (i.e., CT adherence and skill = RT adherence 

and skill). 

  

Figure 2. Predicted Main Effect of Condition and Consultation (Computer Training vs. 

Routine Training) 

Main Effect of Time 

 Knowledge. A significant main effect for time was predicted such that therapist 

knowledge would improve over time regardless of training condition. Participants were 

assessed at pre-training, post-training and post-consultation. It was expected that 

participants would show significant improvements in knowledge at post-training when 

compared to pre-training; and that this would be maintained at post-consultation (pre-

training knowledge < post-training knowledge = post-consultation knowledge). No 

significant differences in knowledge by condition were expected.  
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Secondary Hypotheses 

Therapist Variables 

The study investigated (1) therapist attitudinal change over the course of training 

and (2) the relationship between therapist variables (i.e., therapist attitudes and attributes) 

and training outcomes.  

Attitudes. It was hypothesized that therapist attitudes towards both EBP and CBT 

for child anxiety would significantly improve over time in all conditions (i.e., pre-training 

attitudes < post-training attitudes < post-consultation attitudes). No significant 

differences in attitudes by condition was expected. 

It was hypothesized that a specific therapist attitude, openness to innovation,  

would be related to training outcomes at post-training, such that therapist openness to 

innovation at pre-training would be significantly related to adherence and skill at post-

training in all three conditions.  

Attributes. It was hypothesized that therapist attributes would significantly be 

related to training outcomes at post-training. Specifically, prior therapist clinical 

experience and prior supervision at pre-training would significantly be related to therapist 

adherence and skill5 at post-training in all three conditions, where therapists with more 

previous clinical experience and more supervision would be significantly less adherent 

and skillful in treatment delivery at post-training in all three conditions. The rationale for 

this hypothesis is based on past findings that previous supervision can be a barrier to 

                                                 

5 This does not refer to general therapist skill, rather specific skill in the delivery of the 
intervention. Thus adherence and skill are related such that someone who is low on 
adherence necessarily will be low on skill.  
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therapist adherence following training (see Henry, Strupp, Butler, Schacht, & Binder, 

1993).  

Exploratory Hypotheses6 

Effect of Condition 

Exploratory analyses compared participants in the AT and CT conditions on 

adherence and skill at all three time points.  

Therapist Variables and Training Outcomes 

Exploratory analyses were used to investigate the relationship between (1) 

therapist attributes (e.g., self-efficacy7) and post-consultation training outcomes, and (2) 

therapist attitudes (e.g., attitudes towards changing practice) and post-training and post-

consultation outcomes.  

Organizational Characteristics and Training Outcomes7 

Exploratory analyses were utilized to investigate the relationship between 

organizational characteristics and post-training and post-consultation outcomes.  

Implementation7 

 Exploratory analyses investigated implementation of the treatment post-

consultation (e.g., number of youth treated with the intervention, specific strategies used; 

see Appendix B).  

Barriers7 

Exploratory analyses investigated barriers of implementation of the treatment 

post-consultation (e.g., client was not a good treatment match; see Appendix B).  

                                                 

6 No a priori hypotheses were specified in this section given the scant literature. 

7 Not specified in the proposal; added on later.  
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CHAPTER 3 
METHOD 

 
Procedure 

 
Recruitment and Screening 

All procedures were approved by the Temple University Institutional Review 

Board. Participants were recruited from the community via professional listservs, 

directors of clinical training, and word of mouth. Therapists with varying levels of 

clinical experience were included (i.e., both pre- and post-doctoral professionals) within a 

broad range of the mental health field (e.g., school psychologists, social workers, clinical 

psychologists) who were likely to work with anxious children. Interested participants 

made contact with the principal investigator via email or telephone calls. Following 

contact, therapists received a response within 24-hours and were screened to ensure that 

they met study criteria. If they met criteria, they were matched to one of six available 

training dates based on their availability. Training dates were later randomly assigned to 

study condition.  

Inclusion criteria. To be eligible, therapists were required to (1) work in the 

community (e.g., community behavioral health clinic, training clinics, schools), (2) 

currently or plan in the future to work with children aged 8-17 who met criteria for DSM-

IV anxiety disorders (e.g., Generalized Anxiety Disorder; GAD, Separation Anxiety 

Disorder; SAD, and/or Social Phobia; SP), (3) identify with having received training 

within the mental health field (e.g., school psychology, guidance counselors, clinical 

psychologists), (4) voluntarily be interested in participating in a training program (both 

workshop and follow-up consultation), (5) read and speak English, and (6) have access to 

a computer or telephone for consultation.  
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Exclusion criteria. Exclusion criteria included prior training of more than 8 hours 

on CBT for child anxiety, as that would compromise the integrity of results (see Miller et 

al., 2004). Therapists were not otherwise excluded on the basis of gender, demographics, 

or past experience. 

Compensation 

Participants received: (1) free lunch provided the day of the training, (2) a 

therapist manual, a child workbook, and therapy materials (e.g., therapy games) 

following completion of the post-training assessment, and (3) a $15 dollar gift card 

following completion of the post-consultation assessment. 

Participant Flow and Retention 

Participant flow from initial contact through the 3-month follow-up assessment is 

provided in a CONSORT table (see Figure 3). Individuals who completed the pre-

training assessment made up the intent-to-train sample. Of the 115 participants in the 

intent-to-train sample, 113 (98%) completed the post-training assessment and 100 (87%) 

completed the post-consultation assessment.  

Participants 

Demographics. Participants were 115 therapists from the northeast United States. 

Therapists ranged in age from 26 to 51 (M = 35.93, SD = 11.36) and were 90.4% female 

(N = 104). With regard to race/ethnicity, therapists identified as Caucasian (67.0%), 

African-American (13.0%), Hispanic/Latino (5.2%), Asian (4.3%), Native 

American/Alaskan (.9%), and Other (5.2%)8.  

                                                 

8 Race/ethnicity data was missing for 5 participants.  
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Educational Status. With regard to degree status, 38.3% had a master’s degree 

(i.e., psychology, counseling, social work, family therapy), 24.3% had an “other” degree, 

12.2% were currently enrolled in a graduate program, 6.0% had a medical degree, 5.2% 

had a doctorate in philosophy (Ph.D.), 4.3% had a doctorate in psychology (Psy.D.), and 

1.7% had a doctorate in education (Ed.D.). Twenty-nine percent of therapists were state-

licensed (N = 33). 

Clinical Experience. Therapists reported a wide range of previous clinical 

experience, ranging from 0 to 396 months (M = 65.46, SD = 82.38), and high 

identification with CBT (M = 4.86, SD = 1.68; range = 1-7). Fifty percent (N = 58) had 

treated an anxious youth previously, but few therapists had treated anxious youth using 

CBT for child anxiety (i.e., Coping Cat or other CBT treatment), ranging from 0 to 2 

cases (M = .11, SD = .43). Of those who had treated youth using CBT for child anxiety, 

no supervision was provided for such treatment (M = .00, SD = .00). Therapists reported 

attending from 0 to 600 hours of workshop attendance in the past 2 years (M = 28.83, SD 

= 76.18), carrying a caseload of approximately 0 to 150 patients (M = 19.48, SD = 23.72), 

and receiving from 0 to 25 hours of supervision a week (M = 1.57, SD = 2.66).  



 
 

 

28 
 

 

Figure 3. CONSORT Table 
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Measures 

Demographic Information 

Clinician Demographics and Attitudes Questionnaire (CDAQ; Beidas et al., 2009) 

The CDAQ is a 15-item questionnaire that assesses therapist demographics and 

attitudes (see Appendix C). It assesses background data (e.g., months of clinical 

experience), prior experience with the Coping Cat program (Kendall & Hedtke, 2006), 

and participants’ opinions towards CBT for youth anxiety. A shortened version of the 

CDAQ (CDAQ-S) assesses participants’ opinions towards ESTs for youth anxiety and is 

designed for repeated assessment. Psychometrics on the CDAQ and CDAQ-S questions 

that assess for participants’ opinions towards CBT for youth anxiety indicate acceptable 

reliability. The intraclass coefficient (ICC) was .91 and Spearman Brown split-half 

reliability was .85 (Beidas et al., 2009). 

Therapist Background Questionnaire (TBQ; Weisz, 2004)  

The TBQ is an 11-item questionnaire that also assesses therapist demographics 

(see Appendix C). This questionnaire was administered to gather information about: (1) 

numbers of hours spent in workshops over the past 2 years, (2) active cases, (3) weekly 

supervision hours, (4) professional burnout, and (5) theoretical orientation.  

Therapist Attitudes 

Evidence-Based Practice Attitude Scale (EBPAS; Aarons, 2005)  

The EBPAS, a 15-item self-report measure, assesses participants’ attitudes 

towards the adoption and implementation of EBP (see Appendix C). There are four 

subscales: appeal, requirements, openness, and divergence (Aarons, 2005). Appeal 

(Chronbach’s α = .80) refers to the extent to which a therapist would adopt a new practice 
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if it is intuitively appealing. Requirements (Chronbach’s α = .90) refers to the extent to 

which a therapist would adopt a new practice if required by their organization or legally 

mandated. Openness (Chronbach’s α = .78) is the extent to which a therapist is generally 

receptive to using new interventions. Divergence (Chronbach’s α = .59) is the extent to 

which a therapist perceives research-based treatments as not useful clinically (Aarons, 

2004). The EBPAS demonstrates good internal consistency (Aarons, 2004), subscale 

alphas range from .59 to .90 (Aarons & Sawitzky, 2006), and its validity is supported by 

its relationship with both therapist level attributes and organizational characteristics 

(Aarons, 2004).  

Organizational Characteristics 

Organizational Readiness for Change9 (ORC; Institute for Behavioral Research, 2005) 

This 129-item instrument measures organizational characteristics (see Appendix 

C). Responses are provided based on a 5-point Likert rating scale ranging from 1 

(strongly disagree) to 5 (strongly agree). The 18 scales comprise four major domains: (1) 

motivation, (2) resources, (3) staff attributes, and (4) organizational climate. 

Psychometric properties for this instrument are strong, with high coefficient alphas and 

principal component analysis providing support for the four factors (Lehmen, Greener, & 

Simpson, 2002).   

Training Satisfaction 

Training Satisfaction Scale (TSS; Tello, Moscoso, Garcia, & Chaves, 2006)  

The training satisfaction scale is a 12-item questionnaire that assesses for training 

satisfaction (see Appendix C). Answers are rated using a 5-point Likert- ranging from 1 

                                                 

9 This measure was not included in the proposal thus no hypotheses were specified.  
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(totally disagree) to 5 (totally agree). The scale assesses objectives and content of 

training, method and training context and usefulness and overall rating of training. The 

scale has a Cronbach α of .89 and a mean discrimination index of .67, and has been 

indicated to be content valid through an exploratory and confirmatory factor analysis 

(Tello et al., 2006).  

Consultation Feedback Form9 (CFF) 

A 9-item measure was adapted from the Beck Initiative Practicum Feedback Form 

(Stirman, Buchhofer, McLaulin, Evans, & Beck, 2009). This measure gathers information 

about the quality of consultation received, comfort in applying CBT with anxious youth, 

comfort in applying what was discussed in consultation to client sessions, structure of 

consultation sessions, and technology-related queries rated from on a 7-point Likert 

ranging from 0 to 6 (higher scores indicated higher quality, comfort, structure, and 

satisfaction; see Appendix C). 

Knowledge 

Knowledge Test (Beidas et al., 2009) 

The knowledge test assesses knowledge of CBT for child anxiety (see Appendix C). 

The 20-item knowledge test includes 4 true/false and 16 multiple choice (3-5 response 

options) questions. The root questions for this knowledge test were previously developed 

and used in CBT training at the CAADC, in a previous training study (see Beidas et al., 

2009), and in the training of therapists in the Child/Adolescent Anxiety Multimodal 

Study (CAMS; Walkup et al., 2008). Two alternate forms of this knowledge test were 

developed for use in repeated assessment and to prevent practice effects (Beidas et al., 
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2009). Questions for the alternate forms were created to match the root questions in 

difficulty and content.  

To ensure comparable difficulty, each question on the knowledge test and two 

alternate forms were rated by six child anxiety treatment experts on question difficulty. 

Twenty-two question sets were rated by these experts on a 7-point Likert scale ranging 

from 1 (not at all) to 7 (extremely) on how comparable the three questions were across 

test form (i.e., original, alternate 1 and alternate 2). Questions were retained if they 

scored above 4.18 (somewhat) on the 7-point Likert scale on comparability. Two 

questions were discarded because they did not meet this criterion; all retained questions 

were considered comparable for the purposes of the alternate form (see Table 1).  

Table 1. Comparability Scores for Questions across Three Forms 
Question  Mean SD 

1 6.12 .75 

2 3.67 .52 

3 5.17 .75 

4 6.00 1.26 

5 6.17 .75 

6 4.33 .82 

7 5.17 1.17 

8 4.17 .75 

9 5.83 .75 

10 4.83 .98 

11 5.50 1.05 
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Question  Mean SD 

12 5.82 .75 

13 6.50 .55 

14 5.00 .63 

15 5.50 1.05 

16 4.33 1.03 

17 5.83 .98 

18 4.83 .75 

19 6.50 .55 

20 6.33 .52 

21 6.17 .75 

22 5.17 1.17 

Note. 7-point Likert scale from 1 (not at all comparable) to 7 (extremely comparable). 
SD = standard deviation. Questions 2 and 8 were discarded because they came in below 
criterion on comparability (i.e., 4.18).  

 
Additionally, a 7-point Likert scale was used to rate how difficult the questions 

would be for a novice clinician from 1 (not at all difficult) to 7 (extremely difficult), given 

that a spread of question difficulty was desirable. Questions ranged in difficulty ratings 

from 2.67 to 6. See Table 2 for means and standard deviations of question difficulty.  

Table 2. Difficulty Scores for Questions across Three Forms 
Question  Mean SD 

1 5.00 .89 

2 4.00 .63 

3 2.67 .82 

Table 1. (continued) 
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Question  Mean SD 

4 4.83 .75 

5 4.33 1.21 

6 5.50 1.05 

7 5.00 1.90 

8 4.00 1.41 

9 6.00 1.26 

10 3.50 1.38 

11 5.50 1.22 

12 4.83 1.17 

13 4.67 1.21 

14 3.00 1.26 

15 3.33 1.03 

16 3.50 1.05 

17 3.67 1.21 

18 3.67 1.86 

19 4.17 1.17 

20 5.83 .75 

Note. 7-point Likert scale from 1 (not at all difficult) to 7 (extremely difficult).  
 
To prevent order effects, participants were randomly assigned a test order. 

Psychometrics on the knowledge test were obtained via repeated assessment (1 week 

interval) with 10 second-year graduate students. Cronbach’s α  was .76 and Spearman 

Brown split-half reliability was .69. Retest reliability was .86, indicating temporal 

Table 2. (continued) 



 
 

 

35 
 

reliability. Three of the 10 students had been trained in CBT for child anxiety. Trained 

students (M = 19.33, SD = .58) scored higher than untrained students (M = 13.71, SD = 

2.75), (F (1, 9) = 11.51, p = .01)10.  

Self-Efficacy 

Self-Efficacy Questionnaire9 (SEQ) 

The SEQ is based on the Provider Efficacy Questionnaire (Ozer et al., 2004) and 

measures therapist confidence in their ability to deliver CBT for youth anxiety. Nine 

items assessed therapist self-efficacy based on the core clinical competencies necessary 

to carry out CBT for youth anxiety. Therapists rated each question on an 11-point Likert 

scale, ranging from 0 (not at all confident) to 10 (extremely confident) regarding their 

belief in how well they could apply the techniques necessary to carry out CBT for youth 

anxiety. The total sum was examined, as well as individual items (Weingardt et al., 

2009).     

Application of Course Content 

Identification and Treatment of Anxious Youth9 (ITAY; Benjamin, Beidas, Edmunds, 

Cohen & Kendall, 2010) 

Participants completed this 10-item self-report measure to assess the application 

of the skills they had learned in the training. They reported their primary treatment setting 

(e.g., community behavioral health, school), the number of anxious youth treated over the 

past three months, the number of anxious youth treated with CBT over the past three 

                                                 

10 Note that the knowledge test was modified slightly to ensure that it was not 
differentially sensitive to the three conditions; these psychometrics were obtained on an 
earlier version of the knowledge test. However given that the content of the test did not 
change (rather question stems changed), we do not anticipate that the psychometrics 
would be different.  
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months, the number of anxious youth treated with a different modality over the past three 

months, types of different treatment modalities used, the average number of treatment 

sessions for anxious youth over the past three months, parent involvement in services, 

and barriers encountered (e.g., child needed more treatment than I had time to give, 

family was not supportive, etc). See Appendix C.  

Performance-Based Role-Plays 

A structured performance-based role play (PBRP; Dimeff et al., 2009) assessed 

participant’s adherence and skill in a simulated clinical setting (see description in 

Appendix C). The PBRP was administered at pre-training, post-training, and post-

consultation. The PBRP consisted of a phone call with a standardized child client 

presenting for treatment for anxiety. Therapist participants were asked to prepare the 

standardized client for an exposure within 8 minutes during the PBRP. For example, in 

one version of the PBRP, the participant prepared a socially phobic youth to call his 

grandmother on the phone. This aspect of treatment (i.e., preparation for exposure task) is 

included in many treatment sessions, is a central component of CBT, and pulls together 

all of the information presented within the psychoeducation portion of treatment.   

Vignettes. A brief three-paragraph vignette describing the standardized client and 

treatment progress were developed for use in the PBRP. Three vignettes representative of 

anxious youth were created; all three vignettes depicted an 11-year-old male with 

symptoms of DSM-IV social phobia. The vignettes were rated by six child anxiety 

treatment experts to ensure that they were of similar difficulty, clarity, typical 

presentation of an anxious youth, and comparability (see Table 3).  
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Table 3. Vignette Ratings 

Item Mean SD Range 

How difficult would this vignette be for a 

novice clinician? 

3.89 .79 3.00-5.00 

How clear is the vignette? 6.28 .57 5.00-7.00 

How typical is the presentation for an anxious 

youth? 

5.89 1.18 4.00-7.00 

How comparable are the three vignettes? 6.50 .51 6.00-7.00 
Note. 7-point Likert scale from 1 (not at all) to 7 (extremely). SD = standard deviation. 

PBRP Procedure. Each participant was randomly assigned a vignette order for the 

three PBRPs. The vignettes were previously used for CBT training in a previous training 

study (Beidas et al., 2009). The vignettes were different from the behavioral role-play 

present in the AT condition. Each participant was sent the vignette via email the night 

before their PBRP. They were asked to allot five minutes to read the vignette and prepare 

prior to their phone call. Each participant had up to 8 minutes to complete the PBRP11. 

The role-plays were digitally taped for all participants and later independently coded for 

adherence and skill by reliable raters who were blind to participant training condition. 

Standardized Patients. Undergraduate research assistants (RAs) blind to condition 

were trained to portray anxious youth. For each vignette, they were instructed to be 

cooperative with the participant by following their lead, and were given standardized 

responses they were to give should the participant ask a particular question. For example, 

in Vignette 1, if an RA was asked about physical symptoms that they experienced when 

                                                 

11 We selected 8 minutes because in a previous study, 5 minutes was not quite long 
enough; but we anticipated that 10 minutes would be too long. 



 
 

 

38 
 

anxious, each RA was to respond: “My heart races, my stomach hurts, and I turn red.” 

However, if the participant did not ask this question, then they were told not to provide 

these symptoms.  

To be trained to criterion as a standardized client, it was necessary for the RA to 

provide at least 80% of the desired prompts during role-play with the principal 

investigator for the three vignettes. All RA’s reached this criterion. The decision to use a 

trained staff member as the standardized client was based on the literature, which 

suggests that when evaluating training, using a trained staff member as part of a role-play 

can be effective (Ducharme & Feldman, 1992). Additionally, the medical literature 

suggests that the use of a standardized patient is the best proxy for clinical behavior in 

clinicians (Hrisos et al., 2009). However, this method is not without limitations – for 

example, trained staff members may portray the most difficult clients (see Miller et al., 

2004). Given the finding that actors tend to produce non-representative responses of how 

actual clients respond (Miller et al., 2004), the use of staff members familiar with how an 

anxious child might respond was the best available option.  

Coding. An investigator-created coding instrument was developed by the 

principal investigator and an expert in CBT for child anxiety (P. Kendall) to measure 

both adherence to the content of CBT for child anxiety and skill in delivery (Adherence 

and Skill Checklist (ASCL); Beidas et al., 2009; see Appendix C).  

Adherence, the utilization of the procedures of a protocol in the treatment of a 

client (Perepletchikova & Kazdin, 2005), was assessed by coding the presence or absence 

of six core CBT competencies in treating child anxiety: identification of anxious cues 

(i.e., (1) identification of somatic symptoms and (2) identification of anxious cognitions), 
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anxiety management strategies (i.e., (3) relaxation, (4) coping thoughts, and (5) problem-

solving), and (6) positive reinforcement. Independent coders scored each category for the 

presence of the target behavior and each participant received a total score (0 to 6) based 

on the sum of behaviors displayed. Other components of the treatment which were 

desirable but not core components were also coded for: (1) asking for subjective units of 

distress (SUDS) ratings, (2) using cognitive restructuring, (3) engaging in imaginal 

exposure, and (4) being a coping model. These components were rated for presence or 

absence, and participants could score from 0 to 4 on these items12.  

Skill, the level of competence shown by the therapist in the delivery of treatment 

(Perepletchikova & Kazdin, 2005), was evaluated using a 7-point Likert scale ranging 

from 1 (not well) to 7 (very well) (ASCL; Beidas et al., 2009; see Appendix C). When 

rating skills, coders were asked to rate: “How skillful was the clinician’s performance in 

preparing the child for the exposure using the cognitive-behavioral framework? (i.e., how 

well did the individual show the skills they learned)”. 

Coders were one doctoral level psychology graduate student, two post-

undergraduate psychology research assistants, and one honors psychology undergraduate 

research assistant trained through reading materials, didactics, and supervised practice 

with feedback. Training began with a review of CBT for child anxiety and the Coping 

Cat manual (Kendall & Hedtke, 2006) as well as taped sessions of therapist behavior. 

Subsequently, the ASCL (Beidas et al., 2009) was introduced. The investigator explained 

                                                 

12 These additional CBT competencies were not included in the primary analyses as they 
were not considered integral to the implementation of the treatment.  
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the coding scheme in detail to the raters and provided examples of the various ratings 

using illustrations from role-plays.  

Following the initial training and introduction to the procedures, the training 

group met three times to code additional samples of behavior (N = 18 role-plays). 

Interrater reliability for adherence and skill ratings was established between the primary 

investigator of this study and the four independent coders prior to initiating the coding of 

role-plays of therapist behavior from the current sample. Coders were blind to 

hypotheses, the condition (i.e. AT, CT, RT), and to time-point of the assessment (pre-

training, post-training, post-consultation). All independent observers met an intraclass 

correlation (ICC) or kappa coefficient criterion of >.75 at the outset of the study on a 

sample of 20-25 role-plays13. ICC inter-rater reliability was used for continuous variables 

whereas kappa coefficients were used for categorical variables. The total adherence score 

demonstrated outstanding inter-rater reliability with an intraclass coefficient of .98. 

Additionally, all individual items had kappa coefficients of .75 or higher which indicates 

substantial inter-rater reliability (Landis & Koch, 1977). Table 1 shows mean observer 

ICC reliability scores for adherence and skill for continuous variables and mean observer 

kappa scores for categorical variables. Given that all reliability ratings for dependent 

variables were equal to or above the .75 criterion, all variables were retained for future 

data analyses. 

 

                                                 

13 Two of the coders needed additional role-plays to reach reliability on two individual 
items, so they completed 5 extra role-plays to achieve reliability. However, they met 
reliability on the total adherence and skill items on the first set of 20 role-plays. Total 
adherence and skill are the only items to be used in these analyses.   
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Table 4. Mean Observer Reliability Scores for Adherence and Skill Ratings 

Adherence and Skill Items Intra-Class Correlation Kappa Coefficient 

Core Adherence -- -- 

Identification of Somatic Symptoms -- .87 

Identification of Anxious Thoughts -- .83 

Relaxation -- .91 

Coping Thoughts -- 1.0 

Problem-Solving -- .94 

Rewards -- .81 

Total Core Adherence .98 -- 

 

Additional Adherence 

 

-- 

 

-- 

SUDS -- .98 

Cognitive Restructuring -- .90 

Imaginal Exposure -- .77 

Coping Model -- .97 

Additional Adherence Total .90 -- 

 

Skill 

 

.92 

 

- 
Note. SUDS = subjective units of distress rating. 

Assessment Procedure 

At pre-training, the principal investigator obtained consent from all participants. 

Subsequently, participants completed an assessment evaluating their knowledge of CBT 

for anxiety (i.e., Knowledge Test 1), demographics (i.e., CDAQ, TBQ), attitudes (i.e., 

EBPAS), organizational characteristics (i.e., TCU-ORC) and the PBRP (Vignette 1).  All 

of these measures, with the exception of the PBRP were completed on-site prior to 
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training on the training day. However, the PBRP was completed via telephone14. 

Subsequently, participants participated in one of three training conditions (i.e., RT, CT, 

and AT). Participants completed the post-training assessment which included an 

evaluation of their knowledge of CBT for anxiety (i.e., Knowledge Test 2), attitudes (i.e., 

CDAQ-S, EBPAS), training satisfaction (i.e., TSS), and the PBRP (Vignette 2). All of the 

measures with the exception of the PBRP were completed on-site directly following their 

training. Following consultation, participants completed an assessment evaluating their 

knowledge of CBT for child anxiety (i.e., Knowledge Test 3), attitudes (i.e., CDAQ-S, 

EBPAS, SEQ), satisfaction with consultation (CFF), and implementation of the treatment 

(i.e., ITAY).  The PBRP (Vignette 3) was completed via telephone while all other 

measures were completed online via Survey Monkey.  

Training Method 

All conditions taught participants CBT for child anxiety, however, this was done 

through different training methods: a one-day instructor-led training workshop based on 

principles of CBT, active learning, and behavioral rehearsal (AT), a one-day instructor-

led training workshop based on training-as-usual (RT), and a self-guided online training 

(CT). The RT and AT workshops were rated by a doctoral level graduate student to 

ensure fidelity to proposed condition given that each workshop occurred twice. The CT 

workshop was not rated because it was not variable due to its standardized modality.  

 

                                                 

14 The rationale for completing the PBRP over the telephone at pre-training (rather than 
on-site on the training day) was to have the same procedure at pre-training, post-training, 
and post-consultation. Given that therapists were traveling from many different areas, 
travel was anticapted as a barrier for therapists to return following training to complete a 
10 minute role-play; thus necessitating the use of the telephone.  
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Routine Training (n = 40) 

RT included a 6-hour didactic instructor-led CBT workshop lead by an experienced 

doctoral student (4+ years of clinical experience with the treatment; first author) 

supervised by Dr. Kendall. The training covered each session of the treatment in detail 

(i.e., taught the manual), as well as provided illustrative examples (e.g., watched 

representative tapes) in an effort to bring the manual to life. The main purpose of this 

workshop was to go through session-by-session to help therapists learn how to implement 

the Coping Cat program (Kendall & Hedtke, 2006). See Appendix C for the PowerPoint 

presentation used in this condition. The training method is consistent with the passive 

learning approach (didactic lecturing) frequently observed in training-as-usual continuing 

education workshops and is considered to mirror training-as-usual.  

Computer Training (n = 34) 

This condition used CBT4CBT (Computer-based training to be a cognitive-

behavioral therapist: Kendall & Khanna, 2008). See Appendix C for sample screen-prints 

and the Table of Contents. The training time was approximately 6 hours of self-guided 

study. The program guided the participant through 16 sessions of CBT for child anxiety 

following the Coping Cat treatment manual. The program provided step-by-step 

instructions for each session of the treatment and provided examples and materials that 

the therapist could apply. Unique due to the modality of training (i.e., computer-based), 

CT was self-paced and allowed the user to pause and reverse as well as print out sections 

to be used in session (e.g., pictures, physiological symptoms map, fear hierarchy form). 

Examples and tips from experienced therapists referenced both older and younger 
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patients, different diagnostic presentations, and a variety of fear situations allowing the 

referencing of specific resources to match individual needs of clients.  

Active learning in the CT condition included interactive learning such as videos 

of actual treatment sessions, therapist tips, and links to research articles. However, the 

type of active learning present in the AT condition (i.e., behavioral rehearsal) was not 

included, nor did the program focus on principles as in the AT condition (i.e., the CT 

condition went through the treatment session-by-session similar to RT). 

Augmented Training (n = 41) 

AT included a 6-hour didactic instructor-led CBT workshop lead by an experienced 

doctoral student (4+ years of clinical experience with the treatment; first author) 

supervised by Dr. Kendall. The AT condition included three main components: (1) a 

focus on core CBT competencies, (2) behavioral rehearsal, and (3) utilization of 

interteach. Basic CBT competencies specific to child anxiety were covered during the AT 

workshop: (1) coping modeling, (2) identifying somatic cues and relaxation, (3) 

identifying and challenging anxious self-talk, (4) problem-solving, and (5) behavioral 

exposure. First, a principle was introduced didactically (e.g., changing child anxious self-

talk). Following learning about the principle, the participants broke into small groups of 

three and participated in (1) interteach and (2) behavioral rehearsal in order to engage 

with the material actively. Each principle took approximately an hour to cover: 30 

minutes of didactic teaching (including questions and answers), 15 minutes of interteach 

and 15 minutes of behavioral rehearsal. Each principle learned built upon a previous 

principle (i.e., scaffolding approach).  
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Interteach allowed the participants to discuss the didactic concepts presented. 

Participants were asked to discuss topics relating to each principle with their small groups 

in an effort to engage with the presented didactic material. An emphasis was made on 

applying the principles to the participant’s life before applying it in a clinical context. For 

example, after learning about problem-solving, participants were asked to do the 

following during interteach: “Practice problem-solving with your workshop partner(s) in 

a low anxiety-provoking situation (e.g. you don’t like oysters but your date ordered them 

for dinner).  Engage in problem-solving in a high anxiety-provoking situation (e.g. you 

have to give a speech in front of the workshop and you aren’t prepared).”  

Whereas interteach was more of a discussion about the didactic principle presented, 

the behavioral rehearsals provided an opportunity for deliberate practice and applying the 

concepts to an actual sample therapist-client interaction. Participants were provided with 

three sheets of paper for each behavioral rehearsal – each sheet represented a different 

role (i.e., therapist, client, observer) and described the particular situation so that the 

participant knew what was required of them. Participants were encouraged to play 

different roles (i.e., therapist, client, observer) to ensure that various skills were learned. 

The workshop leader utilized behavioral principles (e.g., reinforcement) to reward 

competent adherence and skill. Participants were also provided peer feedback during the 

behavioral rehearsal as time was allocated for the observer to provide feedback to the 

therapist at the end of the role-play (the observer was guided by a checklist). Please see 

Appendix C for the PowerPoint presentation, interteach discussion questions, and 

behavioral rehearsal worksheets used as part of the AT training. 
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Training Integrity. Given that each training workshop was conducted twice (i.e., with 

three conditions, 6 training days were completed), it was necessary to ensure training 

integrity within conditions across time. All trainings were recorded in case additional 

checks were necessary. A doctoral level graduate student rated each training within 

condition (e.g., the 2 RT training days)15 on (1) how comparable the 2 trainings were 

within condition (e.g., AT Day 1, AT Day 2), (2) how closely the trainings followed the 

procedure (e.g., AT taught principles and included behavioral rehearsal), and (3) how 

disparate the two conditions (i.e., AT vs. RT) were. Ratings were reported on a 7-point 

Likert rating scale ranging from 1 (not at all) to 7 (extremely).  

The rater reported that both the RT and AT workshops followed the study procedure 

(i.e., going through the manual session-by-session or a focus on active learning and 

principles of CBT) “extremely” well (AT/RT procedure ratings = 7).  Additionally, little 

variability was seen within condition across the 2 workshops, as the rater rated the 

similarity as being high (RT similarity ratings = 7; AT Similarity ratings = 6). Overall, 

the rater noted that the 2 conditions were somewhat alike in their presentation (Rating = 

5). The results of these ratings suggest a high degree of integrity within training 

conditions with somewhat divergent content by condition.  

Consultation Procedure 

 In the three months following training, participants were provided with consultation 

on a weekly basis. Immediately following completion of the post-training assessment, 

participants received the Coping Cat manual, child workbook (Kendall & Hedtke, 2006) 

                                                 

15 This was only relevant to the AT and RT training conditions, given that the CT training 
condition was standardized. 
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and a therapist kit. Materials included in the therapist kit included games mentioned in 

the manual (e.g., Feelings Charades). Additionally, readings were sent via email on a bi-

weekly basis for three months (total contact = 6 times) to further buttress the training 

efforts and to provide a basis for discussion in consultation. For example, a seminal paper 

on how to conduct exposures was e-mailed (see Kendall et al., 2005). Additionally, a 

website dedicated to the study contained copies of all mailed materials, as well as other 

materials discussed in consultation (e.g., relaxation MP3; Internet resources for treating 

anxious youth) and a question-and-answer forum that participants were encouraged to 

utilize. Participants reported that they spent an average of 3.80 hours reading the manual 

(SD = 3.28; range = 0-20 hours) and an average of 2.47 hours reading the provided 

articles (SD = 2.62; range = 0-20 hours).  

Participants were asked to log-on to a website where they could sign up for weekly 

consultation and were asked to participate in at least 67% of consultation sessions (i.e., 8 

out of 12) in order to ensure that they receive an adequate “dose” of consultation. On a 

weekly basis, if a participant did not sign up for the weekly consultation call, up to three 

contact attempts were made as a reminder. Consultation was provided via the WebEx 

virtual conferencing platform by the first author under the supervision of Dr. Kendall. 

Participants were able to call in via telephone or computer to attend the 1-hour virtual 

conference. Those individuals who used their computers were able to view a white-board 

with notes from consultation, as well as view the individual leading the consultation via 

web camera.  

A 12-week consultation curriculum was designed with participant input (queried from 

the first cohort of participants) so that each week, a didactic topic was elaborated upon in 
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consultation. Topics included issues discussed in the workshops that needed further 

elaboration or practice: (1) general questions about CBT for child anxiety, (2) addressing 

anxious self-talk, (3) problem-solving, (4) setting up the exposure hierarchy, (5) 

preparing youth for exposure16, (6) imaginal exposure, (7) in vivo exposure, (8) comorbid 

attention symptoms, (9) comorbid mood symptoms, (10) comorbid pervasive 

developmental disorder symptoms, (11) developmental considerations (e.g., children 

under the age of 7, adolescents), and (12) comorbid chronic illness. Self-initiated 

questions from readings and help implementing the treatment with specific client 

problems were also emphasized in consultation.  

Generally, consultation consisted of thirty minutes dedicated to client discussion and 

thirty minutes dedicated to didactic topics and behavioral rehearsal. Given the dual 

emphasis on client discussion and didactic topics, consultation included both instructor-

led structured material and unstructured peer-guided material (see Weingardt et al., 

2009). On average, the 109 consultation sessions lasted 52.57 minutes (SD = 10.79; range 

= 22-65 minutes) and had an average of 7.83 participants (SD = 4.52; range = 1-20 

participants). Number of cases discussed per call averaged 2.69 (SD = 1.90; range = 0-7 

cases).17 The intent-to-train sample of participants attended an average of 7.15 

consultations (SD = 3.17; range = 0-10); 75% (n = 86) of participants completed 8 or 

more consultations as requested at the outset of the study. 

                                                 

16 Two weeks were devoted to this topic given that it was a main treatment goal.  

17 Consultation was provided over the course of 5 months following the training 
workshops. All conditions were mixed together during these consultations; each cohort 
was integrated into the consultations on a rolling-basis.   
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 Participants provided feedback on their experience with consultation through the 

CFF (Stirman et al., 2009). Participants reported that they paid close attention during the 

consultations18 (M = 5.97, SD = 1.08; range = 2-7), found the consultation sessions to be 

helpful (M = 5.78, SD = 1.86, range = 0-7), and found the consultation sessions to be of 

high quality (M = 6.25, SD = .76, range = 4-7). Participants reported that the sessions 

were well-structured (M = 5.85, SD = 1.04, range = 4-7), that they closely mimicked 

face-to-face interaction(M = 5.00, SD = 1.29, range = 1-7), and that they had a favorable 

experience using the WebEx technology (M = 5.48, SD = 1.32, range = 1-7).  

Data Analysis 

Statistical Assumptions 

Assumptions of repeated measures multivariate analyses of covariance (RM-

MANCOVA) and follow-up univariate analysis of covariance (ANCOVA) were 

evaluated prior to data analysis. To assess the normal distribution of the primary 

dependent variables (DVs), three statistics were evaluated: the Kolmogorov-Smirnov 

statistic, skewness, and kurtosis. Skewness and kurtosis values were converted to z-

scores, with absolute values greater than 2.58 indicating significant departures from the 

normal curve. Outliers were identified through an examination of z-scores.  

To assess for homogeneity of variances and covariance matrices, Levene’s test 

and Box’s test of equality of covariance matrices were conducted. In addition to 

examining the p value for Levene’s test, the ratio of the variances between the group with 

the largest variance and the group with the smallest variance was calculated, with ratios 

less than 2 indicating homogeneity of variances (Field, 2009).  

                                                 

18 All reports based on 7-point Likert rating scale; higher ratings were more favorable. 
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Preliminary Analyses 

ANOVA and chi-square tests were conducted to assess for significant differences 

across conditions on demographic and potentially confounding variables (e.g., gender, 

race, clinical experience). ANOVA was conducted to assess for significant relationships 

between demographic or potentially confounding variables and the DVs. If significant 

relationships were found, the demographic or confounding variable was controlled in 

subsequent analyses. 

Primary Hypotheses 

The primary outcome variables were adherence and skill.  Adherence and skill 

were analyzed together based on the finding that they were highly correlated with one 

another across each time point (range of r = .72-.82). To test primary hypothesis 1 and 3, 

a 2 (AT, RT) X 3 (pre-training, post-training, post-consultation) RM-MANCOVA 

examined the effect of training on two dependent variables of therapist behavior (i.e., 

adherence and skill). To test primary hypothesis 2 and 3, a 2 (CT, RT) X 3 (pre-training, 

post-training, post-consultation) RM-MANCOVA examined the effect of training on two 

dependent variables of therapist behavior (i.e., adherence and skill). Given that number of 

consultation hours varied between the post-training and post-consultation time points, 

total number of consultation hours was entered in the model as a covariate so that the 

effect of the factors over and beyond the covariate could be isolated. Hotelling’s Trace 

statistic was used when reporting RM-MANCOVA results given that it is the indicated 

statistic when there are 2 groups (Garson, 2009). Significant findings were further 

interpreted using univariate ANCOVA results (Davey, 2006).  
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 Separate analyses of knowledge and adherence/skill have been conducted in prior 

studies (Beidas et al., 2009; Sholomskas et al., 2005). To test primary hypothesis 4, a 

mixed factorial 3 (pre-training, post-training, post-consultation) X 3 (RT, CT, AT) 

ANOVA examined the effect of training on therapist knowledge. Between subjects 

analyses tested for differences between the training condition on knowledge, and within 

subjects analyses tested for differences in knowledge across time points.  

To test primary hypotheses 5, 6 and 7, a one-way ANOVA and a priori contrasts 

were used to assess for significant differences in therapist satisfaction at post-training by 

condition (AT, RT, CT). 

Adherence and skill were analyzed in reference to a clinically significant criterion 

(see Special Issue, Journal of Consulting and Clinical Psychology, Kendall, 1999; 

Sholomskas et al., 2005). To examine the relative utility and effectiveness of the two 

training conditions, the proportion of participants who were successfully trained to 

criterion in the three conditions were compared. A 70% cut-off score was used to indicate 

being trained to criterion for adherence and knowledge. This number was selected to be 

consistent with training conditions used in other evaluations of child anxiety CBT (e.g., 

CAMS; 80%) but was less conservative because the participants were clinicians naïve to 

CBT for child anxiety (unlike the CAMS RCT). A skill score of 3.5 was used as the cut-

off for being acceptably trained to criterion as consistent with past trials evaluating the 

efficacy of CBT (Carroll, 1998; Carroll et al., 2000).  

Secondary Hypotheses 

To address the secondary aims, additional analyses investigated therapist 

attitudinal change over time, and the relationship between therapist variables and training 
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outcomes. To test secondary hypothesis 1, a mixed factorial 3 (pre-training, post-training, 

post-consultation) X 3 (RT, CT, AT) ANOVA examined significant differences in 

attitudes across conditions. If significant at the .05 level, specific planned comparisons 

were conducted (AT vs. RT, CT vs. RT).  

To test secondary hypothesis 2, linear regression analyses were used to investigate 

whether prior therapist clinical experience and prior supervision predicted therapist 

adherence at post-training across conditions. To test secondary hypothesis 3, linear 

regression analyses examined whether prior therapist clinical experience and prior 

supervision predicted therapist skill at post-training across conditions. To test secondary 

hypothesis 4, linear regression analyses examined whether a therapist attitude (i.e., 

openness to innovation) predicted therapist adherence and skill across conditions at post-

training.  

Exploratory Hypotheses 

Exploratory analyses included a 2 (AT, CT) X 3 (pre-training, post-training, post-

consultation) RM-MANCOVA to examine the effect of training on two dependent 

variables of therapist behavior (i.e., adherence and skill). Additionally linear regression 

was used to identify whether therapist characteristics predicted post-consultation training 

outcomes and whether therapist attitudes (i.e., appeal, requirements, divergence) 

predicted post-training and post-consultation training outcomes. Analyses on therapist 

attrition were also completed.  

Handling of Missing Data 

Consistent with the literature, intent-to-train analyses were conducted and all 

participants were included in analyses (N = 115). The last observation was carried 



 
 

 

53 
 

forward in the case of therapists who did not complete all study assessment time-points 

(LOCF; n = 13). All reported analyses were completed with the intent-to-train sample; 

additional analyses were completed with the subsample that completed all assessments (n 

= 102; see Appendix B). For measures where there were missing data at pre-training; the 

mean of the condition was imputed (e.g., TSS).  

Power Analysis 

The sample size (i.e., 115) was based on power analyses conducted using effect 

size estimates based on the existing literature. When calculating these estimates, an 

emphasis was placed on the primary analyses of interest for these studies (i.e., adherence 

and skill). Previous studies yielded medium to large effect sizes. For example, 

Sholomskas et al. (2005) found that post-training adherence and skill effect sizes in 

clinicians participating in a training study were as follows: adherence (d = .67) and skill 

(d =.69). These effect sizes were averaged across three role-plays. To calculate power for 

a repeated multivariate analysis of variance (RM-MANCOVA), the number of 

participants is determined by the between-subjects effect (Tabachnik & Fidell, 2001). 

However, Tabachnik and Fidell (2001) suggest adding a few additional subjects to each 

group; thus an additional 7 participants were  included. With a sample size of 115 

(anticipated retention N = 96) and an effect size of d = .68 (as indicated from the 

literature), RM-MANOVA analyses are adequately powered ( power = 0.95, obtained via 

G*Power) to detect existing relationships between variables at an alpha level of .05 (see 

Cohen, 1988). Note that our target number of participants was  96; however because we 

anticipated therapist drop-out and due to high interest, we recruited and enroll 15% more 
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participants than we needed to ensure adequate power based on past study drop-out rates 

(Sholomskas et al., 2005).  

Data Checking 

One-hundred percent of the data entry was checked to ensure integrity of analyses 

by a trained undergraduate research assistant.  
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CHAPTER 4 
RESULTS 

 
Statistical Assumptions 

Skewness and kurtosis values for each condition indicated the following. For the 

AT sample, post-training total satisfaction and post-consultation skill ratings were 

negatively skewed, suggesting a pile-up of scores on the right (i.e., higher scores). Post-

consultation skill was peaked and heavily tailed. For the RT sample, post-training 

knowledge, post-training satisfaction, and post-consultation knowledge were negatively 

skewed. Post-training and post-consultation knowledge were pointy and heavily tailed. 

For the CT sample, post-consultation knowledge was negatively skewed and pre- and 

post-consultation knowledge were pointy and heavily tailed. 

Examination of the Kolmogorov-Smirnov statistics revealed that all of the 

dependent variables (i.e., pre-, post-training and post-consultation knowledge; pre-, post-

training and post-consultation adherence; pre-, post-training and post-consultation skill;  

post-training satisfaction) had distributions that deviated meaningfully from the normal 

curve (Kolmogorov-Smirnov p <.05). However, both univariate and multivariate F are 

robust to violations of normality as long as the violations are not due to outliers. As 

Tabachnick and Fidell (2001) suggest, “A sample size that produces 20 degrees of 

freedom for error in the univariate case should ensure robustness of the test, as long as 

sample sizes are equal and two-tailed tests are used.”  Even with unequal n, a sample size 

of 20 or more in the smallest cell should ensure robustness to violations of normality. 

Given that the data fit this description (smallest n = 34), the proposed data analyses were 

robust despite not meeting the assumption of normality for some variables. 



 
 

 

56 
 

To examine for outliers, z-scores were utilized. Z-scores allow for standardization 

of a dataset through the expression of scores with a distribution of a mean of 0 and a 

standard deviation of 1. In a normal distribution, it is expected that 5% of the sample will 

have absolute values greater than 1.96, 1% will have absolute values greater than 2.58, 

and none will be greater than 3.29 (Field, 2009). Outliers were deemed to be non-

significant (i.e., within the expected estimates for a normal distribution) for all dependent 

variables, thus no adjustments for outliers were made in the dataset.  

Homogeneity of variance refers to the assumption that the spread of scores is 

roughly equal in the three different groups on the dependent variable (Field, 2009). 

Levene’s test was conducted on all of the dependent variables to ensure that the 

assumption of homogeneity of variance was met. For pre-training, post-training and post-

consultation adherence scores, pre-training and post-training skill scores, and pre-

training, post-training and post-consultation knowledge scores, Levene’s test was 

nonsignificant (p>.05), indicating that the assumption of homogeneity of variance was 

upheld. For post-consultation skill scores, Levene’s test was significant (F (2, 99) = 3.56, 

p =.03), indicating that the variance was different across the three conditions on this 

dependent variable. Levene’s test was followed up with variance ratios given that in large 

sample sizes, small differences in group variances can produce a significant Levene’s test 

(Field, 2009). The calculation of variance ratios was accomplished by dividing the largest 

variance by the smallest variance. Given that group sizes were approximately 40 and 

comparisons were between 2 variances, the critical value was 1.99. None of the variance 

rations were larger than this number, indicating that the assumption of homogeneity of 

variance was upheld. Given that Levene’s test does not take account the covariances, the 
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variance-covariance matrices were also checked between groups using Box’s test (Field, 

2009). This test was non-significant (p = .20), suggesting that the covariance matrices 

were roughly equal and the assumption was tenable. Thus, the  post-consultation skill 

scores significant Levene’s test was not a concern.  

Preliminary Analyses 

Group Comparisons by Condition 

Differences in key demographic variables were examined between conditions at 

pre-training. With regard to discrete variables, study completer status, (χ2 (2) = .95, p = 

.95), job function (χ2 (14) = 21.81, p = .08), gender (χ2 (2) = 1.95, p = .38), ethnicity/race 

(χ2 (10) = 16.28, p = .09), and clinical population served (χ
2 (4) = 3.51, p = .48) did not 

differ by condition. With regard to continuous variables, age (F (2,108) =.91, p = .41), 

clinical experience (F (2,109) = 2.41, p = .09), identification with CBT (F (2,109) =.62, p 

= .54), attitudes towards EBP (F (2,112) =.2.57, p = .08), caseload (F (2,102) =.42, p = 

.66), burnout (F (2,110) =.32, p = .73), supervision hours (F (2,112) =.10, p = .91) and 

organizational climate (F (2,106) =.74, p = .48) did not differ by condition.  

The relationships between the dependent variables by condition prior to training 

were examined. Importantly, none of the conditions differed on the primary dependent 

variables at pre-training: knowledge (F (2,112) =.40, p = .67), adherence (F (2,111) =.24, 

p = .78), or skill (F (2,111) =.94, p = .40). Examination of the above results suggests that 

randomization was successful in ensuring no differences in the three conditions on key 

demographic variables and dependent variables.  
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Primary Analyses 

Table 5. Means and Standard Deviations for Dependent Variables by Time   

Dependent Variable Pre-Training 

M (SD) 

Post-Training 

M (SD) 

Post-Consultation 

M (SD) 

Routine Training 

Adherence 

Skill 

Knowledge 

Satisfaction* 

 

1.63 (1.09) 

3.02 (1.13) 

15.27 (2.32) 

-- 

 

2.93 (1.51) 

4.13 (1.45) 

17.45 (1.83) 

53.73 (5.41) 

 

3.75 (1.71) 

4.61 (1.42) 

17.87 (1.94) 

-- 

Computer Training 

Adherence 

Skill 

Knowledge 

Satisfaction* 

 

1.71 (1.31) 

2.94 (1.30) 

14.85 (2.41) 

-- 

 

2.71 (1.36) 

3.67 (1.47) 

17.42 (1.81) 

50.76 (5.91) 

 

3.70 (1.29) 

4.70 (1.34) 

17.29 (2.32) 

-- 

Augmented Training 

Adherence 

Skill 

Knowledge 

Satisfaction* 

 

1.51 (1.21) 

2.67 (1.22) 

15.25 (1.92) 

-- 

 

3.36 (1.22) 

3.68 (1.47) 

           16.83 (1.933) 

55.46 (4.68) 

 

4.17 (1.34) 

5.06 (1.09) 

17.33 (1.94) 

-- 
Note. *Satisfaction was only measured at post-training. Means and standard deviations 
reported are for actual values – not including the last observation carried forward method.  
 
Augmented Training Compared to Routine Training: Adherence and Skill 

A 2 (AT, RT) X 3 (pre, post-training, post-consultation) between-subjects RM-

MANCOVA was performed on two dependent variables of therapist behavior: adherence 

and skill. Adjustment was made for one covariate: number of consultation hours. After 

controlling for consultation, RM-MANCOVA revealed one main effect (Consultation) 
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and one significant interaction (Time X Consultation). Other main effects and higher 

order interactions were not significant19. The between-subjects main effect for the 

covariate Consultation (F (2, 76) = 4.73, p = .01, partial η2 = .11) indicated that as 

number of consultation hours increased, both adherence and skill increased. Given that an 

interaction was significant on the covariate, the main effect was not interpreted (Howell, 

2011). The RM-MANCOVA revealed a significant interaction for Time X Consultation 

(F (4, 304) = 6.55, p = .00, partial η2 = .08), indicating that consultation hours moderated 

the relationship between time and the two dependent variables. Follow-up univariate 

ANCOVA’s indicated that participants with higher numbers of consultation hours 

significantly improved their adherence (F (2, 154) = 17.91, p = .00, partial η2 = .12) and 

skill (F (2, 154) = 3.93, p = .02, partial η2 = .05) between post-training and post-

consultation irrespective of their condition (See Figures 4 and 520). 

                                                 

19 A trend for time was observed (p = .056) but was not interpreted.  

20 Note that when graphing the interaction of Time X Consultation; participants were 
collapsed across condition and number of consultation hours was dichotomized into two 
groups: low consultation (0-5.9 hours of consultation) and high consultation (6-11 hours 
of consultation). The data were examined using a number of different splits for this 
dichotomization, and this allows for the best visual representation of the data. We 
preferred to use the categorization of  low, average, and high, but using the formula of the 
M  +  SD resulted in a high group with only 1 participant; which is not a fair depiction 
graphically.  
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Figure 4. Interaction of Time X Consultation on Adherence (collapsed across 

condition) 

 

Figure 5. Interaction of Time X Consultation on Skill (collapsed across condition) 

Routine Training Compared to Computer Training: Adherence and Skill 

A 2 (CT, RT) X 3 (pre-training, post-training, post-consultation) between-subjects 

RM-MANCOVA was performed on two dependent variables of therapist behavior: 
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adherence and skill. Adjustment was made for one covariate: number of consultation 

hours.  

After controlling for consultation, RM-MANCOVA revealed two significant main 

effects (Time, Consultation) and one significant interaction (Time X Consultation). Other 

main effects and higher order interactions were not significant. The significant within-

subject main effect for Time (F (4, 284) = 2.92, p = .02, partial η2 = .04) indicated that 

over time, both adherence and skill increased while controlling for consultation hours. 

Follow-up univariate ANCOVA’s indicated a significant finding that both adherence (F 

(2, 144) = 3.05, p = .05, partial η2 = .04) and skill scores separately improved over time 

(F (2, 144) = 3.63, p = .03, partial η2 = .05) irrespective of condition while controlling for 

consultation hours (see Figures 6 and 7). The significant between-subjects main effect for 

Consultation (F (2, 71) = 5.98, p = .00, partial η2 = .14) indicated that as consultation 

hours increased, both adherence and skill increased at post-consultation. Follow-up 

univariate ANCOVA’s revealed that adherence (F (2, 144) = 3.45, p = .04, partial η2 = 

.05) improved over time as number of consultation hours increased irrespective of 

condition.  
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Figure 6. Main Effect of Time on Adherence (Covariate held constant at 7.05) 

  

Figure 7. Main Effect of Time on Skill (Covariate held constant at 7.05) 

The RM-MANCOVA also revealed a significant within-subjects interaction for 

Time X Consultation (F (4, 284) = 2.98, p = .02, partial η2 = .04), indicating that 

consultation hours moderated the relationship between time and adherence and skill. 

Follow-up univariate ANCOVA’s indicated that participants with higher numbers of 
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consultation hours significantly improved their adherence (F (2, 144) = 3.45, p = .04, 

partial η2 = .05) between post-training and post-consultation irrespective of their 

condition (See Figure 8). 

 

Figure 8. Interaction of Time X Consultation on Adherence 

Knowledge 

A mixed factorial 3 (pre-training, post-training, post-consultation) X 3 (RT, CT, 

AT) ANOVA examined the effect of training on therapist knowledge. There was a 

significant main effect of time on knowledge, (F (2, 198) = 68.08, p = .00, η2 = .41), 

suggesting that over time knowledge scores improved. A moderate effect size was 

observed (Howell, 2010). There was no significant main effect of condition (F (2, 99) = 

.82, p = .45), or interaction of time by condition (F (4, 196) = 1.18, p = .32). Paired 

comparisons revealed a significant difference between pre-training and post-training 

knowledge scores (t (114) = -9.70, p = .00), but no significant difference between post-

training and post-consultation knowledge scores (t (114) = -1.61, p = .11). See Table 5 

for means and standard deviations.  
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Satisfaction 

A one-way between-subjects ANOVA of participant post-training satisfaction 

revealed a significant effect of condition, (F (2, 112) = 7.22, p = .00, η2 = .34) suggesting 

a moderate effect size (Howell, 2011). Planned contrasts revealed that participant 

satisfaction was higher when comparing RT to CT (t (112) = -3.78, p = .00), as well as 

when comparing AT to CT (t (112) = 2.40, p = .02). See Table 5 for means and standard 

deviations.   

Training to Criterion 

Four logistic regressions examined condition as a predictor of training to criterion 

in adherence and skill at post-training and post-consultation. The models were not 

significant, indicating that condition did not influence the likelihood of being trained to 

criterion at either time points on either DV.  See Table 6 for percentages of participants 

meeting this criterion21.  

Table 6. Percentage Trained to Criterion by Time   

Dependent Variable Pre-Training          Post-Training Post-Consultation 

Routine Training 

70% Adherence 

3.5 Skill 

 

2.8% 

36.1% 

 

44.4% 

63.9% 

 

58.3% 

80.6% 

Computer Training 

70% Adherence 

3.5 Skill 

 

10.0% 

33.3% 

 

30.0% 

56.7% 

 

56.7% 

80.0% 

                                                 

21 Only those who completed all assessment time-points were included in these analyses 
as I was interested in the percentages of participants who completed the study and 
achieved the criterion.  
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Dependent Variable Pre-Training          Post-Training Post-Consultation 

Augmented Training 

70% Adherence 

3.5 Skill 

 

8.3% 

22.2% 

 

41.7% 

80.6% 

 

66.7% 

94.4% 

Overall 

70% Adherence 

3.5 Skill 

 

6.9% 

30.4% 

 

39.2% 

67.7% 

 

60.8% 

85.3% 
 

Secondary Analyses  

Therapist Attitudes 

A mixed factorial 3 (pre-training, post-training, post-consultation) X 3 (RT, CT, 

AT) ANOVA examined significant differences in attitudes across conditions on the 

following outcome variables: EBPAS appeal, EBPAS openness, EBPAS requirements, 

EBPAS divergence, CDAQ opinion, CDAQ confidence, CDAQ motivation and CDAQ 

usefulness.  

There was a significant main effect of time on EBPAS openness, (F (2, 224) = 

12.75, p = .00, η2 = .10). Follow-up planned within-subjects contrasts indicated 

significant differences between pre-training and post-training on EBPAS openness (F (1, 

114) = 25.184, p = .00, η2 = .18); as well as significant differences between post-training 

and post-consultation (F (1, 114) = 19.23, p = 00, η2 = .14). These results suggest a 

quadratic relationship where openness to innovation increased after training, but returned 

back to pre-training levels at post-consultation. There was also a significant main effect 

of time on CDAQ opinion (F (2, 224) = 31.62, p = .00, η2 = .22) and CDAQ confidence 

(F (2, 224) = 34.31, p = .00, η2 = .23). Planned within-subject contrasts showed 

Table 6. (continued) 
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significant differences between pre-training and post-training on both CDAQ opinion (F 

(1, 114) = 38.16, p = .00, η2 = .25) and CDAQ confidence (F (1, 114) = 43.28, p = .00, η2 

= .28). These results suggest that both opinion and confidence in EBP increased 

following training and remained higher at follow-up. There was no significant main 

effect of time on EBPAS appeal (F (2, 224) = 2.11, p = .12), EBPAS divergence (F (2, 

224) = .02, p = .97), EBPAS requirements (F (2, 224) = .08, p = .93), CDAQ motivation 

(F (2, 224) = 2.33, p = .10), and CDAQ usefulness (F (2, 224) = .25, p = .78).  

There was a significant main effect of condition on EBPAS openness (F (2, 112) 

= 4.14, p = .02, η2 = .07). Planned contrasts found significant differences between the CT 

and RT conditions on EBPAS openness (F (2, 112) = 4.14, p = .02, η2 = .07) at pre-

training such that openness to innovation was higher to begin within the CT condition. 

There was no significant main effect of condition on EBPAS appeal (F (2, 112) = 1.29, p 

= .28), EBPAS divergence (F (2, 112) = .69, p = .50), EBPAS requirements (F (2, 112) = 

.50, p = .60), CDAQ opinion (F (2, 112) = .06, p = .95), CDAQ confidence (F (2, 112) = 

.32, p = .73), CDAQ motivation, (F (2, 112) = 1.41, p = .25) or CDAQ usefulness (F (2, 

112) = .80, p = .45).  

There were no significant interactions of time by condition on EBPAS appeal (F 

(4, 112) = .32, p = .86), EBPAS divergence (F (4, 112) = .83, p = .51), EBPAS openness 

(F (4, 112) = .52, p = .73), EBPAS requirements (F (4, 112) = .94, p = .44), CDAQ 

opinion (F (4, 112) = .05, p = .99), CDAQ confidence (F (4, 112) = .69, p = .60), CDAQ 

motivation (F (4, 112) = 1.81, p = .13), or CDAQ usefulness (F (4, 112) = .27, p = .90). 

See Table 7 for means and standard deviations.  
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Table 7. Means and Standard Deviations for Attitudes by Time   

Dependent Variable Pre-Training 

M (SD) 

Post-Training 

M (SD) 

Post-Consultation 

M (SD) 

Routine Training 

EBPAS appeal 

EBPAS divergence 

EBPAS openness 

EBPAS requirement 

CDAQ opinion  

CDAQ confidence 

CDAQ motivation 

CDAQ usefulness 

 

3.27 (.58) 

3.01 (.51) 

2.99 (.60)* 

2.72 (.97) 

5.95 (.95) 

5.45 (1.36) 

6.48 (.74) 

6.55 (.59) 

 

3.31 (.54) 

3.01 (.58) 

3.15 (.64) 

2.68 (1.12) 

6.49 (.71) 

6.22 (.79) 

6.46 (.81) 

6.49 (.71) 

 

3.17 (.51) 

3.08 (.47) 

3.03 (.66) 

2.58 (.89) 

6.51 (.68) 

6.10 (.83) 

6.15 (.96) 

6.51 (.71) 

Computer Training 

EBPAS appeal 

EBPAS divergence 

EBPAS openness 

EBPAS requirement 

CDAQ opinion  

CDAQ confidence 

CDAQ motivation 

CDAQ usefulness 

 

3.28 (.72) 

3.10 (.49) 

3.25 (.54)* 

2.55 (1.07) 

6.00 (1.28) 

5.38 (1.65) 

6.71 (.72) 

6.74 (.57) 

 

3.30 (.71) 

3.15 (.54) 

3.52 (.46) 

2.71 (1.11) 

6.50 (.79) 

6.29 (.87) 

6.71 (.72) 

6.65 (.65) 

 

3.26 (.72) 

3.02 (.77) 

3.29 (.56) 

2.69 (1.12) 

6.55 (.61) 

6.06 (.92) 

6.56 (.79) 

6.65 (.73) 

Augmented Training 

EBPAS appeal 

EBPAS divergence 

EBPAS openness 

EBPAS requirement 

 

3.47 (.53) 

3.17 (.63) 

3.25 (.58) 

2.93 (1.04) 

 

3.45 (.52) 

3.16 (.62) 

3.49 (.61) 

2.73 (1.25) 

 

3.36 (.54) 

3.16 (.62) 

3.23 (.63) 

2.84 (.95) 
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Dependent Variable Pre-Training 

M (SD) 

Post-Training 

M (SD) 

Post-Consultation 

M (SD) 

CDAQ opinion  

CDAQ confidence 

CDAQ motivation 

CDAQ usefulness 

6.00 (1.01) 

5.45 (1.44) 

6.49 (.81) 

6.62 (.66) 

6.50 (.75) 

6.28 (.96) 

6.65 (.60) 

6.65 (.66) 

6.60 (.67) 

6.43 (.64) 

6.48 (.85) 

6.65 (.80) 

Overall 

EBPAS appeal 

EBPAS divergence 

EBPAS openness 

EBPAS requirement 

CDAQ opinion  

CDAQ confidence 

CDAQ motivation 

CDAQ usefulness 

 

3.34 (.61) 

3.10 (.55) 

3.16 (.58)** 

2.74 (1.03) 

           5.98 (1.07)** 

           5.43 (1.47)** 

6.55 (.76) 

6.63 (.61) 

 

3.35 (.59) 

3.10 (.58) 

3.38 (.60)** 

2.71 (1.16) 

6.50 (.74)** 

6.26 (.87)** 

6.53 (.70) 

6.59 (.67) 

 

3.27 (.59) 

3.10 (.63) 

3.18 (.62)** 

2.70 (.98) 

6.56 (.65) 

6.20 (.81) 

6.38 (.88) 

6.60 (.75) 
Note. EBPAS = Evidence Based Practice Attitude Scale (Aarons, 2005); CDAQ = 
Clinician Demographics and Attitudes Questionnaire. * <. .05; ** p < .00 
 

 Therapist Characteristics and their Relationship to Adherence and Skill at Post-

Training  

 Linear regression analyses were used to determine whether therapist clinical 

experience, weekly supervision hours, and openness to EBP predicted therapist skill at 

post-training. The overall regression model was not significant: (F (3, 103) = .83, p = .48, 

R2 = .02; see Table 8). These results suggest that therapist clinical experience, weekly 

supervision hours, and openness to EBP did not predict post-training skill. 

 

Table 7. (continued) 
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Table 8. Therapist Characteristics Predicting Post-Training Therapist Skill  

Variable B SE B Β 

Constant 4.31 .80 -- 

Clinical Experience -.00 .00 -.10 

Supervision 

EBPAS openness 

.06 

-.06 

.06 

.25 

.10 

-.02 
Note. Clinical experience measured in months; supervision measured in hours per week.  

Linear regression analyses were used to determine whether therapist clinical 

experience, weekly supervision hours, and openness to EBP reported at pre-training 

predicted therapist adherence at post-training. The overall regression model was not 

significant: (F (3, 103) = .67, p = .57, R2 = .02; see Table 9). These results suggest that 

therapist clinical experience, weekly supervision hours, and openness to EBP did not 

predict post-training adherence.  

Table 9. Therapist Characteristics Predicting Post-Training Therapist Adherence  

Variable B SE B Β 

Constant 2.43 .79 -- 

Clinical Experience  -.00 .00 -.07 

Supervision  

EBPAS openness 

.04 

.19 

.06 

.25 

.08 

.08 
Note. Clinical experience measured in months; supervision measured in hours per week.  
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Exploratory Analyses 

Augmented Training Compared to Computer Training: Adherence and Skill 

 A 2 (AT, CT) X 3 (pre, post-training, post-consultation) between-subjects RM-

MANCOVA was performed on two dependent variables of therapist behavior: adherence 

and skill. Adjustment was made for one covariate: number of consultation hours.  

After controlling for consultation, RM-MANCOVA revealed one significant main 

effect (Time) and one trend interaction (Time X Condition). Other main effects and 

higher order interactions were not significant. The significant within-subject main effect 

for Time (F (4, 276) = 3.54, p = .01, partial η2 = .05) indicated that over time, adherence 

and skill increased while controlling for consultation hours. Follow-up univariate 

ANCOVA’s revealed a significant finding of time on adherence (F (2, 140) = 6.15, p = 

.00, partial η2 = .08) and skill (F (2, 140) = 5.86, p = .00, partial η2 = .08; See Figures 9 

and 10).  The RM-MANCOVA also revealed a trend for a within-subjects interaction for 

Time X Condition (F (4, 276) = 2.24, p = .07, partial η2 = .03), indicating that condition 

moderated the relationship between time and the set of dependent variables. Follow-up 

univariate ANCOVA’s revealed a significant finding that condition moderated the 

relationship between time and skill (F (2, 140) = 4.28, p = .02, partial η2 = .06), but not 

adherence (F (2, 140) = 2.16, p = .12; See Figure 10). This finding suggests that 

participants in the AT condition showed increased skill over time when compared to 

those in the RT condition.   
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Figure 9. Main Effect of Time on Adherence (Covariate held constant at 7.26) 

  

Figure 10. Main Effect of Time on Skill; Interaction of Time X Condition on Skill 

(Covariate held constant at 7.26) 
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Therapist Characteristics and their Relationship with Adherence and Skill at 

Post-Consultation 

Forced entry multiple linear regression analyses investigated whether therapist 

clinical experience, weekly supervision hours, and openness to EBP reported at pre-

training predicted therapist skill at post-consultation. Number of consultation hours 

attended was entered into the first block in order to control for its effects. Both Step 1 and 

Step 2 were significant: (F (1, 103) = 10.73, p = .00, R2 = .10; F (4, 103) =  3.55, p = .01, 

R2 = .13; see Table 10), however the change in R2 (F (1, 99) = .1.14, p = .34) was not 

significant. These findings provide support for  results from the primary analyses that 

number of consultation hours predicted post-consultation skill; accounting for 10% of the 

variance. When controlling for number of consultation hours, therapist clinical 

experience, weekly supervision hours, and openness to EBP did not predict post-

consultation skill. 

Table 10. Therapist Characteristics Predicting Post-Consultation Therapist Skill 

Step 1 B SE B Β 

Constant 3.66 .34 -- 

Consultation** .14 .04 .31 

Step 2 B SE B Β 

Constant 3.77 .79 -- 

Consultation**  

Clinical Experience  

-.00 .00 -.13 

Supervision  

EBPAS openness 

.06 

.24 

.05 

.25 

.11 

.10 
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Note. Clinical experience measured in months; supervision measured in hours per week. 
∆ R2 = .03 for Step 2 (P=.34). ** p <.01 
 

Forced entry multiple linear regression analyses investigated whether therapist 

clinical experience, weekly supervision hours, and openness to EBP reported at pre-

training predicted therapist adherence at post-consultation. Number of consultation hours 

attended was entered into the first block in order to control for its effects. Both Step 1 and 

Step 2 were significant: (F (1, 103) = 16.62, p = .00, R2 = .14; F (4, 103) =  5.87, p = .00, 

R2 = .19; see Table 10), however the change in R2 (F (1, 99) = 2.10, p = .11) was not 

significant. These findings provide support for  results from the primary analyses that 

number of consultation hours predicted post-consultation skill; accounting for 14% of the 

variance. When controlling for number of consultation hours, therapist clinical 

experience, weekly supervision hours, and openness to EBP did not predict post-

consultation adherence. 

Table 11. Therapist Characteristics Predicting Post-Consultation Therapist Adherence 

Step 1 B SE B β  

Constant 2.46 .35 -- 

Consultation** .18 .05 .37 

Step 2 B SE B β  

Constant 

Consultation** 

Clinical Experience  

Supervision 

EBPAS Openness 

2.07 

.16 

-.00 

.08 

.18 

.82 

.05 

.00 

.05 

.24 

-- 

.33 

-.14 

.15 

.07 
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Note. Clinical experience measured in months; supervision measured in hours per week. 
∆ R2 = 2.10 for Step 2 (p = .11). ** p <.01 
 
Self-Efficacy 

A simple linear regression tested whether therapist self-efficacy22 predicted 

therapist adherence and skill at post-consultation. The regression model was not 

significant for adherence (F (1, 113) = .21, p = . 65, R2 = -.01) or skill (F (4, 99) = = .78, 

p = .38, R2 = .01), indicating  that therapist self-efficacy did not predict post-consultation 

adherence or skill.  

Organizational Characteristics and their Relationship to Adherence and Skill at Post-

Training  

 Linear regression analyses were used to determine whether organizational 

characteristics (i.e., motivation for change, resources, staff attributes, organizational 

climate, and training climate) reported at pre-training predicted therapist skill at post-

training. The overall regression model was not significant: (F (5, 114) = 1.98, p = .09; see 

Table 12). These results suggest that organizational characteristics did not predict post-

training skill. 

Table 12. Organizational Characteristics Predicting Post-Training Therapist Skill  

Variable B SE B Β 

Constant -.21 2.29 -- 

Motivation for change .03 .03 .10 

Resources -.02 .04 -.07 

Staff attributes .01 .05 .02 

                                                 

22 Data are available for self-efficacy for 90 participants; the group mean for their training 
condition was inputted for the 25 missing participants.  
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Variable B SE B Β 

Organizational climate .15 .05 .33 

Training Climate -.05 .03 -.19 
 

 Linear regression analyses were used to determine whether organizational 

characteristics (i.e., motivation for change, resources, staff attributes, organizational 

climate, and training climate) reported at pre-training predicted therapist adherence at 

post-training. The overall regression model was not significant: (F (5, 109) = 1.09, p = 

.09; see Table 13). These results suggest that organizational characteristics did not predict 

post-training skill. 

Table 13. Organizational Characteristics Predicting Post-Training Therapist Adherence 

Variable B SE B Β 

Constant -1.66 2.23 -- 

Motivation for change .02 .03 .06 

Resources -.04 .04 -.15 

Staff attributes .05 .05 .12 

Organizational climate .15 .05 .34 

Training Climate -.05 .03 -.21 
 

Organizational Characteristics and their Relationship to Adherence and Skill at Post-

Consultation 

Forced entry multiple linear regression analyses investigated whether 

organizational characteristics (i.e., motivation for change, resources, staff attributes, 

organizational climate, and training climate) reported at pre-training predicted therapist 

Table 12. (continued) 
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skill at post-consultation. Number of consultation hours attended was entered into the 

first block in order to control for its effects. Both Step 1 and Step 2 were significant: (F 

(1, 114) = 11.46, p = .00, R2 = .09; F (6, 114) =  2.34, p = .04, R2 = .12; see Table 14), 

however the change in R2 (F (1, 108) = .56, p = .73) was not significant. These findings 

provide support for  results from the primary analyses that number of consultation hours 

predicted post-consultation skill; accounting for 9% of the variance. When controlling for 

number of consultation hours, organizational characteristics did not predict post-

consultation skill. 

Table 14. Organizational Characteristics Predicting Post-Consultation Therapist Skill  

Step 1 B SE B β  

Constant 3.64 .31 -- 

Consultation** .14 .04 .30 

Step 2 B SE B β  

Constant 3.43 2.20 -- 

Consultation** .13 .04 .29 

Motivation for change -.02 .03 -.07 

Resources .00 .04 .00 

Staff attributes -.00 .05 -.01 

Organizational climate .05 .05 .10 

Training Climate -.03 .03 -.11 
Note.  ∆ R2 = .02 for Step 2 (p =.73). ** p <.01 

Forced entry multiple linear regression analyses investigated whether 

organizational characteristics (i.e., motivation for change, resources, staff attributes, 

organizational climate, and training climate) reported at pre-training predicted therapist 
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adherence at post-consultation. Number of consultation hours attended was entered into 

the first block in order to control for its effects. Both Step 1 and Step 2 were significant: 

(F (1, 114) = 20.67, p = .00, R2 = .16; F (6, 114) =  4.61, p = .00, R2 = .20; see Table 15), 

however the change in R2 (F (1, 108) = .05, p = .26) was not significant. These findings 

provide support for  results from the primary analyses that number of consultation hours 

predicted post-consultation skill; accounting for 16% of the variance. When controlling 

for number of consultation hours, organizational characteristics did not predict post-

consultation adherence. 

Table 15. Org. Characteristics Predicting Post-Consultation Therapist Adherence  

Step 1 B SE B β  

Constant 2.32 .33 -- 

Consultation** .19 .04 .39 

Step 2 B SE B β  

Constant 2.07 2.29 -- 

Consultation** .17 .04 .36 

Motivation for change -.02 .03 -.06 

Resources -.01 .04 -.02 

Staff attributes -.06 .05 -.14 

Organizational climate .09 .05 .18 

Training Climate .02 .03 .06 
Note.  ∆ R2 = .05 for Step 3 (p = .26). ** p <.01 

Implementation 

 Participant report of implementation of CBT techniques was assessed via self-

report at post-consultation (see Table 16). Sixty-two percent of participants reported 
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treating an anxious youth over the three-month consultation period (n = 92; M = 2.63, SD 

= 7.28, range = 0-65)23. Overall, there were no statistically significant differences 

between-condition in implementation of the treatment. 

Table 16. Self-Reported Implementation of CBT for Youth Anxiety by Training 

Condition 

Variable AT (n = 34) 

M (SD) 

RT (n = 32) 

M (SD) 

CT (n = 26) 

M (SD) 

Number of anxious youth treated 4.09 (11.39) 1.16 (1.35) 2.54 (3.73) 

Number of anxious youth treated 

with CBT 

3.50 (11.04) 1.00 (1.32) 1.54 (2.53) 

Number of sessions of treatment 10.44 (12.83) 5.93 (6.57) 7.46 (6.72) 

Note. Reported over the past 3 months. CBT = cognitive-behavioral therapy, AT = 
augmented training, RT = routine training, CT = computer training.  
 

Challenges to Treatment Implementation  

Of the 62% of participants who reported seeing an anxious youth over the past 3 

months, 50% of them reported experiencing challenges to treatment implementation (n = 

58). Reported challenges included: other (23.5%)24, child needed more treatment  time  

                                                 

23 The individual seeing 65 clients was a psychiatrist who had a high case-load.  

24 Other challenges included: It was a slow process complicating factors that need to be 
addressed needed adaptations for ending relationship with bio mom and behaviors toward 
younger sibling; Teens came late in pregnancy for treatment; I did not have any youth; 
Client's parent negatively impacted client's mood, which complicated treatment; 
Adaptation of materials to work with the deaf; Uses substances to self-medicate; One 
family dropped out of treatment; The child's main diagnosis was something else so that 
came first; Trying to apply treatment to adolescent youth in group; Needed more time per 
session (30 minutes per session was all I could do in school); The child had comorbidity 
and several externalizing behaviors; The child was resistant with some aspects of the 
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(18%), the child was not engaged (11.3%), the treatment wasn’t effective (2.6%), and the 

family was not supportive (.9%). Overall, there were no statistically significant 

differences between condition on challenges experienced in implementation of the 

treatment. 

Participant Attrition 

Study completers were defined as those who completed all three of the PBRP 

given that these were the primary outcomes of interest. Note that this group includes 

individuals who did not attend all of the consultation sessions requested of them during 

the follow-up consultation period.25 Those who stopped attending consultation sessions 

but consented to complete the follow-up assessment were not asked to complete all 

measures26 at post-consultation (n = 10). Of the 115 participants randomly assigned to 

one of the three conditions, 13 (11%) did not complete all three of the PBRP; while 10 

completed most but not all measures (9%). There was no difference between conditions 

in study completion (χ2 (2) = .11, p = .95).  

 

 

                                                                                                                                                 
treatment; Consistency with scheduling patients on a weekly basis; I'm on maternity 
leave; Being stuck with the "yes but" and breaking down the cognitive thought processes; 
longest segment but most useful!; Helping them to see through different lenses; Did not 
have opportunity to treat anxious youth; No anxious youth treated; Challenge of getting 
all members of the treatment team unified in purpose and applying in to a an autistic 
child; Very little opportunity to work with youth in my current clinical setting; Child had 
interfering agendas and treatment is still in progress; Child gets over one particular thing 
that makes her anxious, but then adopts another; In a high paced school setting, it was 
difficult. 

25 A more liberal definition of study completion was used in order to include the most 
number of participants possible in analyses.  

26 The only measure they were asked to complete at post-consultation was the PRBP.  
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Group Comparisons: Completers vs. Noncompleters 

Significant differences in variables were examined between those who completed 

the study (i.e., those who completed all study assessment time points) and those who did 

not complete the study (i.e., those who were missing either their post- or follow-up 

assessment, n = 13, 11%). With regard to discrete variables, job function (χ2 (7) = 4.04, p 

= .78), gender (χ2 (1) = 3.09, p = .08), and clinical population served (χ
2 (7) = 1.36, p = 

.51) did not predict completion status. However, ethnicity/race (χ2 (5) = 22.37, p = .00) 

did predict attrition. Follow-up analyses were not completed to determine which 

ethnicity/race was more likely to drop out due to assumptions of chi square testing 

(certain cells had fewer than 5 participants), however it appeared that Latino/a 

participants were more likely to drop out of the study when compared to other 

ethnicity/races (i.e., Caucasian, African American, Asian, Native-American). With regard 

to continuous variables, age (t (109) =.99, p = .32), clinical experience (t (110) =.39, p = 

.70), identification with CBT (t (110) = -1.26, p = .21), attitudes towards EBP (t (113) = -

.17, p = .86), and organizational climate (t (107) = -.53, p = .60) did not predict study 

attrition. However, burnout (t (111) = 2.67, p = .01), therapist skill in implementing CBT 

for child anxiety at pre-training (t (112) = -2.72, p = .01), and belief in staff attributes of 

one’s organization (t (107) = 2.16, p = .03) did predict study attrition. This suggests that 

therapists who were more burned out, less skillful at pre-training, and believed more 

highly in the self-efficacy of the staff at their organization were more likely to drop out of 

the study. 
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CHAPTER 5 
DISCUSSION 

 
All three training methods resulted in gains in therapist adherence, skill, and 

knowledge; suggesting that trainers have a variety of training methods that they can 

choose from to improve therapist behavior and knowledge including didactic teaching 

(session-by-session and/or focusing on principles of an EBP) and active learning 

(behavioral rehearsal and interteach). Additionally, both self-guided computer-based and 

in-person instructor-led training are both viable options. These results support the notion 

of blended learning (Cucciare, Weingardt, & Villafranca, 2008) in that trainers may use a 

number of different training methods effectively. However, it is important to note that 

just providing any one of these didactic training opportunities is not enough to result in 

clinically meaningful gains in the majority of clinicians. When considering gains 

following the workshop alone, only one-third of participants were brought up to desirable 

levels of adherence and skill, leaving two-thirds of participants below desired levels. 

However, after receiving three months of consultation, two-thirds of participants were 

trained to criterion on adherence and skill.  

 These findings suggest that good training is important, but that continued follow-

up and consultation is important to influence the majority of therapist behavior change. 

While adherence and skill did not improve differentially between conditions after 

training, consultation was the most robust predictor of improved therapist outcomes. The 

more consultations participants attended, regardless of which training condition they 

were originally assigned to, the higher participant adherence and skill was at post-

consultation assessment. These results underscore the importance of including 

consultation in dissemination and implementation efforts, a core component of the 
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systems-contextual model. Additionally, this provides support for the often-stated 

recommendation that “training and hoping” is not a sufficient way to influence therapist 

behavior change. Understanding contextual factors (therapist, organizational, client 

variables) related to engagement in consultation is an important area of future research. In 

this study, consultation attendance was not significantly related to any therapist or 

organizational variables measured at pre-training; however client variables may be an 

important future area of inquiry here; as participants who did not identify a 

treatment/client match may have been less invested in attending consultation sessions.  

Training Method 

The three training methods were not differentially effective in changing therapist 

behavior and knowledge over time; rather all three resulted in gains in adherence and 

skill in about one-third of the participants. Participants were more satisfied by the in-

person trainings (i.e., AT, RT) when compared to the computer-based training (i.e., CT) 

although satisfaction ratings were also high in the computer-based condition. Therapist 

characteristics were not predictive of training outcomes at post-training or at post-

consultation. Contrary to hypotheses, the results support all three training methods  as 

being sufficient in the transfer of adherence, skill, and knowledge. All three training 

methods are viable and can be used for dissemination and implementation efforts thus 

allowing trainers to select the training method which best fits their needs. This finding is 

supported by previous research finding that in person and computer-based trainings can 

result in modest improved participant outcomes (Dimeff et al., 2009; Sholomskas et al., 

2005). The present finding adds to the literature because it further corroborates that 

computer-based (CT condition) training can achieve gains that are on par with gains from 
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in-person training. Given that computer-based training is scalable (one can increase the 

number of trainees without increasing the cost; Weingardt et al., 2009), it  affords a 

number of opportunities for dissemination and implementation research that is  cost-

effective and accessible (Beidas, Koerner, Weingardt, & Kendall, in review; Dimeff et 

al., 2009).   

Consultation 

Given that participants received variable doses of consultation, the interaction of 

consultation hours with time on therapist outcomes emerges as an important finding.  

Specifically, when comparing participants in the RT and AT condition over time, it was 

the number of consultation hours attended that influenced their outcomes. As consultation 

hours increased, both adherence and skill improved irrespective of condition. Similarly, 

when comparing participants in the RT and CT condition over time, the number of 

consultation hours attended moderated the relationship between time and skill. This 

finding corroborates previous reports suggesting that training conditions that include 

consultation, supervision, and/or feedback on performance are the preferred means of 

training (i.e., Miller et al., 2004, Sholomskas et al., 2005). The results demonstrate that 

consultation ought to be included in dissemination and implementation efforts as a core 

ingredient. The importance of consultation has been stated before (Freeston, 2010) and 

lack of consultation has been reported as a barrier to training efforts (Dimeff et al., 2009) 

but to our knowledge, no empirical investigations have demonstrated this finding to date. 

As the field focuses on evidence-based training (e.g., Rakovshik & McManus, 2010), the 

present findings suggest that consultation take a more prominent role than previously 
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assigned. A focus on understanding more about evidence-based consultation is 

paramount to EBP training efforts (Freeston, 2010). 

Training to Criterion 

The percentage of participants trained to criterion did not vary by training 

condition, again demonstrating that the conditions were comparable in changing therapist 

behavior. Following training, there was a roughly 33% increase in therapists trained to 

criterion in adherence and skill, which doubled after consultation. This finding is 

particularly notable given that other studies have demonstrated only minimal to moderate 

gains in adherence and skill following training, and often a decline in these gains at 

follow-up (Dimeff et al., 2009; Miller et al., 2004; Sholomskas et al., 2005). The data on 

consultation suggest that it is possible for up to two thirds of community clinicians to be 

trained to criterion in adherence and skill with either of two versions of a one-day 

workshop or a computer program, that is followed by approximately 7 hours of 

consultation. Such outcomes have  implications for those planning DI efforts as well as 

those making recommendations for evidence-based training.  

Knowledge 

Knowledge, as hypothesized, increased over time across conditions. Participants 

demonstrated improved knowledge of CBT for child anxiety from pre-training to post-

training, and maintained that improved knowledge from post-training to post-

consultation. This finding is consistent with other studies that report that knowledge 

improves regardless of type of training (e.g., Rubel et al., 2000; Sholomskas et al., 2005).  

In contrast, a recent study  reported improved knowledge for a computer-based training 

compared to instructor-led training and a manual condition (Dimeff et al., 2009). This 
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may be explained by the type of computer-based training utilized – described by the 

authors as “unique both in terms of its length (approximately 20 h) and its extensive use 

of cutting-edge instructional design technology” (p. 928). The authors conclude that this 

particular computer-based training may have provided more individualized and 

interactive content with the course materials which may have led to greater 

understanding.  

Satisfaction 

Satisfaction differed across conditions. Participants reported being more satisfied 

with the in-person training conditions (i.e., AT, RT) over the computer-based training 

condition. However, examination of the actual scores suggest that satisfaction was 

generally very high with all three training conditions, so the significant difference does 

not signal a concern with the training method. This finding of lower satisfaction in the 

computer-based condition is inconsistent with previous studies which have found that in-

person trainings tend to have roughly the same satisfaction ratings as computer-based 

trainings (Dimeff et al., 2009; McDonough & Marks, 2002; Sholomskas & Carroll, 2006; 

Sholomskas et al., 2005; Weingardt, Villafranca, & Levin, 2006). This may be due to an 

experimental design issue. In previous studies, computer-based training was conducted in 

the convenience of the participants’ home via online platforms. In this study, participants 

were asked to come to a computer lab to complete the CT condition rather than complete 

it in their home to ensure equivalency of training conditions and internal validity.  

Therapist Variables 

Given an emphasis on the systems-contextual model (Sanders & Turner, 2005), 

we sought to understand how therapist variables were related to training outcomes. For 
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example, how might therapist attitudes  change over the course of the training and 

consultation and how might pre-training therapist attitudes and attributes (e.g., clinical 

experience) be related to therapist outcomes?  

Several therapist attitudes towards EBP and the specific treatment (CBT for child 

anxiety) improved over time. Additionally, there were no observed differences in 

attitudes by condition, suggesting that attitudes improved irrespective of condition. 

Specifically, general openness to innovation improved from pre-training to post-training. 

Openness to innovation is defined as how willing a participant is to try out new 

treatments and can be predictive of adoption of EBP (Aarons, 2005).  Notably, contrary 

to predictions, this openness to innovation returned to pre-training levels at post-

consultation, suggesting that the change was not sustained over time. This may have been 

due to initial excitement about the treatment following training which was not maintained 

at follow-up. However, participant opinion and confidence in CBT for child anxiety 

increased following training and remained higher at post-consultation, suggesting that 

attitudinal change occurred following the training intervention, consistent with the 

findings of other training studies examining change over time in trainee attitudes 

(Brooker & Butterworth, 1993; Rubel et al., 2000; Saitz, Sullivan, & Samet, 2000). 

Interestingly, the general attitude towards EBP (i.e., openness to innovation) returned to 

pre-training levels at follow-up; but specific attitudes toward CBT for child anxiety 

remained high.  Future research ought to identify whether this is due to the emphasis on 

one EBP (i.e., CBT for child anxiety) versus trainings that teach participants on the 

principles of EBP through a more modular approach (Chorpita & Daleiden, 2009).  

Additionally, given the increased openness to innovation, the post-training time might be 
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a key time period where further intervention (e.g., Acceptance and Commitment 

Therapy) may increase desire to implement or use new innovation (Luoma et al., 2007; 

Varra, Hayes, Roget, & Fisher, 2008). 

We examined whether therapist variables (i.e., attitudes or attributes) were related 

to primary therapist training outcomes (i.e., adherence and skill) at post-training and post-

consultation. Neither therapists attitudes (i.e., openness to innovation), nor therapist 

attributes (i.e., prior clinical experience, weekly supervision27, self-efficacy) were 

significantly related to training outcomes (i.e., adherence or skill) at post-training or at 

post-consultation. However, when consultation hours were included in the model, they 

significantly accounted for changes in adherence and skill from post-training to post-

consultation. This finding underscores the relative contribution made by consultation on 

improving therapist behavior. Additionally, the results demonstrate that therapist 

attributes and attitudes may not be predictive of training outcomes, consistent with the 

most rigorous study of training completed to date (Miller et al., 2004). While therapist 

attitudes and attributes may be less important when observing gains in training, they may 

still be important for recruitment efforts to participate in EBP trainings as well as in 

implementation of EBP (Caspar, 2007). For example, openness to innovation is an 

important factor in adoption of disseminated EBP (Aarons, 2005). Theories of behavior 

change such as the Theory of Planned Behavior (Ajzen, 1988; 1991) explicitly outline the 

importance of attitudes and this finding does not undermine these recommendations. 

Rather, the finding suggests that attitudes and attributes may not differentially predict 

therapist training outcomes, suggesting that all therapists, regardless of their opinions 

                                                 

27 Supervision received outside of the context of the study 
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toward EBP may benefit.  However, a limitation of the study is that only selected 

therapist variables were included, other variables may also be important.  

Organizational Variables 

The systems-contextual model proposes that organizational variables (e.g., 

organizational climate) may be related to primary therapist training outcomes (i.e., 

adherence and skill) at post-training and post-consultation. Contrary to predictions, in the 

present study, organizational variables (i.e., motivation for change, resources, staff 

attributes, organizational climate, and training climate) were not significantly related to 

training outcomes (i.e., adherence or skill) at post-training or at post-consultation. 

However, when consultation hours were included in the model, they significantly 

accounted for changes in adherence and skill from post-training to post-consultation. 

Once again, this finding highlights the effects of consultation on improving therapist 

behavior. Additionally, the results demonstrate that organizational variables may not be 

predictive of training outcomes, particularly given the range of variables measured by the 

ORC. This  finding is heartening because it suggests that even if the context of the 

therapist is not ideal, s/he may still benefit from training.  

While organizational characteristics may be less important in gains in training, 

they are still important in adoption and implementation of EBP (Fixsen et al., 2005). For 

example, Zazzali and colleagues (2008) interviewed administrators of state organizations 

where an EBP had been implemented and found that organizational characteristics (e.g., 

interest in EBP, available resources) and organizational structures influenced the 

adoption and implementation of EBP.  Similarly, low workplace support predicted less 
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utilization of the Triple P program following training in service providers (Sanders, Prinz, 

& Shapiro, 2009).  

Implementation and Barriers 

Following training and during the consultation period, about two-thirds of 

participants implemented the treatment with anxious youth. There were no significant 

differences among conditions in implementation, suggesting that implementation was 

equivalent across conditions. Interestingly, most individuals reported using CBT when 

treating anxious youth rather than another treatment modality, suggesting that 

participants adopted the treatment into their repertoire. To understand what made it 

difficult to implement CBT for child anxiety in their respective agencies, participants 

reported on challenges and barriers to implementation. Approximately half of those 

individuals who treated an anxious youth reported barriers; and the most common 

difficulties were that they did not have enough time to provide enough treatment to the 

child or that the child was not engaged. Notably, neither of those reasons was due to the 

specific treatment, rather those are more general problems observed across psychotherapy 

modality. However, these were gleaned based on very brief report and further study is 

necessary, as previous studies have identified that a frequent barrier to the 

implementation of CBT for anxiety in the community includes therapist-perceived 

barriers such as the use of exposure (Becker, Zayfert, & Anderson, 2004).  

Therapist Dropout 

The study completion rate was high, with 89% of participants completing all three 

assessment points. This number is equivalent or stronger than previously reported 

training trial rates of 76-78% completion (Sholomskas et al., 2005; Weingardt et al., 
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2009). The completion rate is notable, given past trials difficulties procuring follow-up 

data (e.g., Beidas et al., 2009; Miller et al., 2004). However, because some therapists did 

drop out of the study, characteristics of these participants were examined because 

analyses could be informative if certain therapist characteristics were related to attrition 

(Miller et al., 2004).  

Indeed, a number of therapist characteristics were related to study attrition. 

Importantly, ethnicity/race was a predictor of study drop-out, with tentative evidence 

suggesting that Hispanic/Latino participants were more likely to drop out of the study 

than other ethnicities/races. However, this may be a proxy for a third variable – language 

fluency. Many of the Hispanic/Latino participants spoke English as a second language 

and anecdotally reported providing treatment in Spanish. It is possible that given that the 

training and consultation were provided in English, that there was a poor 

treatment/therapist/client match, providing further evidence for the importance of 

contextual variables. While researchers are studying how to adapt EBP for various 

ethnicities (see Huey & Polo, 2008), little research has been conducted on training 

therapists from different ethnicities/races, and we suggest this as an important area for 

future work. Training for diverse therapists might provide extra information on cultural 

adaptations of treatments, as well as provide translation services. Additionally, therapists 

who were more burned out were more likely to drop out of the study which corroborates 

previous findings (Weingardt et al., 2009). Other therapist characteristics which were 

related to attrition included therapists who were less skillful at pre-training, and believed 

more highly in the self-efficacy of the staff at their organization. This suggests that 
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therapists who had difficulty with the pre-training assessment, and/or believed that the 

staff in their organization were effective were more likely to drop out of the study. 

Limitations 

Despite several strengths of the study (i.e., randomization, high completion rate, 

systems-contextual perspective, wide range of mental health practitioners, strong power), 

limitations are present. Given that the ultimate goal of training research is to influence 

client outcomes, it is a limitation that client outcomes for those anxious youth treated by 

therapists in the study were not measured. Another limitation is that a number of the 

measures used were investigator-created for specific use in this study, albeit used before 

in previous studies. Extensive reliability and validity testing has not been yet completed 

on these measures. This is particularly a limitation for the adherence and skill checklist 

used for the PBRP. This is typical in this literature (Beidas & Kendall, 2010; Dimeff et 

al., 2009), but it is necessary to move beyond specific investigator-created measures for 

each study as the literature begins to develop an evidence base. For the adult training 

literature, standardized measurement of adherence and skill is available; while the child 

literature lags behind. For example, a psychometrically reliable (Moyers, Manual, 

Hendrickson, & Miller, 2005) system that is treatment-specific includes the Motivational 

Interviewing Treatment Integrity scale (MITI; Moyers, Martin, Manuel, & Miller, 2003). 

This type of measure does not yet exist for child EBP, however recent efforts to outline 

the necessary core clinical competencies for child EBP (Sburlati et al., 2010) similar to 

work done in the adult treatment literature (see Roth & Pilling, 2008) suggest that such a 

measure is forthcoming. Additionally, the focus of the study on an EST for child anxiety 
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is a limitation given that the findings may not be generalizable to training in other youth 

EBP (e.g., parent management training).   

Furthermore, this study emphasized adherence and skill as the primary outcome 

measures, and recent theory suggests that training literature may overemphasize these 

constructs while underemphasizing the importance of adaptations trainees make to EBP 

for their particular settings (Morganstern & McKay, 2007). This is particularly salient, 

given a recent review that suggests that therapist adherence and skill may not be linked to 

treatment outcome (Webb, DeRubeis, & Barber, 2010). Rather, a multiple-lens 

framework is recommended when considering training outcomes (Ottoson, 1997). 

Moving beyond adherence and skill includes examining how knowledge and skills are 

used across multiple contexts, how users adapt what they learn to fit their settings, and 

how diffusion occurs across social networks (Beidas et al., in review). Little is known 

currently about how these adaptations of EBP may occur within community settings.  

Another limitation was the lack of a control condition, thus outcomes could not be 

compared to a no-intervention condition. Despite this shortcoming, the use of a repeated 

measures design allowed comparisons of outcomes to pre-training levels. As with 

previous studies (e.g., Dimeff et al., 2009; Miller et al., 2004; Sholomskas et al., 2005; 

Weingardt et al., 2009), another limitation includes motivated, self-referred participants 

who were not mandated to participate in training efforts. The findings generated here may 

not be generalizable to individuals who may be less motivated to learn about EBP. 

However, the range of attitudes observed towards EBP and the high proportion of 

community mental health masters-level practitioners help temper this limitation.  
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Clinical Implications 

This study demonstrates that community clinicians can be effectively trained in 

CBT for child anxiety. Participants attending a one-day workshop showed some gains in 

CBT adherence and skill, which was augmented by 3-months of follow-up consultation. 

Following the addition of consultation, up to two-thirds of participants reached desirable 

levels of adherence and skill. The training method of the workshop was not differentially 

predictive of training outcomes, while amount of consultation received was important. 

This suggests that all three conditions are feasible training methodologies, but that 

continued consultation is necessary for continued therapist gains. Given that the 

computer-based training is the most cost-effective manner of training, this modality has 

distinct and important clinical implications for the future.  

Rather than costly and time-intensive instructor-led interventions, training ought 

to occur in the most cost-effective manner. Given that computer-based training is the 

most scalable, accessible, and cost-effective solution, the field might consider moving 

towards this for large-scale training efforts. This has also been echoed in the treatment 

literature, where computerized treatment interventions are found to be as effective as 

face-to-face interventions (Cuijpers, Donker, van Straten, Li, & Andersson, 2010). Rather 

than spending large amounts of money on the actual training process, well-developed 

standardized training protocols can be offered online for a fraction of the price, and free 

of cost for clinicians and centers (see tf-CBT; National Crime Victims Research & 

Treatment Center, 2007). Technology offers the promise of knowledge exchange at an 

unprecedented scale by developing models that help users readily learn new practices 

without the need for face-to-face interaction (“converting bricks to clicks”; Bradach, 
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2010). A particular strength of technology-based training is that it is well-suited for 

blended learning, the use of multiple learning methods (e.g., self- and instructor-guided) 

and procedures (e.g., active learning, deliberate practice) to best promote knowledge and 

skill acquisition (Cucciare et al., 2008). 

Furthermore, the results suggest that consultation/supervision should be included 

as a critical ingredient of evidence-based training. Consultation should be emphasized as 

much as the actual training methodology – the days of “training and hoping” should be 

behind us (Fixsen et al., 2005). Further empirical work is necessary to solidify these 

preliminary findings. This study showed that after 6 hours of intensive training provided 

over the course of one day, that an average of 7 hours of consultation was enough to 

bring two-thirds of clinicians up to par for adherence and skill (up from the one third that 

improved following the training). Given that most studies show a performance drop at 

follow-up (e.g., Miller et al., 2004), this performance increase is notable. Numerous 

training evaluations have demonstrated the importance of feedback (Miller et al., 2004) 

and deliberate practice (Ericcson & Charness, 1994), which are surmised to occur during 

consultation. However, little empirical work has been completed in this area (Follette & 

Callaghan, 1995). Recent work by researchers in the United Kingdom represents a step-

forward in understanding evidence-based supervision (Milne, James, Keegan, & Dudley, 

2002) but the field is still behind on the particulars of what makes supervision work 

effectively when compared to our understanding of treatment interventions (Freeston, 

2010). In fact, Milne and colleagues (in press) argue, “Expressed historically, supervision 

research is now grappling with issues that concerned psychotherapy research in the 

1950’s and 1960’s…like the development of objective approaches to measurement and 
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attempts to demonstrate effectiveness.” Future research is needed within this arena with 

regard to: (1) how to train supervisors, (2) what type of supervision is most effective 

(e.g., individual versus group), and (3) the development of supervision models.   

Combining technology and consultation is one way forward. The results of this 

study, as well as another RCT (Weingardt et al., 2009) suggest that providing 

consultation via a virtual platform is possible and allows clinicians direct access to 

experts in the field without having to leave the convenience of their office or home. 

Rather than spend large sums of money traveling to see experts in workshops, that money 

may be better spent in access to such experts via consultation and/or supervision. 

Preliminary evidence suggests that it is possible, feasible, and effective to entirely deliver 

training for substance abuse to mental health clinicians via a virtual platform (i.e., both 

training and consultation; Weingardt et al., 2009). Further RCTs in different treatment 

modalities as well as different models of supervision/consultation (e.g., individual versus 

group) are necessary, but this represents an excellent step forward in corroborating the 

preliminary evidence found by Weingardt and colleagues (2009).  

Future Directions 

Given the findings of this study, a number of questions are raised which are ripe 

for further study. 

How can large-scale training efforts be accomplished?  

International system-wide training initiatives such as those underway in the 

United States Veterans Health Administration (see McHugh & Barlow, 2010; special 

issue of Implementation Science, Eccles & Graham, 2009) and the United Kingdom’s 

‘Improving Access to Psychological Therapies’ (IAPT, 2008) are ground-breaking and 
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underscore the importance of accomplishing large-scale training efforts. To take training 

to scale, technology-based training ought to be incorporated into training efforts going 

forward.  

Recent United Kingdom efforts to disseminate and implement CBT at a large-

scale (IAPT, 2008) provide insight into how this might be done. For example, a stepped-

care model where the default therapy option for most patients includes technology-based 

treatment may be more cost-effective and sustainable for the treatment of mental illness 

(Richards & Suckling, 2008). Could this model be applied to training? For example, a 

stepped-training model might include technology-based training for all clinicians within a 

system. Given the scalable nature of technology-based training, this would be the most 

effective way to reach the largest number of clinicians. Subsequently (i.e., the next step), 

follow-up online supervision and implementation support via an online learning 

community could be provided based on individual therapist need, and feedback on 

performance via an online camera (i.e., ‘bug-in-the-eye’; Follette & Callaghan, 1995; 

Sherl & Haley, 2000) could be provided (Koerner, personal communication). Until 

further research is conducted, the answers to these questions remain unknown.  

What is Sustainable?  

One of the most crucial outcome measures in DI efforts includes sustainability. 

Assessment of sustainability allows for the examination of implementation over time — 

an important area of future research (Fixsen et al., 2005; McHugh & Barlow, 2010).  

Given the paucity of literature on this, it would be useful for training studies to include 

sustainability as an outcome measure in field trials. Sustainability is a multi-dimensional 

construct: First, what is sustainable from a training perspective (e.g., which taught skills 
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become established habits), and second, what is sustainable from an implementation 

perspective (e.g., which EBPs become widely utilized treatments)? 

How much intervention is needed to bring about behavior change? 

Unfortunately, little is known about how much training is needed to actually 

produce a small but significant behavior change for community mental health clinicians – 

in other words, the field has focused on intensive rather than extensive interventions. This 

is problematic because it deters investigation of “(l)ow intensity interventions that are 

less efficacious but that can be delivered to large numbers of people may have more 

pervasive impact” (Glasgow, Vogt, & Boles, 1999, p.1322). For example, consider the 

10-point Apgar score in the medical field, used to assess the condition of newborn babies 

(Koerner, personal communication). Studies have consistently demonstrated that this is 

the most relevant way to determine mortality rates in babies despite the method being 

over 50 years old and despite efforts to find more sophisticated (and more expensive) 

methods such as the pH of umbilical artery blood (Casey, McIntire, & Leveno, 2001). 

The Apgar example demonstrates how a small and inexpensive change can make a 

significant and extensive impact.  

What is the smallest training intervention that can have an effect on behavior 

change in clinicians? It is timely to focus on what can be achieved realistically and 

produce the biggest effect. Questions include: What is the smallest possible 

intervention/manipulation necessary to make a difference? Once identified, how do we 

implement it so that it becomes well-established? For example, could the utilization of a 

monthly checklist for each client denoting implementation strategies used be sufficient to 

change practice behavior (Nakamura, Daleiden, & Muller, 2006)?   
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Conclusion 

The results of the study suggest core ingredients that might comprise 

recommendations for an evidence-based training curriculum. Of the methods studied, 

results suggest that didactic lectures, going through a manual session-by-session, 

focusing on principles of EBP, active learning via behavioral rehearsal and interteach, 

and computer based training can all be included as evidence-based training methods. 

Most importantly, consultation should be considered as a core ingredient of evidence-

based training going forward.  Future research clarifying what occurs in consultation to 

improve outcomes is paramount, and underway. It is time for training and consultation 

efforts to catch up with the state of the art evidence-based treatments being disseminated 

and implemented. Of course, ultimately, the most important outcomes are the client 

outcomes. Do youth treated by therapists trained in such methods show the same gains 

observed in research clinic settings? Clearly, more research is necessary to understand the 

effect of therapist gains in training on client outcomes following implementation. 
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APPENDIX A  
 

Commonly Used Abbreviations 
 

Abbreviation Full Name 
CBT Cognitive-Behavioral Therapy 
EBP Evidence-Based Practice 
EST Empirically Supported Treatment 
RCT Randomized Controlled Trial 
DI Dissemination and Implementation 
MI Motivational Interviewing 
DBT Dialectical and Behavioral Therapy 
RT Routine Training 
CT Computer Training 
AT Augmented Training 
GAD Generalized Anxiety Disorder 
SAD Separation Anxiety Disorder 
SP Social Phobia 
CDAQ Clinician Demographics and Attitude 

Questionnaire 
TBQ Therapist Background Questionnaire 
EBPAS Evidence-Based Practice Attitude Scale 
TCU-ORC Texas Christian University Organizational 

Readiness for Change Scale 
TSS Training and Satisfaction Scale 
CFF Consultation Feedback Form 
SEQ Self-Efficacy Questionnaire 
ITAY Identification and Treatment of Anxious 

Youth 
CAADC Child and Adolescent Anxiety Disorders 

Clinic 
CAMS Child/Adolescent Anxiety Multimodal 

Study 
PBRP Performance Based Role-Play 
ASCL Adherence and Skill Check List 
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APPENDIX B  
Completers Analysis28 

 
Augmented Training Compared to Routine Training: Adherence and Skill 

A 2 (AT, RT) X 3 (pre, post-training, post-consultation) between-subjects RM-

MANCOVA was performed on two dependent variables of therapist behavior: adherence 

and skill. Adjustment was made for one covariate: number of consultation hours.  

The results are similar to the LOCF method, although an additional interaction 

was revealed. After controlling for consultation, RM-MANCOVA revealed one 

significant within-subjects main effect (Time) and two significant interactions (Time X 

Condition; Time X Consultation). Other main effects and higher order interactions were 

not significant. The significant main effect for Time (F (4, 272) = 3.52, p = .01, partial η2 

= .05) indicated that over time, adherence and skill increased while controlling for 

consultation hours. Follow-up univariate ANCOVA’s indicated a trend that adherence 

scores improved over time (F (2, 138) = 2.94, p = .06, partial η2 = .06) irrespective of 

condition while controlling for consultation hours (See Figure 11).  

                                                 

28 Analyses completed for sample with just those participants who completed the study; n 
=102 
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Figure 11. Main Effect of Time on Adherence (Covariate held constant at 7.92) 

The RM-MANCOVA also revealed a significant interaction for Time X 

Condition (F (4, 272) = 2.96, p = .02, partial η2 = .04) indicating that over time, condition 

influenced both dependent variables of therapist behavior while controlling for 

consultation hours. Follow-up univariate ANCOVA’s indicated that skill improved more 

from pre- to post-training for the augmented training condition when compared to the 

routine training condition (F (2, 138) = 5.76, p = .00, partial η2 = .07) while controlling 

for consultation hours (See Figure 12).  
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Figure 12. Interaction of Time X Condition on Skill (Covariate held constant at 

7.92) 

The RM-MANCOVA also revealed a significant interaction for Time X 

Consultation (F (4, 272) = 5.37, p = .00, partial η2 = .07), indicating that consultation 

hours moderated the relationship between time and the two dependent variables of 

therapist behavior. Follow-up univariate ANCOVA’s indicated that participants with 

higher numbers of consultation hours significantly improved their adherence (F (2, 138) 

= 4.51, p = .01, partial η2 = .06) and skill (F (2,138) = 3.56, p = .06, partial η2 = .05), 

between post-training and post-consultation irrespective of their condition (see Figures 13 

and 14). 
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Figure 13. Interaction of Time X Consultation on Adherence (collapsed across 

condition) 

 

Figure 14. Interaction of Time X Consultation on Skill (collapsed across 

condition) 

Routine Training Compared to Computer Training: Adherence and Skill 

A 2 (CT, RT) X 3 (pre-training, post-training, post-consultation) between-subjects 

RM-MANCOVA was performed on two dependent variables of therapist behavior: 

0

0.5

1

1.5

2

2.5

3

3.5

4

Pre-Training Post-Training Post-Consultation 

A
d
h
e
r
e
n
c
e

Low

High

0

1

2

3

4

5

6

Pre-Training Post-Training Post-Consultation 

s
k
il
l

Low

High



                                               
 

124 
 

adherence and skill. Adjustment was made for one covariate: number of consultation 

hours.  

The results are similar to the LOCF method, although the main effect of 

Consultation was not identified and generally findings were less robust at the univariate 

level. After controlling for consultation, RM-MANCOVA revealed one significant main 

effect (Time) and one significant interaction (Time X Consultation). Other main effects 

and higher order interactions were not significant. The significant within-subject main 

effect for Time (F (4, 248) = 3.69, p = .01, partial η2 = .06) indicated that over time, both 

adherence and skill increased while controlling for consultation hours. Follow-up 

univariate ANCOVA’s did not reveal a significant finding of time on adherence (F (1, 

126) = 1.94, p = .15), but did reveal a trend effect of time on skill (F (1, 126) = 2.63, p = 

.08; See Figure 15). 

 

Figure 15. Main Effect of Time on Skill (Covariate held constant at 7.83) 

The RM-MANCOVA also revealed a significant within-subjects interaction for 

Time X Consultation (F (4, 248) = 3.44, p = .01, partial η2 = .05), indicating that 
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consultation hours moderated the relationship between time and the two dependent 

variables of therapist behavior. Follow-up univariate ANCOVA’s did not reveal a 

significant finding of time on adherence (F (1, 126) = 1.42, p = .25), or on skill (F (1, 

126) = .96, p = .39).   

Exploratory Analyses 

Augmented Training Compared to Computer Training: Adherence and Skill 

 A 2 (AT, CT) X 3 (pre, post-training, post-consultation) between-subjects RM-

MANCOVA was performed on two dependent variables of therapist behavior: adherence 

and skill. Adjustment was made for one covariate: number of consultation hours. 

The results are similar to the LOCF method, although more robust univariate 

findings were indentified. After controlling for consultation, RM-MANCOVA revealed 

one significant main effect (Time) and one trend interaction (Time X Condition). Other 

main effects and higher order interactions were not significant. The significant within-

subject main effect for Time (F (4, 248) = 3.97, p = .00, partial η2 = .06) indicated that 

over time, both adherence and skill increased while controlling for consultation hours. 

Follow-up univariate ANCOVA’s revealed a significant finding of time on adherence (F 

(2, 126) = 5.32, p = .01, partial η2 = .08) and skill (F (2, 126) = 7.36, p = .00, partial η2 = 

.11; See Figures 16 and 17).   
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Figure 16. Main Effect of Time on Adherence; Interaction of Time X Condition 

on Adherence  (Covariate held constant at 7.86) 

  

Figure 17. Main Effect of Time on Skill; Interaction of Time X Condition on Skill 

(Covariate held constant at 7.86). 

The RM-MANCOVA also revealed a significant within-subjects interaction for 
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moderated the relationship between time and the two dependent variables of therapist 

behavior. Follow-up univariate ANCOVA’s revealed a significant finding that condition 

moderated the relationship between time on adherence (F (2, 126) = 3.47, p = .03, partial 

η
2 = .05), and skill (F (2, 126) = 5.43, p = .01, partial η2 = .08; See Figures 17 and 18).   
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APPENDIX C 
 

    Measures for the study 
 

1. Clinician Demographics and Attitude Questionnaire  
 
2. Clinician Demographics and Attitude Questionnaire – Short Form  

 
3. Therapist Background Questionnaire 

 
4. Evidence-Based Practice Attitude Scale  

 
5. Organizational Readiness for Change 

 
6. Training Satisfaction Scale 

 
7. Consultation Feedback Form 
 
8. Knowledge Test (3 versions) 
 
9. Self-Efficacy Questionnaire 

 
10. Vignettes (3 versions) 
 
11. Adherence and Skill Checklist  
 
12. Identification and Treatment of Anxious Youth 
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A. Study Measures 

1. Clinician Demographics and Attitudes Questionnaire (CDAQ) 

CDAQ           Page 1 

of 3 

Subject ID: ___ ___ ___  

Date: _______________ 

 

 

Clinician Demographics and Attitudes Questionnaire (CDAQ) 

 

Please answer the questions below as accurately as possible to best reflect your 

background.  

 

Background information 

 
1. Age: ___________ 

 
2. Sex: ___________ 

 
3. Race (optional):  

__ Caucasian 

__ Hispanic 

__ African American 

__ Asian 

__ Native American/Alaskan Native 

__ Other (please specify:_________________) 

 
4. Year in graduate program (if not in graduate program, N/A): __________ 
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5. How much experience (in months) have you had in the role of a therapist (i.e. 

graduate level clinician, school counselor, etc): __________ 

 
6. How would you describe your theoretical orientation?  

_______________________________________________________________

______ 

 
7. How much do you identify with cognitive behavioral therapy (CBT) as your 

orientation? 

 

1  2  3  4  5  6 

 7 

Do not identify         

 Strongly identify 

 
8. Have you ever treated a child with a primary diagnosis of social phobia, 

separation anxiety disorder, or general anxiety disorder? 
a. Yes 
b. No 

 
9. If yes, what treatment program did you use? 

a. CBT 
b. Coping Cat CBT 
c. Other: ________ (If other, please fill in) 

 
10. Have you ever attended a workshop for CBT for anxious youth? 

a. Yes 
b. No 

 

The questions below are helpful for us to identify how much past experience you 

have had with the Coping Cat treatment program.  
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Coping Cat Background 

 
11. How would you describe your past experience with the Coping Cat manual? 

a. Have never used it before. 
b. Have read the manual but never administered the treatment. 
c. Have read the manual and administered treatment.  
d. Have administered the treatment but not read the manual.  
e. Other: _________ (If other, please fill in) 

 

If you answered c or d for number 11, please answer questions 12 and 13. If not, 

please skip to question 14.  

 
12. How many cases have you treated using the Coping Cat program? _______ 

 
13. Have you received supervision for using the Coping Cat program? If yes, 

approximately how many of hours of supervision per case did you receive? 
___________ 

 

As part of our study, it is important for us to identify your knowledge of 

empirically supported treatments for anxious youth. Please answer the questions below 

as accurately as you can.  

 

Empirically Supported Treatments & Cognitive Behavioral Therapy 

 
14. Please give a brief description of your understanding of empirically supported 

treatment for child anxiety disorders.  

 

 

 
15. What is your opinion towards empirically supported treatments (i.e., CBT) for 

anxious youth? 
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1  2  3  4  5  6 

 7 

Do not support         

 Strongly support 

 

 
16. What is your confidence level in the efficacy of empirically supported treatments (i.e., 

CBT) for anxious youth? 

 

1  2  3  4  5  6 

 7 

Not confident                    Strongly 

confident 

 
17. How motivated do you feel to learn and use CBT as a treatment for child anxiety? 

 

1  2  3  4  5  6 

 7 

Not motivated          Very 

motivated 

 
18. How useful do you feel learning about CBT is? 

 

1  2  3  4  5  6 

 7 

Not useful          Very useful 
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2. Clinician Demographics and Attitudes Questionnaire – Short Form (CDAQ-S) 

Clinician Demographics and Attitudes Questionnaire – SHORT FORM (CDAQ-

S) 

 
1. What is your opinion towards empirically supported treatments (i.e., CBT) for 

anxious youth? 

 

1  2  3  4  5  6 

 7 

Do not support          Strongly 

support 

 
2. What is your confidence level in the efficacy of empirically supported treatments (i.e., 

CBT) for anxious youth? 

 

1  2  3  4  5  6 

 7 

Not confident                    Strongly 

confident 

 
3. How motivated do you feel to learn and use CBT as a treatment for child anxiety? 

 

1  2  3  4  5  6 

 7 

Not motivated          Very 

motivated 

 
4. How useful do you feel learning about CBT is? 
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1  2  3  4  5  6 

 7 

Not useful          Very 

useful 
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3. Therapist Background Questionnaire (TBQ) 

THERAPIST BACKGROUND QUESTIONNAIRE 
 

ID#: Today’s Date: 

                                      /        / 

Age: Gender: 

                  Male       Female 

Ethnicity: 

Professional Specialty:  

(e.g., social worker, psychologist, psychiatrist) ___________________________ 

 

State licensed?                              Date of most advanced degree:   

                              Yes      No                                                  (Mo/Yr)  ____/____  

    

Degrees and credentials earned: (Check all that apply) 
    _____ MA     _____ MSW      _____ PhD      _____ PsyD   

    _____ MD     _____ EdD        _____ LCSW  _____ MFCC/MFT

    _____ Other (please explain) ____________________________

 

 
1. How many years of professional/clinical training (beyond 

undergraduate degree) have you had? ________ 

 

2. How many years of full-time professional/clinical experience
you had since your training ended? ________ 

 

        About what percentage of your training  focused on work with: 

                     ____ Children aged 5 or younger  

                     ____ Children aged 6-12             

                     ____ Adolescents aged 13-17 

                     ____ Adults aged 18 or older 

        About what percentage of your experience has focused on work with:

                     ____ Children aged 5 or younger 

                     ____ Children aged 6-12 

                     ____ Adolescents aged 13-17 

                     ____ Adults aged 18 or older 

 

 
3. In the past 2 years, how many total hours have you spent in workshops or other training programs focused on 

child therapy techniques? _____ 

 

4.     Do you consider yourself….. _____ Primarily a child-adolescent therapist? 

   _____ Primarily an adult therapist? 

   _____ Other (please specify) ______________________________________ 

 
5. How many active cases do you typically carry at one time? ________ 

 
6. About how many hours of supervision do you receive each week? ________ 

 
7. How many cases would you say constitutes an appropriate caseload - one that would allow you to do your best 

work with each case?________ 

 

 
8. How often, if ever, do you experience a feeling of professional burnout? 

 

 
9.  What is your primary theoretical orientation?__________________________________________ 

 

 
10. In what percentage of your work with children and adolescents 

have you used the following theoretical orientations in 
conceptualizing cases and thinking about therapeutic goals? 

11. In what percentage of your work with children and adolescents 
have you used the therapeutic methods and techniques
advocated by the following orientations? 

 

     0   1    2    3    4    5    6    7    8    
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4. Evidence Based Practice Attitude Scale 

 

The following questions ask about your feelings about using new types of therapy, interventions, or treatments.  Manualized

therapy refers to any intervention that has specific guidelines and/or components that are outlined in a manual and/or that are to be 

followed in a structured/predetermined way.    

 

  

  

  

  
1.  I like to use new types of therapy/interventions to help my clients………………………..   
    
2.  I am willing to try new types of therapy/interventions even if I have to follow  

     a treatment manual…………………………………………………………………………  
  
3.  I know better than academic researchers how to care for my clients.……………….……..  
  
4.  I am willing to use new and different types of therapy/interventions developed  

     by researchers……………………………………………………………………………….    
 
5.  Research based treatments/interventions are not clinically useful………………….………  
  
6.  Clinical experience is more important than using manualized therapy/treatment…………..  

  
7.  I would not use manualized therapy/interventions………………………………………….  
  
8.  I would try a new therapy/intervention even if it were very different from what I am   
     used to doing…………………………………………………………………………….....  

  

For questions 9-15:  If you received training in a therapy or intervention that was   
new to you, how likely would you be to adopt it if:  
  
9.   it was intuitively appealing?...……………………………………….…………………….  

  
10.  it “made sense” to you?……………………………………………………………………  
  
11.  it was required by your supervisor?……………………………………………………….  
  
12.  it was required by your agency?……………….………………………………………….  
  
13.  it was required by your state?………………………….………………………………….  
  
14.  it was being used by colleagues who were happy with it?………………………………..  
  
15.  you felt you had enough training to use it correctly?……………………………………..  

 
0    1    2    3    4 
 

 
                 

  
  

 
                 

  
                 

  

 
                 

  

 
                 

  

 
                 

  

 
                 

  
  

 
                 

  
  
  
  

 
                 

  

 
                 

  

 
                 

  

 
                 

  

 
                 

  

 
                 

  

 
                 

Fill in the circle indicating the extent to which you agree with each item using the following scale:  
 

0  1  2  3  4  
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5. Organizational Readiness for Change (TCU-ORC) 

TCU-ORC-S           

Subject ID: ___ ___ ___  

Date: _______________ 

Instructions: Please fill in the circle that shows your answer to each item in 

reference to the clinical setting within which you see the majority of your clients.  

     Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                (5)  

Your program needs additional guidance in –  
1. Assessing client needs……………….....○       ○            ○ ○       ○  

 
2. Matching needs with services…………..○       ○            ○ ○       ○  

 
3. Increasing program participation by  

clients…………………………………..○       ○            ○ ○       ○  
 

4. Measuring client performance…………..○       ○            ○ ○       ○  
 

5. Developing more effective group sessions○       ○            ○ ○       ○  
 

6. Raising overall quality of counseling……○       ○            ○ ○       ○  
 

7. Using client assessments to guide  
clinical and program decisions…………..○       ○            ○ ○       ○  
 

8. Using client assessments to document  
program effectiveness…………………....○       ○            ○ ○       ○  

You need more training for – 
9. Assessing client problems and needs……○       ○            ○ ○       ○  

 
10. Increasing client participation in  

treatment………………………………….○       ○            ○ ○       ○  
 

11. Monitoring client progress………………..○       ○            ○ ○       ○  
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12. Improving rapport with clients……………○       ○            ○ ○       ○  
 

13. Improving client thinking and 
problem solving skills……………………..○       ○            ○ ○       ○  

Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  

 
14. Improving behavioral management 

of clients…………………………………………○       ○            ○ ○       
○  
 

15. *Improving cognitive focus of clients 
during counseling…………………………..……○       ○            ○ ○       
○  
 

16. Using computerized client assessments………….○       ○            ○ ○       
○  

Current pressures to make program  changes come from –  
17. Clients in the program……………………………○       ○            ○ ○       

○  
 

18. Program staff members…………………………..○       ○            ○ ○       
○  
 

19. Program supervisors or managers………………..○       ○            ○ ○       
○  
 

20. Agency board members………………………….○       ○            ○ ○       
○  
 

21. Community action groups……………………….○       ○            ○ ○       
○  
 

22. Funding and oversight agencies…………………○       ○            ○ ○       
○  
 

23. Accreditation or licensing authorities……………○       ○            ○ ○       
○  
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How strongly do you agree or disagree with each of the following 

statements?  
24. You prefer training content that is based 

on scientific evidence……………………….........○       ○            ○ ○       
○  
 

25. Your offices and equipment are adequate………...○       ○            ○ ○       
○  
 

26. You have the skills needed to conduct 
effective counseling………………………….........○       ○            ○ ○       
○  
 

27. Some staff get confused about the main 
goals for this program………………………..........○       ○            ○ ○       
○  
 

28. Staff here all get along very well………………….○       ○            ○ ○       
○  
 

29. Psychodynamic theory is commonly used 
In your counseling here……………………………○       ○            ○
 ○       ○  
 

Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  

 
30. You often have trouble implementing 

concepts learned at conferences…………………○       ○            ○ ○       
○ 
 

31. Program staff understand how this program 
fits as part of the treatment system in your 
community………………………………………○       ○            ○ ○       
○ 
 

32. Treatment planning decisions for clients here 
often have to be revised by a counselor  
supervisor……………………………………….○       ○            ○ ○       
○ 
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33. Staff training and continuing education are 

priorities at this program………………………...○       ○            ○ ○       
○ 
 

34. *Facilities here are adequate for conducting 
counseling……………………………………….○       ○            ○ ○       
○ 
 

35. You frequently share your knowledge of new 
counseling ideas with other staff…………………○       ○            ○ ○       
○ 
 

36. You were satisfied with the training offered 
at workshops available to you last year…………..○       ○            ○ ○       
○ 
 

37. You used the Internet to communicate with 
Other treatment professionals (e.g., list  
Serves, bulletin boards, chat room) in the  
past month………………………………………..○       ○            ○ ○       
○ 
 

38. Management here fully trusts your 
professional judgment…………………………..○       ○            ○ ○       
○ 
 

39. Pharmacotherapy and medications are 
Important parts of this program…………………○       ○            ○ ○       
○  
 

40. There is too much friction among staff 
members…………………………………………○       ○            ○ ○       
○  
 

41. Some staff members here resist any type 
of change…………………………………………○       ○            ○ ○       
○ 

 

 

Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
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(1)               (2)             (3)              (4)                
(5)  

 
42. Ideas and suggestions from staff get fair 

consideration by program management………….○       ○            ○ ○       
○ 
 

43. Staff generally regard you as a valuable 
source of information……………………………○       ○            ○ ○       
○ 
 

44. You have easy access for using the Internet 
at work…………………………………………...○       ○            ○ ○       
○ 
 

45. The staff here always works together as a  
team………………………………………………○       ○            ○ ○       
○ 
 

46. Client assessments here are usually  
conducted using a computer………………………○       ○            ○ ○       
○ 
 

47. Your duties are clearly related to the goals 

of this program…………………………………….○       ○            ○ ○       
○ 
 

48. You learned new skills or techniques 

at a professional conference in the past year………○       ○            ○ ○       
○ 
 

49. You consistently plan ahead and carry 

out your plans……………………………………...○       ○            ○ ○       
○ 
 

50. You are under too many pressures to do your 
job effectively……………………………………..○       ○            ○ ○       
○ 
 

51. Counselors here are given broad authority in  
treating their own clients…………………………○       ○            ○ ○       
○ 
 

52. This program encourages and supports professional 
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growth……………………………………………..○       ○            ○ ○       
○ 
 

53. *Cognitive behavior therapy is used with many of 

your clients here…………………………………...○       ○            ○ ○       
○  
 
 

Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  

 
54.  You read about new techniques and treatment  

information each month…………………………...○       ○            ○ ○       
○  
 

55. Staff here are always quick to help one another  

when needed……………………………………….○       ○            ○ ○       
○  
 

56. Computer problems are usually repaired promptly 

at this program……………………………………...○       ○            ○ ○       
○  
  

57. Novel treatment ideas by staff are discouraged…….○       ○            ○ ○       
○  
 

58. There are enough counselors here to meet current 

client needs………………………………………….○       ○            ○ ○       
○  
 

59. The budget here allows staff to attend  

professional conferences each year…………………○       ○            ○ ○       
○  
 

60. You have enough opportunities to keep your  

counseling skills up-to-date…………………………○       ○            ○ ○       
○  
 

61. Mutual trust and cooperation among staff 

in this program are strong…………………………...○       ○            ○ ○       
○  
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62. Most client records here are computerized………….○       ○            ○ ○       
○  
 

63. You are willing to try new ideas even if some staff 

members are reluctant. ……………………………...○       ○            ○ ○       
○  
 

64. Learning and using new procedures are easy for you.○       ○            ○ ○       
○  
  

65. This program operates with clear goals and objectives○       ○            ○ ○       
○  
 

66. Staff members often show signs of stress and strain.○       ○            ○ ○       
○  
 

67. You have staff meetings weekly…………………○       ○            ○ ○       
○  
  

68. You usually accomplish whatever you set your mind  
on…………………………………………………○       ○            ○ ○       
○  
 

69. It is easy to change procedures here to meet new  
conditions…………………………………………○       ○            ○ ○       
○  

Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  

 
70. Counselors here often try out different techniques 

to improve their effectiveness. …………………..○       ○            ○ ○       
○  
 

71. *You used the Internet to access therapy 
information in the past month……………………○       ○            ○ ○       
○  
  

72. The formal and informal communication channels 
here work very well………………………………○       ○            ○ ○       
○  
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73. Program policies here limit staff access to the  
Internet and use of email…………………………○       ○            ○ ○       
○  
  

74. Offices here allow the privacy needed for  
individual counseling…………………………….○       ○            ○ ○       
○  
  

75. You are sometimes too cautious or slow 
to make changes………………………………….○       ○            ○ ○       
○  
  

76. Staff members are given too many rules here…….○       ○            ○ ○       
○  
  

77. You feel a lot of stress here……………………….○       ○            ○ ○       
○  
  

78. *CBT theory is followed by many of the  
counselors here……………………………………○       ○            ○ ○       
○  
  

79. Program staff are always kept well informed……..○       ○            ○ ○       
○  
 

80. The heavy workload here reduces program 
effectiveness………………………………………○       ○            ○ ○       
○  
  

81. *You regularly read professional journal 
articles or books on therapy  issues…………….....○       ○            ○ ○       
○  
 

82. Communications with other programs 
that have similar interests would help……………○       ○            ○ ○       
○  
 

83. Other staff often ask your advice about program 
procedures………………………………………..○       ○            ○ ○       
○  
  

84. More open discussions about program issues are  
needed here………………………………………○       ○            ○ ○       
○  
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 Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  
 

 
85. This program holds regular in service training….○       ○            ○ ○       

○ 
  

86. You learned new clinical skills or techniques 
from manuals or other self-education materials 
in the past year…………………………………..○       ○            ○ ○       
○ 
 

87. You frequently hear good staff ideas for  
Improving treatment…………………………….○       ○            ○ ○       
○  
 

88. Other staff often ask for your opinions about  
counseling and treatment issues………………..○       ○            ○ ○       
○ 
  

89. You are effective and confident in doing your  
job………………………………………………○       ○            ○ ○       
○ 
 

90. You have a computer to use in your personal 
office space at work……………………………..○       ○            ○ ○       
○  
 

91. Some staff here do not do their fair share of 
work……………………………………………..○       ○            ○ ○       
○ 
 

92. A larger support staff is needed to help 
meet program needs…………………………….○       ○            ○ ○       
○  
 

93. The general attitude here is to use new and 
changing technology……………………………○       ○            ○ ○       
○  
 

94. You do a good job of regularly updating and 
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improving your skills……………………………○       ○            ○ ○       
○ 
  

95. Staff members always feel free to ask questions 
and express concerns in this program……………○       ○            ○ ○       
○ 
  

96. You have the skills needed to conduct effective  
individual counseling…………………………….○       ○            ○ ○       
○  
 

97. Staff frustration is common here…………………○       ○            ○ ○       
○ 
  

98. You need better access while at work to  
counseling resources on the Internet……………..○       ○            ○ ○       
○  

 Disagree Strongly  Disagree   Uncertain   Agree   

Agree St. 
(1)               (2)             (3)              (4)                

(5)  

 
99. Management here has a clear plan for this  

program.................................................................○       ○            ○ ○       
○ 
  

100. You often influence the decisions of  
other staff here…………………………○       ○            ○ ○       

○  
 

101. You have easy access to specialized 
medications or psychiatric advice for  
clients when needed……………………○       ○            ○ ○       

○ 
  

102. You have convenient access to email 
at work………………………………….○       ○            ○ ○       

○ 
  

103. You are encouraged here to try new  
and different techniques…………………○       ○            ○ ○       

○ 
  

104. You are able to adapt quickly when you  
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have to shift focus………………………..○       ○            ○ ○       
○ 
 

105. *Cognitive theory (Beck) guides much 
of your counseling here…………………..○       ○            ○ ○       
○  
 

106. You are viewed as a leader by other staff  
here……………………………………….○       ○            ○ ○       

○  
 

107. Computer equipment at this program is 
mostly old and outdated………………….○       ○            ○ ○       
○  
 

108. This program provides a comfortable  
reception/waiting area for clients…………○       ○            ○ ○       

○ 
  

109. Staff here feel comfortable using 
computers…………………………………..○       ○            ○
 ○       ○  
 

110. Frequent staff turnover is a problem 
for this program…………………………….○       ○            ○
 ○       ○  
 

111. Counselors here are able to spend enough  
time with clients…………………………….○       ○            ○ ○       ○  
 

 

Disagree Strongly  Disagree   Uncertain   Agree   

Agree Str. 
(1)               (2)             (3)              (4)                

(5)  

 
112. Support staff here have the skills they need  

to do their jobs……………………………..○       ○            ○ ○       
○ 

  
113. Clinical staff here are well-trained…………○       ○            ○ ○       

○ 
  

114. The workload and pressures at your program 



                                               
 

148 
 

keep motivation for new training low………○       ○            ○ ○       
○  
 

115. More computers are needed in this program  

for staff to use……………………………….○       ○            ○ ○       
○ 

 
116. You were satisfied with the training  

opportunities available to you last year. …….○       ○            ○ ○       
○ 
 

117. The instruction methods for learning 
new counseling strategies or materials 
that work best for you are: 

Lectures………………………….○       ○            ○ ○       ○ 
Self-study…………………………○       ○            ○ ○       ○ 
Workshops………………………..○       ○            ○ ○       ○ 
Consultants……………………….○       ○            ○ ○       ○ 
In-services……………………….○       ○            ○ ○       ○ 
Supervision/feedback……………○       ○            ○ ○       ○ 

 
None  1 2 3
 4  
 

118. In the last year, how often did you attend 
training workshops held within 50 miles  
of your agency?......................................... ○       ○            ○ ○       

○ 
 

119. In the last year how often did you attend 
training workshops held more than 50  
miles from your agency? …………………○       ○            ○ ○       
○ 
 

120. How many workshops do you expect to  

attend in the next 12 months?....................... ○       ○            ○ ○       
○ 
  

121. In the last year, how many times did  
outside trainers come to your agency to  
give workshops………………………………○       ○            ○ ○       
○ 
  

122. In the last year, how many times did your  
agency offer special in-house training?..............○   ○     ○ ○       
○  
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      Never Rarely Sometimes    A lot      
Always 

123. When you attend workshops how often  
do you try out the new interventions 
or techniques learned?............................. ○       ○            ○ ○       
○ 
  

124. Are your clients interested or responsive 
to new ideas or counseling materials when  
you try them?............................................ ○       ○            ○ ○       

○ 
 

125. In recent years, how often have you adopted  
(for regular use) new counseling interventions 
or techniques from a workshop?................. ○       ○            ○ ○       
○ 
 

126. When you have adopted new ideas into your 
counseling, how often have you encouraged  
other staff to try using them?....................... ○       ○            ○

 ○       ○ 
  

127. How often do new interventions or techniques 
that the staff from your program learn at  
workshops get adopted for general use?....... ○       ○            ○
 ○      ○ 
 

128. How often do new ideas learned from  
workshops get discussed or presented at  
your staff meetings?...................................... ○       ○            ○
 ○  ○ 
 

129. How often does the management at your  
program recommend or support new ideas 
or techniques for use by all counselors?....... ○       ○            ○
 ○      ○  
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6. Training Satisfaction Scale (TSS) 

     CC-TSS    Page 1   

Subject ID: ___ ___ ___ ___ 

Date: ____________________ 

Condition: posttrain, postsup 

 

Training Satisfaction Scale (Tello, Moscoso, Garcia, & Chaves, 2006) 

 

Objectives and content  

 

1. In my opinion the planned objectives were met.  

 

1  2  3  4  5   

Totally disagree      Totally agree  

 

2. The issues were dealt with in as much in depth as the length of the course 

allowed. 

 

1  2  3  4  5   

Totally disagree      Totally agree   

 

3. The length of the course was adequate for the objectives and content.  

 

1  2  3  4  5  

 Totally disagree      Totally agree  
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Method and training context  

 

4. The method was well suited to the objectives and content.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

5. The method used enabled us to take an active part in training.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

6. The training enabled me to share professional experiences with colleagues.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

7. The training was realistic and practical. 

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

8. The documentation given out was of good quality.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  
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9. The training context was well suited to the training process.  

 

1  2  3  4  5   

Totally disagree      Totally agree  

 

Usefulness and overall rating  

 

10. The training received is useful for my specific job.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

11. The training received is useful for my personal development.  

 

1  2  3  4  5   

 Totally disagree      Totally agree  

 

12. The training merits a good overall rating. 

 

1  2  3  4  5   

 Totally disagree      Totally agree  
 

 

 

 

 



                                               
 

153 
 

 

 

 
7. Consultation Feedback Form 

 
Consultation Feedback Form (Adapted from Beck Initiative Practicum Feedback 
Form) 

 

Please take a few moments to complete this questionnaire regarding your 

experience with consultation. Your responses will enable us to shape and tailor future 

consultation. Please be honest with your experience.  

 
1. How would you rate the overall quality of the consultation you have received?  

 

0  1  2  3  4  5 

 6 

Poor  barely adequate mediocre satisfactory good  very good

 excellent 
 

2. Do you feel that the amount of time spent in group consultation is adequate?  
 
Yes, no, maybe 
 

3. At this point, how comfortable would you say you are in applying cognitive-
behavioral therapy with anxious youth?  
 

0  1  2  3  4  5 

 6 

Not at all     Fairly     

 Very 
 

4. Are the group consultation topics relevant to the work with your clients?  
 
Yes, no, maybe 
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5. How comfortable do you feel applying what you have discussed in consultation to 
your client sessions?  

0  1  2  3  4  5 

 6 

Not at all     Fairly     

 Very 

 
6. How would you rate the structure of the sessions?  

 

0  1  2  3  4  5 

 6 

Poor  barely adequate mediocre satisfactory good  very good

 excellent 
 

7. Do you feel that the consultation sessions are good adjunctive training tools to the 
training workshop?  
 
Yes, no, maybe 
 

8. How closely did online consultation mimic face to face meetings?  
 

0 1  2  3  4  5  6 

Not at all     Fairly     

 Very 

 
9. Please rate your experience with using technology (i.e., Webex) during 

consultation? 
 

0  1  2  3  4  5 

 6 

Poor  barely adequate mediocre satisfactory good  very good

 excellent  
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8. Knowledge Test (3 versions) 

Knowledge Test 1 

Subject ID: ___ ___ ___  

Date: ____________________ 

Condition: pretrain, posttrain, postsup 

 

Instructions: Please answer these questions to the best of your ability. If more 

than one question appears to be correct, please choose the best answer to the question.  

 
1. When doing CBT with an anxious youth, it is recommended that therapists begin 

with imaginal exposures prior to engaging in vivo exposures with the client.  
a. True 
b. False 

 
2. Identify which one is not a thinking trap.  

a. The avoider: Staying away from situations you think are scary without 
trying first 

b. The mind-reader: Jumping to conclusions about a person/thing/situation 
without the facts 

c. The shoulds: I should always be perfect, I shouldn’t make mistakes  
d. The gooder: Only seeing the positive and not looking at the bad things 

in the situation  
 

3. Progressive muscle relaxation is composed of: 
a. Tensing and relaxing parts of your body  
b. Taking a nap  
c. Deep breathing  
d. A and C 

4. Which of the following is most true with regard to coping modeling? 
a. Mastery modeling is preferred over coping modeling 
b. Coping modeling increases the similarity between the observer and the 

model 
c. Coping modeling includes initial difficulties (like those of the client), a 

strategy to overcome the difficulty, and then success   
d. Both b and c are correct 

 
5. Which of the following is not an action a youth can take to help themselves when 

they are feeling anxious?  
a. Problem solving 
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b. Coping thoughts 
c. Deep breathing 
d. Progressive muscle relaxation 
e. Getting mom to help them get out of the situation  

 
6. The purpose of the commercial at the end of treatment is to: 

a. Allow the child to show off 
b. Give the child a chance to summarize what was accomplished 
c. Give the child an opportunity to put what was learned into his/her own 

words 
d. Have fun with the therapist 
e. All of the above 

 
7. When the exposure portion of the treatment begins, the therapist should 

a. Display anxiety about exposure tasks 
b. Show confidence in the child 
c. Introduce the most frightening stimulus to the child 
d. Ask the parents for guidance 

 
8. Homework assignments are integral parts of CBT for youth anxiety and are 

assigned upon beginning exposures. 
a. True 
b. False 

 
9. What kind of thought is, “That dog is big and scary, and he might bight me.” 

a. Anxious 
b. Coping 
c. Normal 

 
10. Identify when using SUDS is not appropriate: 

a. Providing feedback to the child about the level of anxiety in the context of 
the feared object/situation  

b.  Data that reflects what happens to the youth’s anxiety when in a specific 
situation 

c. To determine the length of the exposure task 
d. If the SUDS are too high, then the child can opt out of the exposure 

 
11. What is the most appropriate coping thought to counteract the following anxious 

thought: “My parents might be in a car accident while we are separated”?  
a. I should just get over it  
b. It could happen 
c. It is unlikely that mom and dad will be in a car accident  
d. I don’t want to separate from them  

 
12.  Which example below best characterizes avoidance in an anxious youth?  

a. Not going to school because he has the flu 
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b. Not going to a friend’s house because he is in a fight with his friend 
c. Not going to sleepover because he is scared to separate from his 

parents 
 

13. Parents are not involved in CBT for youth anxiety.   
a. True 
b.  False 

 
14. Cognitive behavioral therapy (CBT) for child anxiety is comprised of two main 

segments.  These segments are: 
a. Somatic recognition and cognitive recognition 
b. Psychoeducation and exposure 
c. Exposure and response prevention 
d. None of the above  

 
15. To maximize gains, most exposure tasks call for children to stop being in contact 

with the feared stimulus if the SUDS are increased by 50%.  
a. True 
b. False 

 
16. When a child resists an exposure task, the therapist waits a few minutes for initial 

turmoil to pass and ______ before doing the exposure.  
a. Insists that the child participate 
b. Allows the child to play a game instead of doing the exposure 
c. Gives choices to the child to communicate a sense of control 
d. Brings the parent in the room to facilitate the exposure 

 
17. What is the appropriate sequence for problem solving?  

a. Identify problem, evaluate situations, and pick a plan 
b. Identify problem, generate solutions, and pick a plan 
c. Evaluate situation, pick a plan 
d. Identify problem, generate solutions, evaluate solutions, and pick a 

plan  
 

18. Challenging self-talk refers to: 
a. The role that emotional overreactivity plays in enhancing anxiety 
b. The role that cognition plays in  anxiety 
c. The use of exposure to challenge anxious symptoms  
d. The need to eat a good meal before coming to the session 

 
19. Which of the following is an example of a somatic response to anxiety?  

a. Thoughts racing  
b. Fast heartbeat 
c. Not going to school 
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20. Which statement regarding the anxious response in youth is false?  
a. Anxiety is evolutionary and adaptive 
b. Anxiety can help us perform well  
c. Anxiety is the “fight or flight” response 
d. Anxiety is something that we can cure 

Knowledge Test 2 

Subject ID: ___ ___ ___  

Date: ____________________ 

Condition: pretrain, posttrain, postsup 

 

Instructions: Please answer these questions to the best of your ability. If more 

than one question appears to be correct, please choose the best answer to the question.  
1. Cognitive behavioral therapy (CBT) for child anxiety is divided into two sections 

comprised of: 
a. Psychoeducation and exposure 
b.  Exposure and response prevention 
c. Cognitive recognition and coping skills 
d. Somatic recognition and cognitive recognition 

 
2. Which of the following is the least helpful “attitude and action” a youth can take 

to help themselves when they are feeling anxious?  
a. Problem solving 
b. Coping thoughts 
c. Deep breathing 
d. Getting a drink of water 
e. Progressive muscle relaxation 

 
3. Identify which one is a thinking trap.  

a. The avoider: Staying away from situations you think are scary 
without trying first 

b.  None of the above  
c. The facer: Always facing situations that are scary 
d. The optimist: Only seeing the positive and not looking at the bad things in 

the situation 
 

4. The purpose of parent involvement in individual CBT for child anxiety is to: 
a. Allow the child to show off to their parents and a chance to summarize 

what was accomplished 
b.  Tell the parents they should not be involved in treatment 
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c.  Provide treatment information to the parents and an opportunity for 
parental concerns to be discussed 

d.  None of the above 
 

5. Homework assignments are integral parts of CBT for child anxiety. 
a. True 
b. False 

 
6. What is the most appropriate coping thought to counteract the following anxious 

thought: “I might fail that test”?  
a. I should just get over it 
b. It could happen 
c. It’s not likely that I’ll fail the test 
d. I don’t want to take the test 

 
7. When a child resists an exposure task, what can the therapist do to facilitate 

participation? 
a. brings the parent in the room to facilitate the exposure 
b. give choices to the child to communicate a sense of control 
c. insist that the child follow the program 
d. allow the child to play a game instead of doing the challenge 

 
8. The most important aspect of the last session with the child is to ________. 

a. Have fun producing the commercial 
b.  Bring closure to the therapeutic relationship 
c.  A and B 
d. Build rapport with the child 

 
9. Which example below best characterizes avoidance in an anxious youth?  

a. Not going to school because he has to give a presentation  
b. Not going to a friend’s house because he has too much homework  
c. Not going out on Friday night because he would rather spend time with 

the family 
 

10. Discussing self-talk is important in order to identify: 
a. The role that anxious feelings and somatic responses play in feeling 

anxious 
b. The need to eat a good meal before coming to the session   
c. The use of exposure to challenge anxious symptoms  
d. The role that cognition plays in  anxiety 

11. How best should a therapist display coping modeling? 
a. Disclosing a fear or anxiety provoking situation that the therapist 

experienced, how it felt, and how it was handled 
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b. Disclosing a fear or anxiety provoking situation that the therapist 
experienced where something bad happened  

c. Disclosing a fear of anxiety provoking situation that the therapist 
experienced, and how it was avoided 

d. None of the above  
 

12. To maximize gains, most exposure tasks call for children to remain in contact 
with the feared stimulus until SUDS are reduced by at least 50%.  

a. True 
b.  False 

 
13. Which statement below is true regarding the anxious response? 

a. Anxiety is evolutionary and adaptive 
b. Anxiety should be cured   
c. All kids experience distressing and impairing amounts of anxiety  
d. It’s okay for your client to avoid things that frighten them  

 
14. What kind of thought is, “That dog is big and scary, but he is my friend’s dog and 

he probably won’t hurt me.” 
a. Anxious 
b. Coping 
c. Normal 

 
15. Prior to beginning the exposure tasks, the therapist should 

a. Ask the parents for guidance 
b. Show confidence in the child to be able to perform the tasks without 

guidance 
c. Make sure the child understands the FEAR plan and how it will be 

used  
d. Display anxiety about exposure tasks 

 
16. Progressive muscle relaxation and deep breathing should be practiced together.  

a. True 
b. False 

 
17. Identify when using SUDS is appropriate: 

a. During the relaxation task   
b.  To determine how scared the child is during the first session. 
c. As a coping skill for children to let their parents know their level of 

anxiety at home 
d. Providing feedback to the child about the level of anxiety in the 

context of the feared object/situation 
 

18. CBT for child anxiety calls for only one type of exposure with the client: in vivo 
situations.  
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a. True 
b. False 

 
19. What is the appropriate sequence for helping your client if they are feeling 

anxious?  
a. Identify their thoughts, identify their bodily sensations, take an attitude or 

action to help, rewarding themselves 
b. Identify their bodily sensations, identify their thoughts, reward themselves 
c. Identify why they are anxious, take an attitude or action to help 
d. Identify their bodily sensations, identify their thoughts, take an 

attitude or action to help, reward themselves 
 

20. Which of the following is an example of a cognitive response to anxiety?  
a. Thoughts racing  
b. Fast heartbeat  
c. Not going to school  

Knowledge Test 3 

Subject ID: ___ ___ ___ ___ 

Date: ____________________ 

Condition: pretrain, posttrain, postsup 

 
1. When a child attempts to not participate in an exposure task, what can the 

clinician do to encourage the child? 

a. Try to make sense of the resistance 
b. Reflect the child’s resistance 
c. End the session and work on it next time 
d. Give choices to the child to allow them to feel a sense of control 

 
2. It is recommended that parents be present in the room for all sessions in CBT for 

child anxiety.  
a. True 
b. False 

 
3. What is the most appropriate coping thought to counteract the following anxious 

thought: “Everyone will laugh at me if I stutter when I read out aloud”?  
a. Get over it 
b. Just do it 
c. Everyone makes mistakes once in a while 
d. I’ll probably be sweaty 
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4. Homework is an integral part of CBT for youth anxiety and is assigned in each 

session.  
a. True 
b. False 

 
5. Which statement below is not true regarding the anxious response? 

a. Anxiety is evolutionary and adaptive  
b. Treatment for anxiety “turns down the volume” of anxiety    
c. All kids experience distressing and impairing amounts of anxiety 
d. Many kids with distressing and impairing anxiety try to avoid the 

situations that they fear 
 

6. The least important aspect of the first session is to____________. 
a. Build rapport with the child 
b. Play a get to know each other exercise 
c. Play a fun game at the end of the session 
d. Ask child to speak at length about their anxiety 

 
7. Which of the following is an action a youth can take to help themselves when 

they are feeling anxious?  
a. Problem solving 
b. Coping thoughts 
c. Deep breathing 
d. Progressive muscle relaxation 
e. All of the above 

 
8. Which of the following is an example of an avoidant response to anxiety?  

a. Thoughts racing  
b. Fast heartbeat  
c. Not going to school because of a feared presentation 

 
9. What is the appropriate sequence for helping your client if they are feeling 

anxious? 
a. Identify their bodily sensations, identify their thoughts, take an 

attitude or action to help, reward themselves  
b. Nothing, they will be able to help themselves after receiving treatment 
c. Help them problem solve 
d. Help them come up with coping thoughts 

 
10. One treatment for child anxiety is cognitive behavioral therapy (CBT). It is 

comprised of two sections: 
a. Behavior training and cognitive coping skills 
b. Imaginal and in vivo exposures 



                                               
 

163 
 

c. Relaxation training and exposures 
d. Psychoeducation and exposure 

 
11. Which example below best characterizes parental accommodation?  

a. Allowing the child to not go to school because he has to give a 
presentation and he’s scared  

b. Allowing the child to not going to a friend’s house because he has too 
much homework 

c. Allowing the child to not go out on Friday night because he would rather 
spend time with the family   
 

12. The purpose of SUDS ratings are to: 
a. allow the child to measure her own rating of effort and performance 
b. allow the child to show off to their parents and a chance to summarize 

what was accomplished 
c. allow the child to indicate when it is time to stop the exposure 
d. allow the child to build rapport with the therapist 

 
13. What kind of thought is, “Although I feel a bit scared about that big dog, my 

parents probably wouldn’t let me pet it if it were dangerous.” 
a. Anxious 
b. Coping 
c. Normal 
 

14. Identify which one is not a thinking trap. 
a. Walking with blinders: Only seeing the negative and overlooking good in 

the situation  
b. The repetitor: If it happened once it is always going to happen that way 
c. The catastrophiser: Always thinking the worst ever is going to happen  
d. The somatizer: Focusing on bodily feelings 
 

15. To maximize gains, most exposure tasks call for children to stop being in contact 
with the feared stimulus if the SUDS are reduced by 10%.  

a. True 
b. False 
 

16. Progressive muscle relaxation involves the tensing and relaxing of muscles from 
the head down to the toes.  

a. True 
b. False 

 
17. When the exposure task is too difficult for the child, the therapist can 

a. Force them to engage in it 
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b. Allow them to not participate without discussion as to not make them feel 
badly 

c. Break down the task into parts in order to find success to make sure 
the child does not feel like the whole task was a failure 

d. Talk to the parents about the child’s inability to participate 
 

18. What is coping modeling? 
a. When the therapist models the child’s coping skills  
b. When the therapist tells the child how they should cope in an anxious 

situation 
c. when the therapist discloses a prior fear which made her feel anxious and 

how it was handled 
d. A and C 

 
19. CBT for youth anxiety calls for only one type of exposure with the client: 

imaginal exposure 
a. True 
b. False 

 
20. Cognitive restructuring is discussed in reference to: 

a. the role that anxious thoughts plays in anxiety 
b. the role that somatic responses play in feeling anxious 
c. the use of exposure to challenge anxious symptoms 
d. rating performance and rewarding efforts for coping with situations 
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9. Self-efficacy questionnaire (SEQ) 

Self-Efficacy Questionnaire  

With each of the following questions regarding the delivery of Cognitive 

Behavioral Therapy (CBT) to clients with an anxiety disorder, please rate your 

confidence level on a scale of 0-10; 0 being not confident at all, and 10 being 

extremely confident. 

 How confident are you in your ability as a therapist to help your client:  

a. Identify their somatic responses?   _____ 

b. Identify their anxious cognitions?  _____ 

c. Use relaxation strategies (e.g., breathing, progressive muscle relaxation)?  
_____ 

d. Challenge anxious thoughts? ____ 

e. Use problem solving skills? _____ 
f. Use positive reinforcement? ____ 
g. Setting up exposure tasks (e.g., FEAR hierarchy)? ____ 
h. Implementing exposure tasks? _____ 
i. Teach and role-play the FEAR plan?  _____  
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10. Vignettes for PBRP 

Vignette 1 

Background:  
Your client, Jake, is an 11 year old boy in the 6th grade. According to his parents, he 
speaks freely with them, but only rarely in school and when he does, he speaks very 
softly. His teacher said that Jake is liked by other children in class, but does not initiate 
contact with them, and that he is withdrawn and usually responds to her with one- or two-
word answers.  

 
Jake did not speak to the diagnostician during the intake interview. He nodded and shook 
his head to respond, or shrugged his shoulders. He endorsed having difficulty answering 
questions in class, asking the teacher for help, speaking to strangers, going to parties or 
social events, and inviting friends over to his house. Jake’s parents are concerned that his 
difficulties speaking in school are interfering with his school performance (he does not 
ask questions, he has difficulty with class presentations). Jake’s mother reported that he 
does not have any friends, and that when she has invited other children (specifically 
neighborhood children) to their house to play with them, he is so quiet and withdrawn 
that she has had to intervene to entertain the children. His father reported believing that 
he “just prefers to be alone,” and that he is “a shy kid.”  

 
Instructions: You have just completed the psychoeducation portion of treatment, and you 
are about to embark on the sessions focusing on behavioral exposure. In your last session 
with Jake, you both agreed that his first exposure will be to practice asking questions of 
other people (e.g., doing a survey about favorite colors) so that eventually he feels 
comfortable asking his teacher for help. Jake indicated low levels of anxiety regarding 
this task. He mentioned that in this situation he worried that his heart would be racing, 
and that others might laugh at him for asking a question. Before beginning the actual 
exposure with Jake, it is necessary to prepare for the exposure task.  
 
Please demonstrate in a role-play how you would prepare for this exposure task 
(e.g., asking people what their favorite color is) with the staff member present on the 
phone acting as Jake. If you are not sure of how to proceed, please just do the best that 
you can (i.e., how you would normally treat an anxious youth in your clinical work). 
Please prepare for 5 minutes prior to your scheduled phone assessment. You have 8 
minutes to complete the role-play.  Please note that you will be taped for the whole 8 
minutes regardless of whether or not you are finished with the role-play for 
standardization purposes. 

Vignette 2:  

Background:  
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Your client, Mike, is an 11 year old boy in the 6th grade. According to his parents, he 
speaks freely with them, but only rarely in school and when he does, he speaks very 
softly. His teacher said that Mike is liked by other children in class, but does not initiate 
contact with them, and that he is withdrawn and usually responds to her with one- or two-
word answers.  

 
Mike did not speak to the diagnostician during the intake interview. He nodded and 
shook his head to respond, or shrugged his shoulders. He endorsed having difficulty 
calling friends, speaking to unfamiliar adults (such as ordering in a restaurant), making 
eye contact with adults, and avoiding school presentations. Mike’s parents are concerned 
that his difficulties speaking in school are interfering with his school performance (he 
does not ask questions, he has difficulty with class presentations). Mike’s mother 
reported that he does not have any friends, and that when she has invited other children 
(specifically neighborhood children) to their house to play with them, he is so quiet and 
withdrawn that she has had to intervene to entertain the children. His father reported 
believing that he “just prefers to be alone,” and that he is “a shy kid.”  

 
Instructions: You have just completed the psychoeducation portion of treatment, and you 
are about to embark on the sessions focusing on behavioral exposure. In your last session 
with Mike, you both agreed that his first exposure will be to practice picking up the 
phone and calling his grandmother so that eventually he feels comfortable calling his 
friends on the phone. Mike indicated low levels of anxiety regarding this task. He 
mentioned that in this situation he worried that he might feel short of breath, and that he 
won’t know what to say on the phone. Before beginning the actual exposure with Mike, it 
is necessary to prepare for the exposure.  
 
Please demonstrate in a role-play how you would prepare for this exposure task 
(e.g., making a phone call to his grandmother) with the staff member present on the 
phone acting as Mike. If you are not sure of how to proceed, please just do the best that 
you can (i.e., how you would normally treat an anxious youth in your clinical work). 
Please prepare for 5 minutes prior to your scheduled phone assessment. You have 8 
minutes to complete the role-play.  Please note that you will be taped for the whole 8 
minutes regardless of whether or not you are finished with the role-play for 
standardization purposes. 

 
Vignette 3 

 
Background:  
Your client, Ethan, is an 11 year old boy in the 6th grade. According to his parents, he 
speaks freely with them, but only rarely in school and when he does, he speaks very 
softly. His teacher said that Ethan is liked by other children in class, but does not initiate 
contact with them, and that he is withdrawn and usually responds to her with one- or two-
word answers.  

 
Ethan did not speak to the diagnostician during the intake interview. He nodded and 
shook his head to respond, or shrugged his shoulders. He endorsed having difficulty 
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calling friends, speaking to unfamiliar adults (such as ordering in a restaurant), making 
eye contact with adults, and avoiding school presentations. Ethan’s parents are concerned 
that his difficulties speaking in school are interfering with his school performance (he 
does not ask questions, he has difficulty with class presentations). Ethan’s mother 
reported that he does not have any friends, and that when she has invited other children 
(specifically neighborhood children) to their house to play with them, he is so quiet and 
withdrawn that she has had to intervene to entertain the children. His father reported 
believing that he “just prefers to be alone,” and that he is “a shy kid.”  

 
 

Instructions: You have just completed the psychoeducation portion of treatment, and you 
are about to embark on the sessions focusing on behavioral exposure. In your last session 
with Ethan, you both agreed that his first exposure will be to practice ordering for himself 
at the restaurant down the street. Ethan indicated low levels of anxiety regarding this task. 
He mentioned that in this situation he worried that he have stomach pain, and that he 
might say the wrong thing and feel embarrassed. Before beginning the actual exposure 
with Ethan, it is necessary to prepare for the exposure.  

 
Please demonstrate in a role-play how you would prepare for this exposure task 
(e.g., ordering food at a restaurant) with the staff member present on the phone 
acting as Ethan. If you are not sure of how to proceed, please just do the best that you 
can (i.e., how you would normally treat an anxious youth in your clinical work). Please 
prepare for 5 minutes prior to your scheduled phone assessment. You have 8 minutes to 
complete the role-play.  Please note that you will be taped for the whole 8 minutes 
regardless of whether or not you are finished with the role-play for standardization 
purposes. 
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11. Adherence and Skill Checklist 

ID NUMBER:  

Condition: Colgate, Temple, Maret 

CODER:  

 

Adherence and Skill Checklist 

 
1. Preparing the child for the exposure 

 
a. Feeling Frightened/Somatic Symptoms of Anxiety 

i. Did the therapist help the child identify what physical feelings they 
might experience during the exposure (e.g. stomach ache)? 
 

Yes No 

 
b. Expecting Bad Things to Happen/Anxious Cognitions 

i. Did the therapist help the child identify what anxious thoughts they 
might have during the exposure (e.g., I might make a mistake)? 

 
Yes No 

 
c. Attitudes and Actions that can Help 

i. Did the therapist mention or have the child practice deep breathing 
and/or progressive muscle relaxation to cope with anxious bodily 
feelings (e.g., belly breathing, squeezing lemons)? 
 

Yes No 
 

ii.  Did the therapist help the child generate a coping thought as a way 
to cope with anxious thoughts (e.g., I can do it, Even if I make a 
mistake, I can get through it)?  
 

Yes No 
 

iii.  Did the therapist walk the child through problem-solving possible 
problems that may come up during the exposure (e.g., what to do if 
you make a mistake – walk away, ask the question again)? 
 

Yes No 
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d. Rewards 
i. Did the therapist plan a reward with the child for facing their fear 

(e.g., special time with therapist, ice cream)?  
 

Yes No 

Core Adherence:       /6 

 
2. Other general considerations 

 
a. Did the therapist ask the child’s anxiety rating (e.g., SUDS rating) at any 

point (e.g., What is your number, fear rating, etc.)?  
 

Yes No 
 

b. Did the therapist use cognitive restructuring techniques to help the child 
come up with a coping thought (e.g., How likely is it that you will mess 
up? Has that ever happened to anyone you know before? What is the worst 
that can happen)? 
 

Yes No 

  
c. Did the therapist have the child imagine engaging in the exposure (e.g., 

practicing calling the grandmother?) 

 
Yes No 

 
d. Was the therapist a coping model (i.e., gave an example of when they felt 

anxious and how they coped?) 
 

Yes No 
 

Additional Adherence factors:        /4 

 

TOTAL ADHERENCE SCORE (CORE+ADDITIONAL): _______/10  
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Skill Ratings 

 
1. How skillful was the clinician’s performance in preparing the child for the 

exposure using the cognitive-behavioral framework? (i.e. how well did the 
individual show the skills they learned?) 

 

1  2  3  4  5  6  

 7 

Not well          

 Very Well 

 

 
2. How coherent was the presentation of the exposure task? (i.e. how all over the 

place was the therapist, how organized were they, did they follow the organization 
outlined in the adherence section) 

 

1  2  3  4  5  6  

 7 

Not coherent          Very 

coherent 
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12. Identification and Treatment of Anxious Youth 

Please answer the following questions to the best of your ability. When answering 

them, please consider your experience during the past 3 months.  
1. How would you describe your primary (e.g., where you spend the largest 

percentage of your time) clinical setting? 

a. university training clinic 

b. private practice 

c. community mental health center 

d. inpatient psychiatric hospital 

e. school 

f. medical hospital 

g. I do not see youth clinically 

h. Other (specify):____________ 

2. During the past 3 months, what was the age range of youth that you worked with? 
__________________________________________________________________
______ 
 

3. During the past 3 months, how many anxious youth did you treat?  
__________________________________________________________________
______ 

4. Of the anxious youth you treated over the past 3 months, how many anxious 
youth did you treat with cognitive behavioral therapy (CBT)? 
__________________________________________________________________
______ 

 
5. During the past three months, how many anxious youth did you treat with another 

treatment modality? 
__________________________________________________________________
______ 
 

6. If anxious youth were treated with another treatment modality, please specify 
what treatment you used: 
__________________________________________________________________
______ 
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7. Please specify the primary components of any non-CBT types of services (circle 

all that apply) provided for anxious youth? 
a. Peer support/group intervention 
b. Supportive therapy 
c. Play therapy 
d. Relaxation/deep breathing (without other cognitive-behavioral 

components) 
e. Family therapy 
f. Other _________________________ 

 
8. Over the past 3 months, how many sessions, on average did treatment for anxious 

youth typically last? 

____________________________________________________________

______ 

 
9. Please circle the number that best describes the involvement of parents in the 

services provided for anxious youth during the past 3 months. 

 

Parents were involved:  

1  2  3  4  5 

Not at all           A little            Some             A lot        Very much       

 
10. Please specify any challenges (circle all that apply) you experienced in the 

treatment of anxious youth over the past 3 months. 
a. I felt the child needed more treatment then I had the time to give him/her 
b. The treatment I provided did not work/was insufficient 
c. The family was not supportive of treatment  
d. I did not feel I knew how to help the child 
e. The child was not engaged in or open to the treatment I provided 
f. Other _________________________ 
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APPENDIX C  
 

    Training Materials 
 

1. Comparisons between the three training conditions  

2. Routine training materials  

a. PowerPoint presentation 

3. Augmented training materials  

a. PowerPoint presentation 

b. interteach preparation guide 

c. behavioral role-plays 

4. Computer training materials  

a. DVD table of contents 

b. screenshots  
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1. Comparison of the three conditions. 

 

 Routine Training Computer Training Augmented Training 

Learning 

strategy 

Passive (didactic 

presentation) 

Passive (didactic 

presentation) and 

active (case vignettes, 

interactive exercises) 

Passive 

(didactic 

presentation), and 

active (interteach, 

behavioral role-play) 

Learning 

content 

Session by session Session by session Principles 

Duration 6 hours 6 hours 6 hours 
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2. Routine Training Materials (Powerpoint) 
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3. 



                                               
 

187 
 



                                               
 

188 
 



                                               
 

189 
 



                                               
 

190 
 



                                               
 

191 
 

3. Augmented Training Materials (Powerpoint) 
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Preparation Guide for AT Training Condition (modeled on Boyce and Hineline’s (2005) 

interteach method) 

 

Prepare to discuss each of the following questions or topics with your workshop 

partners.  

Coping modeling:  

 
1) Describe the difference between coping modeling and mastery modeling, and 

detail why one is preferred over the other.  
2) Explain the rationale behind self-disclosure in CBT for child anxiety.  

Identifying somatic cues and relaxation: 

 
3) Now that you know how to do relaxation training, identify several problems that 

may occur when engaging in relaxation with your clients. Problem-solve some 
ways to work around these difficulties.  

Addressing child self-talk:  

 
4) Discuss the role of self-talk in the CBT model and how it influences behavior.  
5) Discuss a recent situation in which you felt anxious. Identify your anxious self-

talk. Then challenge these anxious thoughts using the questions provided and 
come up with a coping thought. 

Problem solving: 

 
6) Practice problem-solving with your workshop partner(s) in a low anxiety-

provoking situation (e.g. you don’t like oysters but your date ordered them for 
dinner).  Engage in problem-solving in a high anxiety-provoking situation (e.g. 
you have to give a speech in front of the workshop and you aren’t prepared).  

Exposure tasks and prevention of avoidance:  

 
7) What do you think the main point is of an exposure task? Discuss what you would 

do if the child will not engage an exposure.  
8) Do you have any concerns about exposing kids to their feared situations?  
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Role-play 1: Coping modeling 

 

The client is a 9-year-old female who has a fear of separating from her parents.  

 

Therapist: You are the therapist for this client. Provide an example of a time when 

you felt anxious (e.g., you were on a plane and feel frightened). Ensure to use coping 

modeling rather than mastery modeling in an effort to allow the child to see that 

everyone feels anxious and that we can learn skills to cope with the anxiety.  
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Role-play 1: Coping modeling 

 

The client is a 9-year-old female who has a fear of separating from her parents.  

 

Client: You are a 9 year old who fears separating from her parents.  
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Role-play 1: Coping modeling 

 

The client is a 9-year-old female who has a fear of separating from her parents.  

 

Observer: You are the observer in this situation. Please look for the following 

principles in the therapist-client interaction. Check off which principles the 

therapist engaged in. When you give feedback to the therapist, please make sure to 

mention positive behaviors and behaviors that the therapist can work on.  

 

____ Therapist introduces a personal situation in which s/he 

felt anxious (e.g., I was on a plane and I was scared of 

flying). 

____ Therapist engages in coping modeling (e.g., I was really 

scared, and at first, I had all of these scary thoughts 

that the plane might crash. I took some deep breaths, 

and had the coping though that “flying is safer than 

driving”).  

_____ Therapist displays good clinical skills (e.g., makes eye 

contact, validates the child, allows the child time to 

speak).  
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Role-play 2: Somatic Cues & Relaxation 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach.  

 

Therapist: You are the therapist for this client. Introduce deep breathing, and 

engage in a brief progressive relaxation exercise with the child. Make sure that the 

child experiences feeling tense and then feeling relaxed.  
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Role-play 2: Somatic Cues & Relaxation 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach.  

 

Client: You are a 9 year old who fears separating from her parents. When it is time 

to leave mom and dad, you start to feel like you have butterflies in your stomach, 

and sometimes you feel like you may be sick.  
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Role-play 2: Somatic Cues & Relaxation 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach.  

 

Observer: You are the observer in this situation. Please look for the following 

principles in the therapist-client interaction. Check off which principles the 

therapist engaged in. When you give feedback to the therapist, please make sure to 

mention positive behaviors and behaviors that the therapist can work on.  

 

____ Therapist introduces how anxiety affects our body (e.g., 

when we feel nervous, there are signs from our body 

like a stomachache).  

_____ Therapist differentiates between feeling tense and 

feeling relaxed (e.g., spaghetti body versus robot body) 

_____ Therapist teaches the child deep breathing. 

_____ Therapist engages in muscle relaxation for at least one 

set of muscles (e.g., squeezing lemons, jawbreaker).   

_____ Therapist displays good clinical skills (e.g., makes eye 

contact, validates the child, allows the child time to 

speak).  
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Role-play 3: Identifying and challenging child self-talk 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them.  

 

Therapist: You are the therapist for this child. Introduce the idea of anxious self-

talk and coping self-talk. Help the child generate coping thoughts in the face of 

anxious thoughts. Also try to help the child be a detective and gather evidence of the 

likelihood of her anxious fears.  
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Role-play 3: Identifying and challenging child self-talk 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them.  

 

Client: You are a 9 year old who fears separating from her parents. When you are 

not with your parents, you have thoughts that something really bad will happen to 

you, like you will be kidnapped by a bad person. You also worry about what might 

happen to your parents when you aren’t with them (like they might die in a car 

accident).  
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Role-play 3: Identifying and challenging child self-talk 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them.  

 

Observer: You are the observer in this situation. Please look for the following 

principles in the therapist-client interaction. Check off which principles the 

therapist engaged in. When you give feedback to the therapist, please make sure to 

mention positive behaviors and behaviors that the therapist can work on.  

 

____ Therapist introduces the idea of self-talk (e.g., We have 

thoughts, and this can affect how we behave). 

____ Therapist differentiates between anxious self-talk (e.g. I 

will be kidnapped) and coping self-talk (e.g. It’s not 

very likely that I will be kidnapped based on the 

evidence). 

_____ Therapist helps child ask questions that allow the 

child’s anxious self-talk to shift (e.g., How likely is that 

to happen? Has that ever happened before? Do you 

know anyone who has been kidnapped?) 

_____ Therapist displays good clinical skills (e.g., makes eye 

contact, validates the child, allows the child time to 

speak).  
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Role-play 4: Problem-solving 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them. Her behavioral manifestation 

of her separation anxiety is that she tantrums when she has to separate from her parents, 

and frequently will not physically let go of her mother. The child also insists upon 

sleeping with her parents each night.  The parents would also like to sleep without their 

child.  

 

Therapist: You are the therapist for this client. Teach the child how to problem-

solve. Practice problem-solving with her in a low anxiety-provoking situation (e.g. 

she doesn’t like broccoli but her mom made them for dinner).  Now try it in a high 

anxiety-provoking situation (e.g. sleeping alone in her bed).  
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Role-play 4: Problem-solving 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them. Her behavioral manifestation 

of her separation anxiety is that she tantrums when she has to separate from her parents, 

and frequently will not physically let go of her mother. The child also insists upon 

sleeping with her parents each night.  The parents would also like to sleep without their 

child.  

 

Client: You are a 9 year old who fears separating from her parents. It’s very hard to 

sleep in your own bed at night, and you feel much safer when you are sleeping in 

your parent’s bed.  
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Role-play 4: Problem-solving 

 

The client is a 9-year-old female who has a fear of separating from her parents. When it is 

time to separate from her parents, she becomes very tense and has an upset stomach. The 

client worries that if she is alone, something bad will happen to her (e.g., someone may 

kidnap her). The client also worries that something bad will happen to her parents (e.g., 

they will die in a car accident) when she is not with them. Her behavioral manifestation 

of her separation anxiety is that she tantrums when she has to separate from her parents, 

and frequently will not physically let go of her mother. The child also insists upon 

sleeping with her parents each night.  The parents would also like to sleep without their 

child.  

 

Observer: You are the observer in this situation. Please look for the following 

principles in the therapist-client interaction. Check off which principles the 

therapist engaged in. When you give feedback to the therapist, please make sure to 

mention positive behaviors and behaviors that the therapist can work on.  

 

____ Therapist introduces the idea of problem-solving (e.g., 

brainstorming solutions to problems). 

_____ Therapist helps child practice problem solving in low 

anxiety-provoking situation (e.g., broccoli for dinner) 

_____ Therapist helps child practice problem solving in a high 

anxiety-provoking situation (e.g., sleeping in own bed).  

_____ Therapist displays good clinical skills (e.g., makes eye 

contact, validates the child, allows the child time to 

speak).  
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Role-play 5: Behavioral Exposure  

 

The client is a 9-year-old female who has a fear of separating from her parents. The client 

worries that if she is alone, something bad will happen to her (e.g., someone may kidnap 

her). The client also worries that something bad will happen to her parents (e.g., they will 

die in a car accident) when she is not with them. Her behavioral manifestation of her 

separation anxiety is that she tantrums when she has to separate from her parents, and 

frequently will not physically let go of her mother. The child also insists upon sleeping 

with her parents each night.  The parents would also like to sleep without their child. 

When it is time to separate from her parents, she becomes very tense and has an upset 

stomach. The child’s behavior is interfering because the client has trouble going to school 

and has not made many friends because she is unwilling to go on play-dates without her 

parents. 

 

Therapist: You are the therapist for this client. Plan the first exposure with the 

child. Give the child a few options of exposures that she may be willing to try with 

you (e.g., scavenger hunt by herself, 5 minutes alone in the room without her 

parents, having her mom drop her off to therapy without coming in). Let the child 

decide what the first exposure is, and then go ahead and plan for the exposure by 

using the principles you have learned throughout the day. Plan for the exposure by 

discussing somatic symptoms in the body, anxious thoughts, coping 

thoughts/challenging anxious thoughts and actions that may help her anxiety (e.g., 

deep breaths, one set of progressive muscle relaxation), and to plan a reward.  
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Role-play 5: Behavioral Exposure  

 

The client is a 9-year-old female who has a fear of separating from her parents. The client 

worries that if she is alone, something bad will happen to her (e.g., someone may kidnap 

her). The client also worries that something bad will happen to her parents (e.g., they will 

die in a car accident) when she is not with them. Her behavioral manifestation of her 

separation anxiety is that she tantrums when she has to separate from her parents, and 

frequently will not physically let go of her mother. The child also insists upon sleeping 

with her parents each night.  The parents would also like to sleep without their child. 

When it is time to separate from her parents, she becomes very tense and has an upset 

stomach. The child’s behavior is interfering because the client has trouble going to school 

and has not made many friends because she is unwilling to go on play-dates without her 

parents. 

 

Client: You are a 9 year old who fears separating from her parents. It is the first 

time to practice facing your fears. Your therapist will let you choose what the 

challenge for the day will be.  
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Role-play 5: Behavioral Exposure  

The client is a 9-year-old female who has a fear of separating from her parents. The client 

worries that if she is alone, something bad will happen to her (e.g., someone may kidnap 

her). The client also worries that something bad will happen to her parents (e.g., they will 

die in a car accident) when she is not with them. Her behavioral manifestation of her 

separation anxiety is that she tantrums when she has to separate from her parents, and 

frequently will not physically let go of her mother. The child also insists upon sleeping 

with her parents each night.  The parents would also like to sleep without their child. 

When it is time to separate from her parents, she becomes very tense and has an upset 

stomach. The child’s behavior is interfering because the client has trouble going to school 

and has not made many friends because she is unwilling to go on play-dates without her 

parents. 

Observer: You are the observer in this situation. Please look for the following 

principles in the therapist-client interaction. Check off which principles the 

therapist engaged in. When you give feedback to the therapist, please make sure to 

mention positive behaviors and behaviors that the therapist can work on.  

 

____ Therapist gives the child a choice in which challenge to 

do. 

____ Therapist discusses somatic cues to anxiety the child 

may feel during the challenge  

_____ Therapist discusses anxious cognitions the child may 

feel during the challenge.  

_____ Therapist provides the child with coping strategies to 

face the anxiety (e.g., deep breathing, relaxation, coping 

thoughts, challenging anxious thoughts). 

_____ Therapist plans a reward for fears faced.  
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_____ Therapist displays good clinical skills (e.g., makes eye 

contact, validates the child, allows the child time to 

speak).  
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Computer Training Materials 

 

Table of Contents 
1. Introduction (40 min) 
2. Session 1: Building rapport and treatment orientation (20 min) 
3. Session 2: Identifying anxious feelings (35 min) 
4. Session 3: Identifying somatic responses to anxiety (30 min) 
5. Session 4: Meeting with parents (10 min) 
6. Parent Meetings: General comments for Session 4 and 9 (15 min) 
7. Session 5: Relaxation training (60 min) 
8. Session 6: Identifying anxious self-talk and learning to challenge anxious 

thoughts (30 min) 
9. Second meeting with parents (15 min) 
10. Exposure tasks: Overviews of sessions 10-16 (60 min) 
11. Session 16: Final practice, producing a commercial, and termination (15 min) 
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Session 1 sample screen shot: Goals of Session 1 
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Session 2 sample screen shot: Purpose of Session 2 
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Session 3 screen shot: Introduce the “F” step 
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Session 4 screen shot: Offering ways for parents to be involved in treatment 
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Session 5 screenshot: “Watch it” of relaxation training  
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Session 6 screen shot: Challenging anxious self-talk 
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Session 8 screen shot: Tip about rewards 
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Session 9 screen shot: Sample question from knowledge check at end of session module 

 

 



                                               
 

230 
 

Exposure sessions screen shot: “Watch it” clip 
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Session 16 screen shot: “Watch it” commercial 

 

 


