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ABSTRACT

Establishing evidence-based training for therapistsof paramount importance for
effective dissemination of evidence-based intefeast Using cognitive-behavioral
therapy (CBT) for child anxiety, this study compataree therapist training conditions:
() routine training: a workshop that covered acefmemanual, (2) computer training:
computer-based training via an interactive DVD, &)daugmented training: a workshop
that included a focus on core CBT competencies autve learning with behavioral
rehearsal. Training success was operationalized(13sadherence to CBT for child
anxiety, (2) therapeutic skillfulness, (3) a knosde test, (4) and training satisfaction.
The study also investigated the degree to whiclswitettion following training impacted
therapist outcomes. Participants (115 therapiswjewandomly assigned to training
condition and, following training, were invited participate in weekly consultation. The
results indicate that all three training conditiomere effective in improving therapist
adherence, skill, and knowledge. Participants waost satisfied with the in-person
conditions. With regard to consultation, the numioérconsultation hours attended
significantly predicted therapist training outcomethis finding underscores the

importance of consultation when training therapists
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CHAPTER 1
INTRODUCTION

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

The American Psychological Association (APA) and thmerican Academy of
Child and Adolescent Psychiatry (AACAP) support dernice-Based Practice (EBP;
APA, 2005; AACAP, 2006), defined as “the integratiof the best available research
with clinical expertise” (APA, 2005). Despite recomandations made by national
accreditation bodies, most individuals in need oths evidence-based psychosocial
treatments do not receive them (President’'s Newedénmn Commission on Mental
Health, 2004; United States Surgeon General, 199@nhd when they do receive such
evidence-based services, it is usually after a Idatay of up to nine years (Green,
Ottoson, Garcia, & Hiatt, 2009). In the case of thowith mental health difficulties, a
recent report states the “20/20” problem: Of th&o26f youth in need of mental health
services, only 20% of youth actually receive suetvises (Healthy Development, 2009).
Whether or not these received services are evideased is currently unknown.

To increase widespread adoption and integratioevafence-based interventions
into everyday use, the National Institutes of Hehls proposed a wide-ranging research
agenda (Program Announcement in Dissemination anplementation Research in

Health; http://grants.nih.gov/grants/quide/pa-files/PARAZB.htm). One identified

research target in the transportation of EBP inioical practice is therapist training
(Weissman et al., 2006). Establishing evidence#baisaining for therapists is of

paramount importance for effective dissemination esidence-based interventions



(Rakovshik & McManus, 2010) and reducing the gapvben research and practice
(Addis & Krasnow, 2000; Hayes, 2002; Herschell, MdN& McNeil, 2004).

Failure to agree on terms and definitions in retato EBP (Graham et al., 2000;
Kendall & Beidas, 2007) is partially due to litareg fragmented by intervention type
(e.g., prevention vs. treatment), by populatio.(eadult vs. child), by treatment target
(e.g., substance abuse vs. mental health), andidoyplkhe (i.e., psychiatry, nursing,
psychology and social work). The teempirically supported treatmen{ESTSs) refer to
psychological interventions that have been evatla®entifically (e.g., a randomized
controlled trial; RCT) and satisfy the criteria lntd in Chambless and Hollon (1998).
The termevidence-based practicleBP) is a less restrictive term and is our terim o
choice, given that it acknowledges research, dinjgdgment, and patient preference.
When we refer to EBP, we mean the core compondr&Sds implemented within the
context of therapist clinical judgment, the bestiable research, and patient preferences
(note: this does not necessarily include entirattnent packages; empirically-supported
components of ESTs are included in this definiti@issemination and implementation
(DI) research includes both the purposeful distidu of relevant information and
materials to clinicians (i.e., dissemination) ahd adoption and integration of EPB into
practice (i.e., implementation; Lomas, 1993).

Training in EBP is variable across the mental lmeékld, thus making it an
important target for DI efforts. Therapists traineefore 1995 are unlikely to have had
training in EBP, whereas those trained after 198%ehhad varied exposure to EBP
during training (Karekla, Lundgren, & Forsyth, 200A 1995 study survey of training

directors found that doctoral training programsered about 50% of the specific ESTs



mentioned in the survey, and that most internstigsnot require competence in ESTs
(Crits-Cristoph, Frank, Chambless, Brody, & Karp9%). More recent surveys suggest
that increases in percentages of training in ES@&gehnot increased. One survey
conducted of 200 trainees in APA-accredited prografound that 32% had no
coursework in specific ESTs, and over 65% had eatlrany of the major Task Force
reports regarding ESTs. Those who had read the TFaske reports tended to be
cognitive-behavioral in orientation (Karekla et, &2004). Another national survey of
training in psychiatry, psychology, and social wddund that few training programs
required didactic and clinical supervision in ES{Weissman et al., 2006). These
findings provide evidence that most mental heattividers are still not being trained in
EBP at the graduate level, which underscores tlvesséy of evidence-based training
interventions at both the pre- and post-graduatel le
Evidence-Based Training

Although efforts have been made to identify evidebased treatment interventions,
considerably less work has been completed withatka of evidence-based training and
consultation (Freeston, 2010). Recent reviews @ literature suggest preliminary
evidence regarding best training practices (seelde& Kendall, 2010; Rakovshik &
McManus, 2010). Typical training efforts tend talude printed educational materials
(e.g., treatment manuals) and/or a continuing eeucavorkshop (Herschell et al.,
2004). The Cochrane Effective Practice Organizatib@are (EPOC) group reports that
when compared to no intervention, ‘printed educatiomaterials’ improve therapist
process outcomes by a median absolute improvenfeoare of 4.3% on categorical

variables and 13.6% on continuous variables (Faehat., 2008). However, EPOC also



states that printed education materials do not lzewveffect on patient outcomes. Self-
guided study via printed educational material sashtreatment manuals is unlikely to
result in clinician behavior change (Miller, SorensSelzer, & Brigham, 2006) and may
not even result in meaningful knowledge acquisitiBaidas, Barmish, & Kendall, 2009).
Even with the addition of a workshop, reviews swjgbat these types of efforts are
somewhat ineffective in influencing therapist bebavand patient outcomes, although
they do influence therapist knowledge and attitatichange towards EBP (Beidas &
Kendall, 2010; Rakovshik & McManus, 2010). A brrelview of training research trials
is warranted given study aims.

Early training research focused on transferringrémelomized control trial (RCT)
model of training research clinicians to the tnaghbf community clinicians in a number
of adult ESTs. For example, Hawkins and Sinha (199&8ined 109 therapists in
dialectical behavior therapy (DBT), an EST for sevpsychopathology, and found that
90% of therapists attained mastery level knowledigthe treatment following training.
The training included reading the manual, attendingorkshop, and peer supervision.
Similarly, Morganstern et al. (2001) trained 29 stabce abuse counselors in the delivery
of CBT for alcohol abuse and found that 90% of cmlors attained adequate levels of
CBT skill as measured by independent raters onotéged sessions with clients. The
training included a manual, a didactic workshopd asupervision. Another study
examining training in motivational interviewing (Mindicated that both knowledge and
skill improved from pre- to post-training in mentaalth therapists following a 12-hour

instructor-guided didactic workshop (Rubel, SoBeMiller, 2000).



Preliminary training efforts indicated that the lémVing components were
important in training community clinicians: manuyale&orkshops, and supervision
(Hawkins & Sinha, 1998; Morgenstern et al., 20Gipilar to RCT training methods.
However, early research had significant methodaklgshortcomings (e.g., focus on
knowledge, small participant sample size, lackapidomization, unsophisticated ways of
measuring behavior, investigator-created measureth wnknown psychometric
properties) which made conclusions tentative. Adddlly, a number of questions were
raised from this early research including (see 8gi@ Kendall, 2010): (1) What are the
best training methods? (2) Are manuals sufficiemintng tools by themselves? (3) Does
knowledge change indicate behavior change? (4) bepsted behavior change result in
actual behavior change? (5) What is the role okesugion? (6) What is the required
dosage for training and supervision? (7) Are clientcomes influenced following
therapist training?

Given the methodological shortcomings of earliesesgch, a flurry of empirical
work was initiated in this area and is ongoing. d&fnately, more recent
methodologically rigorous research has suggestadtiie training model used in RCTs
may not be applicable to the training of commurgtinicians. Questions have been
raised specifically with regard to which componentsist be included to influence
therapist behavior change. This may be due parttallefforts to simulate more real-
world trainings, as evidence suggests that mostnoamty clinicians gain information
about EBP via manuals and one-day workshops (Beatlad., 2009; Herschell et al.,
2004) which is very different from the training thainicians being used in RCTs (i.e.,

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



An RCT conducted by Miller and colleagues (2004)asweed a number of
systemic variables and included a number of metlogital strengths (i.e., random
assignment, comparison condition, large sample, $d®w-up assessment, observed
therapist behavior, and client outcomes). Therapistre randomized to one of five
training conditions (N = 140): (1) 2-day instructpuided workshop, (2) 2-day instructor-
guided workshop plus feedback on tapes, (3) 2-dafructor-guided workshop plus 6
individual coaching sessions, (4) 2-day instruggoided workshop plus coaching and
feedback, and (5) self-guided learning (therapishoal and training videotapes). All
four instructor-guided intervention conditions (j.&-4) produced increased skill at post-
training. However, the study underscored the ingrare¢ of feedback and/or coaching on
therapist behavior change: only the groups recgif@edback and or/coaching reached
proficiency levels in global MI-spirit and MI-corssent responses at post-training and
follow-up. Client outcomes only improved when wargiwith therapists randomized to
the most intensive training (workshop, coaching] éeedback). These results indicated
that reading a manual and attending a workshopnateenough to change therapist
behavior at the group-level, and that active leaynprocesses (i.e., feedback and/or
coaching) are critical to influence both therapistl client behavior change.

Two similarly methodologically sound studies infdient therapeutic modalities
(CBT for substance use; dialectical behavior thgraporroborate and build upon these
findings. Sholomskas et al. (2005) assigned 78 repeed substance abuse therapists to
one of three training conditions: (1) manual, (2xnmal and on-line training, or (3)
manual, instructor-guided workshop, and supervisidre most intensive condition was

modeled on the “gold-standard” RCT training. Onlglfhof the clinicians met the



certification level that would be necessary to ipgrate as a therapist in an RCT after
receiving the most intensive training (i.e., manwabrkshop, and supervision). Results
from Sholomskas et al. (2005) further indicate treiding a manual and attending a
workshop is insufficient to produce meaningful opes in clinician adherence and
competence. Similarly, Dimeff and colleagues (20@8npared the effect of three
training conditions: (1) self-guided manual, (2)lio@ self-guided training, and (3) in-
person instructor-guided training on therapists$attion, knowledge, self-efficacy, self-
reported usage of DBT skills, and observed adhereswed competence rated via
performance-based role-plays. The online self-gligaining condition was superior to
the self-guided manual and in-person instructodedi conditions when examining
therapist knowledge, whereas the online self-guittathing condition and in-person
instructor-guided conditions were superior to thaf-guided manual in therapist
satisfaction and self-efficacy. However, none @& thaining conditions resulted in higher
than minimal to moderate competence at follow-upedbarriers to adoption of DBT
included lack of clinical supervision. Both of tleekater studies provided little if any
supervision following training, which may explaimetdiscrepant findings from Miller et
al. (2004).

The evidence from these studies suggest thanifigiand hoping” (i.e., reading
a manual and attending a workshop; Fixsen, NaodaséB Friedman, & Wallace, 2005)
is simply not effective in changing therapist babavReading a manual, attending a
workshop, and receiving some form of feedback (esgpervision, coaching) are
necessary for changes in clinician adherence anchpetence. However, these

components do not necessarily change therapisvimet{Miller et al., 2004), nor do they



uniformly produce changes that would subsequentiijuénce client response to
treatment. Combined with these findings, as wellrasommendations from recent
literature reviews, a more nuanced understandirayiolence-based training is necessary.
Specifically, “In CBT training, what works for whgnwhen, and to what extent?”
(Rakovshik & McManus, 2010, p. 499)
Systems-Contextual Approach to Dissemination araihing

To understand training as it relates to DI reseaactystems-contextual approach
is warranted, given that an examination of contaxtiactors influencing training
outcomes is necessary to answer the above quedtiban considering the effects of
training on therapist behavior, therapist variablesy., therapist attitudes, clinical
experience), organizational variables (e.g., supenv, organizational climate), training
variables (e.g., availability of training, methodontent), and client variables (e.g.,
severity, treatment match; Sanders & Turner, 200bner & Sanders, 2006) must be
examined. Studying the outcomes of training alongherapist behavior is insufficient
because training, and potential implementation auithin a context. Research on
training benefits when it takes into account thfeas$ of all the aforementioned variables
on therapist behavior (Sanders & Turner, 2005). dureent study integrates across three
of the four domain'spresented by Turner and Sanders (2006) by inastig therapist
variables, organizational variables, and trainiagables and their influence on therapist

outcomes following training.

! Client variables are very important but were belythre scope of this study.
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Therapist Variables

Therapist variables (i.e., attributes and attitjaeay influence whether different
training methods produce differential learning. fEpest demographics, clinical
experience, self-efficacy, and attitudes may mddeaad/or mediate training responses.
Inconsistent evidence exists when examining thstapitributes as moderators of
therapist training outcomes. One study found thatdpist attributes (e.g., interpersonal
style) influenced training outcomes (Henry, Struppgler, Schacht, & Binder, 1993),
whereas another study found no effect of therapigtrpersonal styles or personality
variables on response to training (Miller et abD0p2). Interestingly, past supervision has
been implicated as a barrier to therapist adhertallmaving training (Henry et al., 1993;
Siqueland et al., 2000). To date, investigationghefrapist attributes as mediators of
training outcome have not been reported. A numlbestuadies have also examined the
role of therapist variables on treatment outcomgatients (e.g., Wampold, 2001) but
this is beyond the scope of this discussion, asetlséudies focus on client outcomes, not
therapist outcomes following training.

Inconsistent evidence exists regarding the rolepast clinical experience on
training outcomes. The only study explicitly compgrexperienced therapists to trainee
therapists in the acquisition of therapist skillggasts that degree status is not a
differential predictor of therapist training outces(DeViva, 2006). In other words, both
experienced and trainee therapists benefited elgmitha from training. When examining
different types of past experience, general expeeeas a therapist and specific
experience in treating patients in cognitive thgré@T) had an impact on change in

competence after training in one study (Siquelandl., 2000) whereas, another study



found that prior CT experience facilitated the asigion of skill in CT, but prior general
clinical experience did not (James, Blackburn, Mjl& Reichfelt, 2001).

In concert with therapist attributes, therapisituties towards EBP as predictors
of training outcomesand attitudinal change over training must be examin&drgns,
2005). Studies that have examined attitudinal chamger training suggest that training
positively influences attitude change towards ERRy.( see Brooker & Butterworth,
1993). However, most previous training studies haot explicitly examined therapist
attitudes towards EBP as predictors of performamceutcome variables (i.e., adherence
and skill). Preliminary evidence suggests that tpasiattitudes at pre-training might
influence outcomes: therapists who held more pasitiews towards treatment manuals
were more adherent in the use of an EST (Henggeleidow, Cunningham, Donohue,
& Ford, 2008).

Organizational Variables

Organizational variables (i.e., organizational eletgristics, supervision and/or
consultation) refer to the ecological context tloammunity therapists are working
within. Turner and Sanders (2006) state, “Serviaaviders in a position to implement
programs work in a broader organizational context eulture that can either support or
impede the adoption and implementation of the @agr(p. 182). Little is known about
how such systemic organizational variables intevati training and practice variables
over time (Fixsen et al., 2005).

Organizational Characteristics
Particular culture profiles in mental health orgations are associated with

implementation and sustainability of new treatmpractices (Glisson et al., 2008),
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though little is known about how such systemic afales might influence training
outcomes more generally. Mental health clinics witbficient organizational cultures
(i.e., patient care was prioritized and serviceviglers were expected to be skilled
clinicians), low on rigidity (i.e., service providehad high flexibility in treatment and
management decisions), and low in resistance §egvice providers were not expected
to oppose change and innovation) evidenced thetegte@mount of new program
sustainability as compared to other mental healihice (Glisson et al., 2008).
Organizational climate (e.g., engagement, functipnaand stress) was not associated
with program sustainability, but was related toraépést turnover rates. Similarly,
organizational characteristics and high qualitynireg and consultation, were important
for DI efforts in another study (Forman, Olin, Heagpd, Crowe, & Saka, 2009).
Understanding how organizational variables directhfluence therapist training
outcomes is an important area of inquiry.
Supervision/Consultation

Among other variables (e.g., organizational climatechange), one particularly
important variable pertaining to organizational goip is ongoing clinical supervision
and/or consultation. Clinical supervision is seen“a learning process in terms of
knowledge attainment, attitude refinement, andsskievelopment” (Townend, lannetta,
& Freeston, 2002). Reading a manual and attendstgradard workshop may be a good
start to transfer knowledge, but further trainingd asupervision (Bazelmans, Prins,
Hoogveld, & Bleijenberg, 2004; Herschell et al.,020 Kendall & Southam-Gerow,
1996) are indicated for actual behavior changeskiltiul implementation. Particulars on

supervision differ by intervention, but one feasibbhodel comes from Turner and
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Sanders (2006) Positive Parenting Program (Tripleapproach. The authors provide
updates on Triple P research through newsletterdeences, a website, and a question
and answer forum. Their approach includes self-todng and self-regulation, which
allows practitioners to direct their own learningdaskill acquisition after training
(Sanders & Turner, 2005). The supervisory procgss dynamic one, rather than a one-
time workshop. Continued consultation and supesdisimay decrease therapists’
psychological barriers to adoption of ESTs (Luonhale 2007). Limited research is
available on supervision and/or consultation are iechanisms through which they
work (Freeston, 2010).
Training Variables

Training variables are undoubtly important whensidering therapist outcomes
following training. The theory buttressing evidermzsed training has often been absent
from study in psychology training processes andp@&amount to an adequate
understanding of DI (DeViva, 2006).
Principles

Researchers suggest that training method and doaterboth important aspects
of evidence-based training. It has been suggestat ttaining should focus on the
underlying principles of ESTs, not the rigid sessiy-session applications
(Abramowitz, 2006; Hayes, 2002). Greater gainshim ainderstanding of the treatment
approach may be demonstrated by participants wam lehe underlying spirit of an
intervention rather than the specific techniquesli@et al., 2004). Further empirical
study is needed to examine whether a focus on iptescis empirically superior to a

focus on session-by-session implementation of auadan
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Similar to the idea of principle-based training,medular approach (Weisz &
Chorpita, in press) fits with training common etfee strategies across protocols
(Chorpita & Daleiden, 2009) and is more effectinel fficient than training clinicians in
an EST for each presenting disorder (Chorpita, Beck Daleiden, 2008). Those
involved in the IAPT project have distilled compatees by adult therapy type (see Roth
& Pilling, 2008), and similar work is being condedt for youth EBP (Sburlati,
Schniering, & Lyneham, 2010). This approach entddentifying core clinical
competencies across protocols and teaching climscihow to implement these
procedures for a number of presenting problemsekample, therapists could be taught
the general rationale and purpose of cognitiverwesiring which could then be used
whenever indicated for a particular presenting f@mob(e.g., anxious thought, depressed
thought). This type of training would provide theisis with a toolkit from which they
could then choose which component to implementrgiaeclient’'s presenting problem
(Weingardt, Cucciare, Bellotti, & Lai, 2009). Adidinally, if therapists understood the
principles of the intervention they were using, whemcountering difficulties, they could
return to the principles to flexibly problem-sola@d adapt the approach to fit to the
particular client situation.

Active Learning

Current training workshops are often passivelyw#eéd in lecture format. Adult
learning literature suggests that passive learfiieg, lectures and attending to factual
knowledge) has limited effects on behavior charigerT@nnir, 2002). Active learning is
an interactive and dynamic process where an indalidcquires knowledge and critical

thinking skills by interacting and reflecting onrcent and past experiences (El-Tannir,
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2002). Active learning stresses the importanceefiection, interaction, and a priori
experiences (Mimms, 2003). Active learning is patarly applicable to clinically
relevant skills (Cross, Matthieu, Cerel & Knox, Z0@nd has been used with efficacy in
Triple P training (Sanders & Turner, 2005).

Active learning may be accomplished through dediteerpractice. Deliberate
practice is indicated for mastery-level performariEadde, 2009) and is a type of
experiential learning where learners repeat belswioa focused and repetitive manner
with instructor-guided corrective feedback until steay levels of skill are achieved
(McGaghie, Siddal, Masmanian, & Myers, 2009). Datpport a “4/10 rule” (Ericsson &
Charness, 1994), in that “it takes 4 hours of @éhlke practice every day for 10 years to
become a world-class performer like an Olympic etthl cutting edge scientist, chess
master, patient-care provider, or writer” (pp. 688 Gaghie et al., 2009). The behavioral
role-play is one way to incorporate deliberate ficacinto training efforts by allowing
learners to both practice the clinical skills taughtraining as well as receive feedback
on their performance. Including a behavioral rd@ypmproved knowledge, perceived
self-efficacy, skill development and satisfaction both clinical and nonclinical
employees in suicide prevention efforts (Cross let 2007; Matthieu, Cross, Batres,
Flora, Knox, 2008). Without behavioral role-plays training, behavioral change in
therapist behavior and their influence on clientcomes were not as robust following
training (Wyman et al., 2008).

Interteach.Active learning can also be accomplished via ietsh. Interteach
(Boyce & Hineline, 2002) entails “a mutually progimmutually informing conversation.”

An aim of interteach is for trainees/students tgage in discussions with one or two

14



other learners with the aid of a preparation gud#ining the main points of a block of
material which allows the novel application of dila material in small groups, with
brief follow-up lectures based upon student feelbgenerated during the interteach
session (Boyce & Hineline, 2002; See Appendix Criterteach materials). Interteaching
was effective in comparison to lecture for graduatedents in special education.
Graduate students consistently scored higher inuatrans of their knowledge when
compared to lecture, and also demonstrated a preferfor interteaching over traditional
methods (Saville, Zinn, Neef, Van Norman, & Ferrafl06). Although interteaching was
developed for use in the classroom, it has beed usé-hour seminars for graduate
students (Boyce & Hineline, 2002).
Computer Training

Computer-based training approaches may be morikeas the training of large
numbers of clinicians, particularly because it t@nconducted on the individual’'s own
time, is less expensive, and is more accessiblel¢8iskas et al., 2005). Additionally,
computer-based training is scalable, meaning thatoan increase the number of trainees
at a larger scale than the minimal resources nedigdin additional trainees (Weingardt
al.,, 2009). Other advantages of computer-basechiniaiinclude standardization,
consistent quality, and therapist competency chéukiscan be built into programs (see
Berger, 2004). Computer-based training has beeluatea in health care (e.g. Anger et
al., 2001; Eva, MacDonald, Rodenburg, & Greehr@0Q®ne RCT found that computer-
based training was superior to a manual-only tngin{but inferior to a manual,
workshop, and supervision training) on therapishemdnce, skill, and knowledge

(Sholomskas et al., 2005). Williams, Aubin, Harkamd Cottrell (2001) evaluated a CBT
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computer-based training for mental health workerd eeported that computer-based
training enhanced skill acquisition in comparisondctures. This preliminary evidence
suggests that computer-based training is a worlewdpproach, particularly given the
importance of cost-effective training practiceslissemination efforts.
Implementation and Barriefs

Ultimately, the systems-contextual model serveprtivide a guiding framework
for understanding training efforts. The introduntidhus far has focused on the
dissemination end of training. However, even if thest outstanding training programs
are designed (i.e., disseminate), if we do not id@nsimplementation and associated
barriers, then a crucial piece of the puzzle issmg Excellent models from the
implementation science literature are consisteti thie systems-contextual model (e.g.,
Damschroder et al., 2009; Fixsen et al., 2005; @ralgh, Robert, Macfarlane, Bate, &
Kyriakidou, 2004). A key consideration in theseoef§ is how EBP are implemented and
sustained in their environments following dissertiora(Fixsen et al., 2005).

Implementation refers to, “ a specified set of \atis designed to put into
practice an activity or program of known dimensiofi&xsen et al., 2005, p. 5). In order
to have successful implementation, a long-termaggoal approach is necessaRyxsen
and colleagues (2005) provide an integrative modgth core implementation
components to guide implementation research. Vgfand to the training portion of the
model, Fixsen et al (2005) recommend skills-basa&iding (i.e., behavioral rehearsal and
coaching) and therapist fidelity measures as bemgcessary for successful

implementation Less is known about how other components of thelehde.qg.,

2 A thorough discussion of implementation is beytmelscope of this paper.
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administrative practices) influence implementatidhe weakest and most preliminary
evidence relates to how systemic variables infleemsplementation. Little is known
regarding how organizational and systemic variablemn facilitate or hinder
implementation. Even less is known about the tretimaal relationship among
implementation factors and time (e.g., implemeontatstages, practitioner adoption,
sustainability) Despite the lack of information, it appears thatsth variables likely drive
implementation and play a large role in the process

Predictors of implementation success include empingsthe social networks of
the community, such as allowing champions of aeri@ntion to emerge (Forman et al.,
2009), and allowing key opinion leaders in the camity to exert their social influence,
which is likely much more effective than researcidtuence (Atkins et al., 2008).
Understanding how predictors and barriers of imgetation success function within the
intersection of training research is necessaryianmbrtant. Preliminary evidence points
to the importance of tailoring training intervemsoto 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 compathnee training methodsnd
examining the role of consultation in training. Wdugh studies have examined training
in a number of ESTs (Beidas et al., 2009; HawkinSi&ha, 1998; Miller et al., 2004;
Morgenstern et al., 2001; Sholomskas et al., 20&) results are ambiguous regarding
which training protocol components should be ineldidn the training of community
clinicians. Additionally, the role of contextual nables has been largely unexamined.
Thus, the study also investigated the relationdhgpween contextual variables and
therapist training outcomes from an ecological pecsive.

The primary aims of the study included an evaluatibthe effectiveness of three
training methods on therapist outcomes (i.e., &, skill, satisfaction, and
knowledge) following training. Additionally, the Ie of consultation following training
on therapist outcomes was evaluated. Secondary iachgled the examination of the
relationship between therapist variables (e.g.,edgpce, attitudes) and therapist
outcomes whereas exploratory aims included an exation of the relationship between
organizational variables and therapist outcomes.

Primary Aims

The study investigated the efficacy of three tragniconditions: (1) routine
training (RT): a workshop that covered a specifianmal Coping Cat Kendall &
Hedtke, 200% of CBT for child anxiety, (2) computer training (ETcomputer-based
training on CBT for child anxiety via an interaai\bVD (i.e., CBT4CBT;Kendall &

Khanna, 2008), and (3) augmented training (AT):akshop that included a focus on
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core CBT competencies, active learning, and behalviehearsal (note this workshop
did not teach a specific manual). Following tra@irall participants were invited to
weekly consultation, irrespective of condition, fthree months to assist in the
implementation of the treatment.

Successful training was operationalized as: (Iheeehce to CBT for child
anxiety and (2) therapeutic skillfulness (both meed by an independently rated
performance based role-play), (3) a knowledge {é3tand overall training satisfaction.
The study also investigated the degree to whiclswitettion following training impacted
therapist outcomes. Secondary and exploratory sealynvestigated the influence of
therapist and organizational variables on trainimgtcomes, as well as therapist
implementation of the treatment and identified igasrof use.

Primary Hypotheses
Main Effect of Conditioh

When comparing the AT and RT conditions from pre-pbst- training, it was
predicted that participants would show a main eftédccondition (see Figure 1). When
comparing the AT and CT conditions from pre- totgogining, it was predicted that
participants would show a main effect of condit(sae Figure 2).

Adherence and Skillt was hypothesized that AT participants would dasitate

significantly more gains in adherence and skill wltempared to the RT participants

3 Comparisons were specified a priori and no ovemalhibus main effect was predicted
between the three conditions. For primary hypotbelseas interested in comparing: AT
vs. RT, and CT vs RT. The lack of a priori compamis between the AT and CT
condition were due to the scant background liteeatiddditionally, RT was
conceptualized as representing treatment-as-usAd&l)( and | was interested in
comparing 2 innovative treatments to TAU.
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from pre-training to post-training (AT adherencedaskill >RT adherence and skill).
Similarly, when comparing the CT and RT conditidresn pre- to post- training, it was
hypothesized that CT participants would show sigaiftly more gains in adherence and
skill when compared to RT participants from prertireg to post-training (CT adherence
and skill >RT adherence and skill).

Satisfaction. A significant main effect of condition on satisfact was
hypothesized. It was predicted that, at post-trgniAT participants would report
significantly more satisfaction when compared toe tHRRT participants (AT
satisfaction>RT satisfaction). Additionally, at pasaining, CT participants would report
significantly more satisfaction when compared toe tlRT participants (CT
satisfaction>RT satisfactich)

Main Effect of Consultation

A main effect of consultation was predicted whemparing the AT and RT
conditions from post-training to post-consultatidh.was hypothesized that the main
effect of condition observed from pre- to post+irag would no longer be present. That
is, following consultation, overall skill and adkeace ratings would improve for both AT
and RT participants, but that the magnitude of geaior the RT participants would be
greater, such that they would catch up to the Afippants’ scores on adherence and

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

* In the proposal; hypotheses were made regardiigfasion across time (pre-training,
post-training, and post-consultation). When conidigcthe study, the satisfaction
measure was not relevant at pre-training or posswaitation, thus we made the decision
to administer at one time-point. Given that theséattion measure was only
administered at one point, we did not include thgdtheses regarding post-consultation
in this document. Cross-sectional analyses weré. use
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conditions at post-consultation — it was predictiedt the two conditions would show
equal adherence and skill at post-consultationrddgss of hypothesized differences for

primary hypothesis 1 and 2 (i.e., AT adherenceskildl= RT adherence and skill).
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Figure 1. Predicted Main Effect of Condition andnSultation (Augmented Training vs.
Routine Training)

A main effect of consultation was predicted whemparing the CT and RT
conditions from post-training to post-consultatidh.was hypothesized that the main
effect of condition observed from pre- to postsitag would no longer be present.
Specifically, it was hypothesized that skill andhaxence would improve for both CT and
RT participants, but that the magnitude of changethe RT participants would be
greater such that they would catch up to the CTigiaant's scores on adherence and
skill at post-consultation. There were no hypothegdidifferences between the training
conditions at post-consultation — it was predictiedt the two conditions would show

equal adherence and skill ratings at post-consuitategardless of hypothesized
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differences for primary hypothesis 1 and 2 (i.€l, &lherence and skill = RT adherence

and skill).

Figure 2. Predicted Main Effect of Condition andnGoltation (Computer Training vs.
Routine Training)

Main Effect of Time

Knowledge A significant main effect for time was predictedcbuhat therapist

knowledge would improve over time regardless ointrey condition. Participants were
assessed at pre-training, post-training and pastdtation. It was expected that
participants would show significant improvementskimowledge at post-training when
compared to pre-training; and that this would bentained at post-consultation (pre-
training knowledge < post-training knowledge = posbsultation knowledge). No

significant differences in knowledge by conditioene expected.
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Secondary Hypotheses
Therapist Variables

The study investigated (1) therapist attitudinadrodpe over the course of training
and (2) the relationship between therapist varglile., therapist attitudes and attributes)
and training outcomes.

Attitudes.It was hypothesized that therapist attitudes towdath EBP and CBT
for child anxiety would significantly improve ovéme in all conditions (i.e., pre-training
attitudes < post-training attitudes < post-consigia attitudes). No significant
differences in attitudes by condition was expected.

It was hypothesized that a specific therapist it openness to innovation,
would be related to training outcomes at post-ingnsuch that therapist openness to
innovation at pre-training would be significantiglated to adherence and skill at post-
training in all three conditions.

Attributes. It was hypothesized that therapist attributes wailghificantly be
related to training outcomes at post-training. Smwadly, prior therapist clinical
experience and prior supervision at pre-trainingiignificantly be related to therapist
adherence and sKilat post-training in all three conditions, wherertipists with more
previous clinical experience and more supervisiauld be significantly less adherent
and skillful in treatment delivery at post-trainimgall three conditions. The rationale for

this hypothesis is based on past findings thatipusvsupervision can be a barrier to

® This does not refer tgeneraltherapist skill, rather specific skill in the dediy of the
intervention. Thus adherence and skill are relatedh that someone who is low on
adherence necessarily will be low on skill.
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therapist adherence following training (see Her8trupp, Butler, Schacht, & Binder,
1993).
Exploratory Hypothesés

Effect of Condition

Exploratory analyses compared participants in the éhad CT conditions on
adherence and skill at all three time points.
Therapist Variables and Training Outcomes

Exploratory analyses were used to investigate tiationship between (1)
therapist attributes (e.g., self-efficapyand post-consultation training outcomes, and (2)
therapist attitudes (e.g., attitudes towards chrapgractice) and post-training and post-
consultation outcomes.
Organizational Characteristics and Training Outcashe

Exploratory analyses were utilized to investigatee trelationship between
organizational characteristics and post-training post-consultation outcomes.
Implementatioh

Exploratory analyses investigated implementatioh tbe treatment post-
consultation (e.g., number of youth treated with ithtervention, specific strategies used,;
see Appendix B).
Barriers’

Exploratory analyses investigated barriers of impatation of the treatment

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

® No a priori hypotheses were specified in thisiseagiven the scant literature.

’ 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 Univgrastitutional Review
Board. Participants were recruited from the commyuniia professional listservs,
directors of clinical training, and word of moutfherapists with varying levels of
clinical experience were included (i.e., both @ed post-doctoral professionals) within a
broad range of the mental health field (e.g., stpsgchologists, social workers, clinical
psychologists) who were likely to work with anxioakildren. Interested participants
made contact with the principal investigator viaadnor telephone calls. Following
contact, therapists received a response withind#shand were screened to ensure that
they met study criteria. If they met criteria, thegre matched to one of six available
training dates based on their availability. Tragholates were later randomly assigned to
study condition.

Inclusion criteria. To be eligible, therapists were required to (1) kvor the
community (e.g., community behavioral health clintcaining clinics, schools), (2)
currently or plan in the future to work with chiér aged 8-17 who met criteria for DSM-
IV anxiety disorders (e.g., Generalized Anxiety @aer; GAD, Separation Anxiety
Disorder; SAD, and/or Social Phobia; SP), (3) idgnvith having received training
within the mental health field (e.g., school psyolgy, guidance counselors, clinical
psychologists), (4) voluntarily be interested intg#pating in a training program (both
workshop and follow-up consultation), (5) read apeak English, and (6) have access to

a computer or telephone for consultation.
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Exclusion criteria.Exclusion criteria included prior training of matean 8 hours
on CBT for child anxiety, as that would compromiise integrity of results (see Miller et
al., 2004). Therapists were not otherwise exclugethe basis of gender, demographics,
or past experience.

Compensation

Participants received: (1) free lunch provided ttey of the training, (2) a
therapist manual, a child workbook, and therapy emia@s (e.g., therapy games)
following completion of the post-training assesstmemd (3) a $15 dollar gift card
following completion of the post-consultation assesnt.

Participant Flow and Retention

Participant flow from initial contact through thendonth follow-up assessment is
provided in a CONSORT table (see Figure 3). Indiald who completed the pre-
training assessment made up the intent-to-trainpkan®f the 115 participants in the
intent-to-train sample, 113 (98%) completed thet{@ning assessment and 100 (87%)
completed the post-consultation assessment.

Participants

DemographicsParticipants were 115 therapists from the northBagied States.
Therapists ranged in age from 26 to M. 35.93,SD = 11.36) and were 90.4% female
(N = 104). With regard to race/ethnicity, therapigtientified as Caucasian (67.0%),
African-American  (13.0%), Hispanic/Latino (5.2%), sian (4.3%), Native

American/Alaskan (.9%), and Other (5.7%)

8 Race/ethnicity data was missing for 5 participants
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Educational StatusWith regard to degree status, 38.3% had a mastegsee
(i.e., psychology, counseling, social work, fantiyerapy), 24.3% had an “other” degree,
12.2% were currently enrolled in a graduate progréau®% had a medical degree, 5.2%
had a doctorate in philosophy (Ph.D.), 4.3% hadcatate in psychology (Psy.D.), and
1.7% had a doctorate in education (Ed.D.). Twemtg-percent of therapists were state-
licensed (N = 33).

Clinical Experience.Therapists reported a wide range of previous dinic
experience, ranging from 0 to 396 monthd € 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 thistaphad treated anxious youth using
CBT for child anxiety (i.e., Coping Cat or other TBreatment), ranging from 0 to 2
cases = .11,SD = .43). Of those who had treated youth using C&Tchild anxiety,
no supervision was provided for such treatméht=(.00,SD = .00). Therapists reported
attending from 0 to 600 hours of workshop attendandhe past 2 yeart(= 28.83,SD
= 76.18), carrying a caseload of approximately 030 patientsNl = 19.48,SD= 23.72),

and receiving from 0 to 25 hours of supervisionesekvil = 1.57,SD = 2.66).
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[ Enrollment ]

Assessed for eligibility (n=207)

Excluded (n=92)

Not meeting inclusion criteria (n =10)
Declined to participate (n = 50)
Otherreasons (n = 32)

[ Allocation ]

Randomized (n=115)

Y

[ Follow-Up ]
h 4

Augmented Training (n=41)

Routine Training (n = 40)

1

{

Pre-Training

- Completed pre-training
measures (n = 40)

- Partial pre-training measures
(n=1)

- Drop-out (n = 0)

Pre-Training

- Completed pre-training
measures (n = 40)

- Partial pre-training measures
(n=0)

- Drop-out (n = 0)

Post-Training

- Completed post-training
measures (n = 40)

- Partial post-training
measures (n = 0)

- Drop-out (n = 1)

Post-Training

- Completed post-training
measures (n = 39)

- Partial post-training
measures (n = 0)

- Drop-out (n = 1)

Post-Consultation

- Completed post-consultation
measures (n = 35)

- Partial post-consultation
measures (n = 2)

- Drop-out (n = 4)

Post-Consultation

- Completed post-consultation
measures (n = 31)

- Partial post-consultation
measures (n = 4)

- Drop-out (n = 5)

[ Analysis ]

A 4

Computer Training (n = 34)

!

Pre-Training

- Completed pre-training
measures (n = 34)

(n=10)
- Drop-out (n = 0)

- Partial pre-training measures

b 4

Post-Training

- Completed post-training
measures (n = 34)

- Partial post-training
measures (n =0)

- Drop-out (n = 0)

Post-Consultation

measures (n = 26)

- Partial post-consultation
measures (n = 4)

- Drop-out (n = 4)

- Completed post-consultation

Analysis

- Excluded (0)

Analysis

- Excluded (0)

Figure 3. CONSORT Table
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Measures
Demographic Information
Clinician Demographics and Attitudes QuestionndC®AQ); Beidas et al., 2009)

The CDAQ is a 15-item questionnaire that assesdsEsgist demographics and
attitudes (see Appendix C). It assesses backgralatd (e.g., months of clinical
experience), prior experience with t®ping Catprogram (Kendall & Hedtke, 2006),
and participants’ opinions towards CBT for youthxiaty. A shortened version of the
CDAQ (CDAQ-S) assesses patrticipants’ opinions towdSTs for youth anxiety and is
designed for repeated assessment. Psychometritee ddDAQ and CDAQ-S questions
that assess for participants’ opinions towards G&@Tyouth anxiety indicate acceptable
reliability. The intraclass coefficient (ICQyas .91 and Spearman Brown split-half
reliability was .85 (Beidas et al., 2009).

Therapist Background Questionnaire (TBQ; Weisz4200

The TBQ is an 11-item questionnaire that also assetherapist demographics
(see Appendix C). This questionnaire was admirgsteéo gather information about: (1)
numbers of hours spent in workshops over the pas@a?s, (2) active cases, (3) weekly
supervision hours, (4) professional burnout, andh&oretical orientation.

Therapist Attitudes
Evidence-Based Practice Attitude Scale (EBPAS; Agra005)

The EBPAS, a 15-item self-report measure, assepaescipants’ attitudes
towards the adoption and implementation of EBP (&ppendix C). There are four
subscales: appeal, requirements, openness, andgelnve (Aarons, 2005). Appeal

(Chronbach’s =.80) refers to the extent to which a therapistild adopt a new practice
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if it is intuitively appealing. Requirements (Chiath’'s = .90) refers to the extent to
which a therapist would adopt a new practice iuregfl by their organization or legally
mandated. Openness (Chronbach's .78) is the extent to which a therapist is galher
receptive to using new interventions. Divergenchr{@bach’'s = .59) is the extent to
which a therapist perceives research-based tretdnasnnot useful clinically (Aarons,
2004). The EBPAS demonstrates good internal camgigt (Aarons, 2004), subscale
alphas range from .59 to .90 (Aarons & Sawitzky0&Q0 and its validity is supported by
its relationship with both therapist level attribsitand organizational characteristics
(Aarons, 2004).
Organizational Characteristics

Organizational Readiness for Chafld®RC; Institute for Behavioral Research, 2005)

This 129-item instrument measures organizationartastteristics (see Appendix
C). Responses are provided based on a 5-point tLileting scale ranging from 1
(strongly disagreedo 5 (strongly agree)The 18 scales compriseur major domains: (1)
motivation, (2) resources, (3) staff attributes,daifd) organizational -climate.
Psychometric properties for this instrument arergjr with high coefficient alphas and
principal component analysis providing supporttfog four factors (Lehmen, Greener, &
Simpson, 2002).

Training Satisfaction

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

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

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

® This measure was not included in the proposal tiousypotheses were specified.
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(totally disagre¢ to 5 (otally agreg. The scale assesses objectives and content of
training, method and training context and usefudnasd overall rating of training. The
scale has a Cronbachof .89 and a mean discrimination index of .67, &ad been
indicated to be content valid through an explosatand confirmatory factor analysis
(Tello et al., 2006).

Consultation Feedback FornGCFF)

A 9-item measure was adapted from the Beck Invialracticum Feedback Form
(Stirman, Buchhofer, McLaulin, Evans, & Beck, 200Bhis measure gathers information
about the quality of consultation received, comforapplying CBT with anxious youth,
comfort in applying what was discussed in consigtato client sessions, structure of
consultation sessions, and technology-related gsierated from on a 7-point Likert
ranging from O to 6 (higher scores indicated highaality, comfort, structure, and
satisfaction; see Appendix C).

Knowledge
Knowledge Test (Beidas et al., 2009)

The knowledge test assesses knowledge of CBT fta ahxiety (see Appendix C).
The 20-item knowledge test includes 4 true/falsé &6 multiple choice (3-5 response
options) questions. The root questions for thiswkedge test were previously developed
and used in CBT training at the CAADC, in a prewdraining study (see Beidas et al.,
2009), and in the training of therapists in the I@Adolescent Anxiety Multimodal
Study (CAMS; Walkup et al., 2008). Two alternatenis of this knowledge test were

developed for use in repeated assessment and \tenpreractice effects (Beidas et al.,
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2009). Questions for the alternate forms were eckdad match the root questions in
difficulty and content.

To ensure comparable difficulty, each question ba knowledge test and two
alternate forms were rated by six child anxietytmeent experts on question difficulty.
Twenty-two question sets were rated by these exmerta 7-point Likert scale ranging
from 1 (ot at all)to 7 xtremely)on how comparable the three questions were across
test form (i.e., original, alternate 1 and alteen&). Questions were retained if they
scored above 4.18sgmewhat)on the 7-point Likert scale on comparability. Two
guestions were discarded because they did not tiisetriterion; all retained questions

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

Table 1. Comparability Scores for Questions aciidsse 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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Table 1. (continued)

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 1npt at all comparablejo 7 xtremely comparab)e
SD = standard deviation. Questions 2 and 8 wereadied because they came in below

criterion on comparability (i.e., 4.18).

Additionally, a 7-point Likert scale was used tderdow difficult the questions

would be for a novice clinician from hdt at all difficult)to 7 Eextremely difficult) given

that a spread of question difficulty was desiralideestions ranged in difficulty ratings

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

Table 2. Difficulty Scores for Questions acrosseehForms

Question Mean SD
1 5.00 .89
2 4.00 .63
3 2.67 .82
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Table 2. (continuet

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 1Inpt at all difficult)to 7 xtremely difficult

To prevent order effects, participants were rangommsigned a test order.
Psychometrics on the knowledge test were obtainadrepeated assessment (1 week
interval) with 10 second-year graduate studentenfach’'s was .76 and Spearman

Brown split-half reliability was .69. Retest relisly was .86, indicating temporal
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reliability. Three of the 10 students had beemegdiin CBT for child anxiety. Trained
students M = 19.33,SD = .58) scored higher than untrained studekts=(13.71,SD =
2.75), £ (1, 9) = 11.51p = .01)"°.

Self-Efficacy
Self-Efficacy Questionnait¢SEQ)

The SEQ is based on the Provider Efficacy Questimar(Ozer et al., 2004and
measures therapist confidence in their ability éiver CBT for youth anxiety. Nine
items assessed therapist self-efficacy based owndreclinical competencies necessary
to carry out CBT for youth anxiety. Therapists dagach question on an 11-point Likert
scale, ranging from On6t at all confidentto 10 extremely confidentjegarding their
belief in how well they could apply the techniquescessary to carry out CBT for youth
anxiety. The total sum was examined, as well asvithgal items (Weingardt et al.,
2009).

Application of Course Content
Identification and Treatment of Anxious YOU(TAY; Benjamin, Beidas, Edmunds,
Cohen & Kendall, 2010)

Participants completed this 10-item self-report suea to assess the application
of the skills they had learned in the training. f¥iheported their primary treatment setting
(e.g., community behavioral health, school), thenbar of anxious youth treated over the

past three months, the number of anxious youthewewith CBT over the past three

19 Note that the knowledge test was modified slightlgnsure that it was not
differentially sensitive to the three conditionsese psychometrics were obtained on an
earlier version of the knowledge test. However gitleat the content of the test did not
change (rather question stems changed), we dotioipate that the psychometrics
would be different.
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months, the number of anxious youth treated widlffarent modality over the past three
months, types of different treatment modalitiesdugbe average number of treatment
sessions for anxious youth over the past three msomarent involvement in services,
and barriers encountered (e.g., child needed nreantent than | had time to give,
family was not supportive, etc). See Appendix C.
Performance-Based Role-Plays

A structured performance-based role play (PBRP;ddirat al., 2009) assessed
participant’s adherence and skill in a simulatethichl setting (see description in
Appendix C). The PBRP was administered at preitrginpost-training, and post-
consultation. The PBRP consisted of a phone cath wai standardized child client
presenting for treatment for anxiety. Therapisttipgrants were asked to prepare the
standardized client for an exposure within 8 misaudaring the PBRP. For example, in
one version of the PBRP, the participant preparesb@ally phobic youth to call his
grandmother on the phone. This aspect of treat(nentpreparation for exposure task) is
included in many treatment sessions, is a centmaponent of CBT, and pulls together
all of the information presented within the psyatioeation portion of treatment.

Vignettes A brief three-paragraph vignette describing thex@gsadized client and
treatment progress were developed for use in tHRAPB hree vignettes representative of
anxious youth were created; all three vignettesictiegp an 11-year-old male with
symptoms of DSM-IV social phobia. The vignettes eveated by six child anxiety
treatment experts to ensure that they were of aimdifficulty, clarity, typical

presentation of an anxious youth, and comparal{giég Table 3).
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Table 3. Vignette Ratings

ltem Mean SD Range

How difficult would this vignette be for a 3.89 .79 3.00-5.00

novice clinician?

How clear is the vignette? 6.28 .57 5.00-7.00
How typical is the presentation for an anxious 5.89 1.18 4.00-7.00
youth?

How comparable are the three vignettes? 6.50 .51  00-B.00

Note.7-point Likert scale from 1Inpt at all)to 7 extremely. SD = standard deviation.
PBRP Procedurezach participant was randomly assigned a vignetterdor the
three PBRPs. The vignettes were previously use€B¥ training in a previous training
study (Beidas et al., 2009). The vignettes werédiht from the behavioral role-play
present in the AT condition. Each participant wastghe vignette via email the night
before their PBRP. They were asked to allot fivautes to read the vignette and prepare
prior to their phone call. Each participant hadta minutes to complete the PBRP
The role-plays were digitally taped for all paniants and later independently coded for
adherence and skill by reliable raters who wenedolo participant training condition.
Standardized Patienttlndergraduate research assistants (RAs) blindriditon
were trained to portray anxious youth. For eacheitg, they were instructed to be
cooperative with the participant by following thé&#ad, and were given standardized
responses they were to give should the participgkita particular question. For example,

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

1 We selected 8 minutes because in a previous ssudynutes was not quite long
enough; but we anticipated that 10 minutes woultbbdong.
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anxious, each RA was to respond: “My heart racgsstomach hurts, and | turn red.”
However, if the participant did not ask this questithen they were told not to provide
these symptoms.

To be trained to criterion as a standardized cliénvas necessary for the RA to
provide at least 80% of the desired prompts duniotg-play with the principal
investigator for the three vignettes. All RA’s rbad this criterion. The decision to use a
trained staff member as the standardized client based on the literature, which
suggests that when evaluating training, usingiaddastaff member as part of a role-play
can be effective (Ducharme & Feldman, 1992). Addailly, the medical literature
suggests that the use of a standardized patigheibest proxy for clinical behavior in
clinicians (Hrisos et al., 2009). However, this heat is not without limitations — for
example, trained staff members may portray the rdidtult clients (see Miller et al.,
2004). Given the finding that actors tend to pradoon-representative responses of how
actual clients respond (Miller et al., 2004), tise wf staff members familiar with how an
anxious child might respond was the best availapten.

Coding. An investigator-created coding instrument was dgwedl by the
principal investigator and an expert in CBT forldhanxiety (P. Kendall) to measure
both adherence to the content of CBT for child atyxand skill in delivery (Adherence
and Skill Checklist (ASCL); Beidas et al., 2009 ggpendix C).

Adherence, the utilization of the procedures ofratgrol in the treatment of a
client (Perepletchikova & Kazdin, 2005), was asséds/ coding the presence or absence
of six core CBT competencies in treating child atyi identification of anxious cues

(i.e., (1) identification of somatic symptoms a2} identification of anxious cognitions),
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anxiety management strategies (i.e., (3) relaxaf@ncoping thoughts, and (5) problem-
solving), and (6) positive reinforcement. Indepenidmders scored each category for the
presence of the target behavior and each particigaeived a total score (0 to 6) based
on the sum of behaviors displayed. Other componehtthe treatment which were
desirable but not core components were also cagtedlf) asking for subjective units of
distress (SUDS) ratings, (2) using cognitive regtring, (3) engaging in imaginal
exposure, and (4) being a coping model. These coerge were rated for presence or
absence, and participants could score from 0 to these items.

Skill, the level of competence shown by the thesai the delivery of treatment
(Perepletchikova & Kazdin, 2005), was evaluatech@isa 7-point Likert scale ranging
from 1 (hot wel) to 7 {very well) (ASCL; Beidas et al., 2009; see Appendix C). When
rating skills, coders were asked to rate: “Howl8Kilwas the clinician’s performance in
preparing the child for the exposure using the @gognbehavioral framework? (i.e., how
well did the individual show the skills they lead)&

Coders were one doctoral level psychology gradustiedent, two post-
undergraduate psychology research assistants,rentianors psychology undergraduate
research assistant trained through reading matewdiactics, and supervised practice
with feedback. Training began with a review of CBF child anxiety and th€oping
Cat manual (Kendall & Hedtke, 2006) as well as tapess®ns of therapist behavior.

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

2 These additional CBT competencies were not inalidehe primary analyses as they
were not considered integral to the implementadibiine treatment.
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the coding scheme in detail to the raters and peaviexamples of the various ratings
using illustrations from role-plays.

Following the initial training and introduction tthe procedures, the training
group met three times to code additional samplebesfavior (N = 18 role-plays).
Interrater reliability for adherence and skill rgjs was established between the primary
investigator of this study and the four independmuers prior to initiating the coding of
role-plays of therapist behavior from the curremmple. Coders were blind to
hypotheses, the condition (i.e. AT, CT, RT), anditoee-point of the assessment (pre-
training, post-training, post-consultation). Alldiependent observers met an intraclass
correlation (ICC) or kappa coefficient criterion 8f75 at the outset of the study on a
sample of 20-25 role-plays ICC inter-rater reliability was used for continugovariables
whereas kappa coefficients were used for catedaras@ables. The total adherence score
demonstrated outstanding inter-rater reliabilitythwan intraclass coefficient of .98.
Additionally, all individual items had kappa coeiénts of .75 or higher which indicates
substantial inter-rater reliability (Landis & Kocth977). Table 1 shows mean observer
ICC reliability scores for adherence and skill é@ntinuous variables and mean observer
kappa scores for categorical variables. Given #lateliability ratings for dependent
variables were equal to or above the .75 criterahyariables were retained for future

data analyses.

3 Two of the coders needed additional role-playszh reliability on two individual
items, so they completed 5 extra role-plays toeaahreliability. However, they met
reliability on the total adherence and skill iteamsthe first set of 20 role-plays. Total
adherence and skill are the only items to be us¢lese analyses.
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Table 4. Mean Observer Reliability Scores for Adimee and Skill Ratings

Adherence and Skill ltems Intra-Class Correlation appa 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 -- 7
Coping Model - .97
Additional Adherence Total .90 --
Skill .92 -

Note.SUDS = subjective units of distress rating.
Assessment Procedure
At pre-training, the principal investigator obtaiheonsent from all participants.
Subsequently, participants completed an assesswahtating their knowledge of CBT
for anxiety (i.e., Knowledge Test 1), demographlics., CDAQ, TBQ), attitudes (i.e.,
EBPAS), organizational characteristics (i.e., TCBQ) and the PBRP (Vignette 1). All
of these measures, with the exception of the PBRRe wompleted on-site prior to
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training on the training day. However, the PBRP vemsnpleted via telephofie
Subsequently, participants participated in onehoéd training conditions (i.e., RT, CT,
and AT). Participants completed the post-trainirgsegsment which included an
evaluation of their knowledge of CBT for anxietye(i Knowledge Test 2), attitudes (i.e.,
CDAQ-S, EBPAYS), training satisfaction (i.e., TS&)d the PBRP (Vignette 2). All of the
measures with the exception of the PBRP were cdetplen-site directly following their
training. Following consultation, participants cdetpd an assessment evaluating their
knowledge of CBT for child anxiety (i.e., Knowleddest 3), attitudes (i.e., CDAQ-S,
EBPAS, SEQ), satisfaction with consultation (CFi)¢g implementation of the treatment
(i.,e., ITAY). The PBRP (Vignette 3) was completed telephone while all other
measures were completed online via Survey Monkey.
Training Method

All conditions taught participants CBT for childaety, however, this was done
through different training methods: a one-day undior-led training workshop based on
principles of CBT, active learning, and behaviaetiearsal (AT), a one-day instructor-
led training workshop based on training-as-usudl)(Rnd a self-guided online training
(CT). The RT and AT workshops were rated by a datttevel graduate student to
ensure fidelity to proposed condition given thatheavorkshop occurred twice. The CT

workshop was not rated because it was not vardieto its standardized modality.

' The rationale for completing the PBRP over thepkbne at pre-training (rather than
on-site on the training day) was to have the sarmegplure at pre-training, post-training,
and post-consultation. Given that therapists wenesting from many different areas,
travel was anticapted as a barrier for therapasteturn following training to complete a
10 minute role-play; thus necessitating the ush@telephone.
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Routine Training (n = 40)

RT included a 6-hour didactic instructor-led CBTrikshop lead by an experienced
doctoral student (4+ years of clinical experiencghwhe treatment; first author)
supervised by Dr. Kendall. The training coveredhesession of the treatment in detalil
(i.e., taught the manual), as well as providedsilative examples (e.g., watched
representative tapes) in an effort to bring the uaano life. The main purpose of this
workshop was to go through session-by-sessionlptherapists learn how to implement
the Coping Catprogram (Kendall & Hedtke, 2006). See Appendixo€the PowerPoint
presentation used in this condition. The trainingthnd is consistent with the passive
learning approach (didactic lecturing) frequenthgerved in training-as-usual continuing
education workshops and is considered to mirranitrg-as-usual.

Computer Training (n = 34)

This condition usedCBT4CBT (Computer-based training to be a cognitive-
behavioral therapist: Kendall & Khanna, 2008). 8ependix C for sample screen-prints
and the Table of Contents. The training time was@damately 6 hours of self-guided
study. The program guided the participant throu§lsdssions of CBT for child anxiety
following the Coping Cat treatment manual. The program provided step-hy-ste
instructions for each session of the treatment @ogided examples and materials that
the therapist could apply. Unique due to the magalf training (i.e., computer-based),
CT was self-paced and allowed the user to pauseeastse as well as print out sections
to be used in session (e.g., pictures, physiolbgigamptoms map, fear hierarchy form).

Examples and tips from experienced therapists eatead both older and younger
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patients, different diagnostic presentations, andréety of fear situations allowing the
referencing of specific resources to match indigicheeds of clients.

Active learning in the CT condition included intetige learning such as videos
of actual treatment sessions, therapist tips, arks lto research articles. However, the
type of active learning present in the AT conditipe., behavioral rehearsal) was not
included, nor did the program focus on principlesirmthe AT condition (i.e., the CT
condition went through the treatment session-bgieassimilar to RT).

Augmented Training (n = 41)

AT included a 6-hour didactic instructor-led CBT nkshop lead by an experienced
doctoral student (4+ years of clinical experiencghwhe treatment; first author)
supervised by Dr. Kendall. The AT condition inclddéhree main components: (1) a
focus on core CBT competencies, (2) behavioral aeda, and (3) utilization of
interteach. Basic CBT competencies specific todchiixiety were covered during the AT
workshop: (1) coping modeling, (2) identifying sdmacues and relaxation, (3)
identifying and challenging anxious self-talk, (@oblem-solving, and (5) behavioral
exposure. First, a principle was introduced didadlty (e.g., changing child anxious self-
talk). Following learning about the principle, tharticipants broke into small groups of
three and participated in (1) interteach and (2)aberal rehearsal in order to engage
with the material actively. Each principle took apgmately an hour to cover: 30
minutes of didactic teaching (including questiond answers), 15 minutes of interteach
and 15 minutes of behavioral rehearsal. Each mi@diearned built upon a previous

principle (i.e., scaffolding approach).
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Interteach allowed the participants to discuss tl@actic concepts presented.
Participants were asked to discuss topics relatirgach principle with their small groups
in an effort to engage with the presented didactaterial. An emphasis was made on
applying the principles to the participant’s lifefore applying it in a clinical context. For
example, after learning about problem-solving, ipgrants were asked to do the
following during interteach: “Practice problem-sioly with your workshop partner(s) in
a low anxiety-provoking situation (e.g. you dornke oysters but your date ordered them
for dinner). Engage in problem-solving in a higixi@ty-provoking situation (e.g. you
have to give a speech in front of the workshopymdaren'’t prepared).”

Whereas interteach was more of a discussion abeutlitlactic principle presented,
the behavioral rehearsals provided an opportunityléliberate practice and applying the
concepts to an actual sample therapist-clientactean. Participants were provided with
three sheets of paper for each behavioral rehearsakch sheet represented a different
role (i.e., therapist, client, observer) and ddmeatithe particular situation so that the
participant knew what was required of them. Pa#nis were encouraged to play
different roles (i.e., therapist, client, observierensure that various skills were learned.
The workshop leader utilized behavioral principl@sg., reinforcement) to reward
competent adherence and skill. Participants wese @lovided peer feedback during the
behavioral rehearsal as time was allocated forotheerver to provide feedback to the
therapist at the end of the role-play (the obsewas guided by a checklist). Please see
Appendix C for the PowerPoint presentation, inteste discussion questions, and

behavioral rehearsal worksheets used as part g Theaining.
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Training Integrity.Given that each training workshop was conductedéwi.e., with
three conditions, 6 training days were completéd)yas necessary to ensure training
integrity within conditions across time. All tramgs were recorded in case additional
checks were necessary. A doctoral level graduatdest rated each training within
condition (e.g., the 2 RT training dayspn (1) how comparable the 2 trainings were
within condition (e.g., AT Day 1, AT Day 2), (2) Waoclosely the trainings followed the
procedure (e.g., AT taught principles and includethavioral rehearsal), and (3) how
disparate the two conditions (i.e., AT vs. RT) weRatings were reported on a 7-point
Likert rating scale ranging from(hot at all)to 7 extremely).

The rater reported that both the RT and AT workshigilowed the study procedure
(i.e., going through the manual session-by-sessioa focus on active learning and
principles of CBT) “extremely” well (AT/RT procederratings = 7). Additionally, little
variability was seen within condition across thew@rkshops, as the rater rated the
similarity as being high (RT similarity ratings s AT Similarity ratings = 6). Overall,
the rater noted that the 2 conditions were somewatilet in their presentation (Rating =
5). The results of these ratings suggest a highrege@f integrity within training
conditions with somewhat divergent content by ctboni

Consultation Procedure

In the three months following training, participantere provided with consultation

on a weekly basis. Immediately following completiohthe post-training assessment,

participants received th@oping Catmanual, child workbook (Kendall & Hedtke, 2006)

15 This was only relevant to the AT and RT trainimditions, given that the CT training
condition was standardized.
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and a therapist kit. Materials included in the #pest kit included games mentioned in
the manual (e.g., Feelings Charades). Additiona#lgdings were sent via email on a bi-
weekly basis for three months (total contact =née8) to further buttress the training
efforts and to provide a basis for discussion instdtation. For example, a seminal paper
on how to conduct exposures was e-mailed (see Hleedal., 2005). Additionally, a
website dedicated to the study contained copiedlohailed materials, as well as other
materials discussed in consultation (e.g., relaxaiP3; Internet resources for treating
anxious youth) and a question-and-answer forum phaticipants were encouraged to
utilize. Participants reported that they spentarage of 3.80 hours reading the manual
(SD = 3.28; range = 0-20 hours) and an average of Bolfs reading the provided
articles D= 2.62; range = 0-20 hours).

Participants were asked to log-on to a website /lieey could sign up for weekly
consultation and were asked to participate in @tlé7% of consultation sessions (i.e., 8
out of 12) in order to ensure that they receiveadequate “dose” of consultation. On a
weekly basis, if a participant did not sign up floee weekly consultation call, up to three
contact attempts were made as a reminder. Corisultatas provided via the WebEXx
virtual conferencing platform by the first authander the supervision of Dr. Kendall.
Participants were able to call in via telephonecoamputer to attend the 1-hour virtual
conference. Those individuals who used their coenguivere able to view a white-board
with notes from consultation, as well as view thdividual leading the consultation via
web camera.

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

the first cohort of participants) so that each weellidactic topic was elaborated upon in
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consultation. Topics included issues discussedh@ workshops that needed further
elaboration or practice: (1) general questions al@®T for child anxiety, (2) addressing
anxious self-talk, (3) problem-solving, (4) settingp the exposure hierarchy, (5)
preparing youth for exposufe (6) imaginal exposure, (7) in vivo exposure, 8jnorbid
attention symptoms, (9) comorbid mood symptoms,) (®morbid pervasive
developmental disorder symptoms, (11) developmeotaisiderations (e.g., children
under the age of 7, adolescents), and (12) comochidnic illness. Self-initiated
guestions from readings and help implementing tteatment with specific client
problems were also emphasized in consultation.

Generally, consultation consisted of thirty minutkeslicated to client discussion and
thirty minutes dedicated to didactic topics and dwebral rehearsal. Given the dual
emphasis on client discussion and didactic tomiossultation included both instructor-
led structured material and unstructured peer-guideaterial (see Weingardt et al.,
2009). On average, the 109 consultation sessisted®2.57 minutesSP = 10.79; range
= 22-65 minutes) and had an average of 7.83 paatits D = 4.52 range = 1-20
participants). Number of cases discussed per vallaged 2.693D = 1.90; range = 0-7
cases}’ The intent-to-train sample of participants attehden average of 7.15
consultations $D = 3.17; range = 0-10); 75% (n = 86) of particiganbmpleted 8 or

more consultations as requested at the outseedttidy.

' Two weeks were devoted to this topic given thatds a main treatment goal.

7 Consultation was provided over the course of 5thfollowing the training
workshops. All conditions were mixed together dgrihese consultations; each cohort
was integrated into the consultations on a rolliagis.
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Participants provided feedback on their experiewdh consultation through the
CFF (Stirman et al., 2009). Participants reporteat they paid close attention during the
consultation® (M = 5.97,SD = 1.08; range = 2-7), found the consultation sessto be
helpful M = 5.78,SD = 1.86, range = 0-7), and found the consultatess®ns to be of
high quality M = 6.25,SD = .76, range = 4-7). Participants reported that gbssions
were well-structuredM = 5.85,SD = 1.04, range = 4-7), that they closely mimicked
face-to-face interactioM = 5.00,SD = 1.29, range = 1-7), and that they had a faverabl
experience using the WebEx technololyy<£ 5.48,SD= 1.32, range = 1-7).

Data Analysis
Statistical Assumptions

Assumptions of repeated measures multivariate aesalyf covariance (RM-
MANCOVA) and follow-up univariate analysis of covamce (ANCOVA) were
evaluated prior to data analysis. To assess thenalodistribution of the primary
dependent variables (DVs), three statistics weraluated: the Kolmogorov-Smirnov
statistic, skewness, and kurtosis. Skewness antbgisirvalues were converted to z-
scores, with absolute values greater than 2.5&atidig significant departures from the
normal curve. Outliers were identified through aarination of z-scores.

To assess for homogeneity of variances and covaiamatrices, Levene’s test
and Box’s test of equality of covariance matricesrav conducted. In addition to
examining thep value for Levene’s test, the ratio of the varianbetween the group with
the largest variance and the group with the small@sance was calculated, with ratios

less than 2 indicating homogeneity of variancesl|@i2009).

18 All reports based on 7-point Likert rating scal@gher ratings were more favorable.
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Preliminary Analyses

ANOVA and chi-square tests were conducted to agsessgnificant differences
across conditions on demographic and potentiallyfaanding variables (e.g., gender,
race, clinical experience). ANOVA was conductedassess for significant relationships
between demographic or potentially confounding alslés and the DVs. If significant
relationships were found, the demographic or comfiing variable was controlled in
subsequent analyses.
Primary Hypotheses

The primary outcome variables were adherence ailld skdherence and skill
were analyzed together based on the finding theyt there highly correlated with one
another across each time point (range ©f.72-.82). To test primary hypothesis 1 and 3,
a 2 (AT, RT) X 3 (pre-training, post-training, pasinsultation) RM-MANCOVA
examined the effect of training on two dependentaldes of therapist behavior (i.e.,
adherence and skill). To test primary hypothesis@ 3, a 2 (CT, RT) X 3 (pre-training,
post-training, post-consultation) RM-MANCOVA exaraththe effect of training on two
dependent variables of therapist behavior (i.dhgeghce and skill). Given that number of
consultation hours varied between the post-trairang post-consultation time points,
total number of consultation hours was enterechenrhodel as a covariate so that the
effect of the factors over and beyond the covartatéld be isolated. Hotelling’s Trace
statistic was used when reporting RM-MANCOVA resudiven that it is the indicated
statistic when there are 2 groups (Garson, 200®nif®ant findings were further

interpreted using univariate ANCOVA results (Dav06).
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Separate analyses of knowledge and adherencdiakil been conducted in prior
studies (Beidas et al., 2009; Sholomskas et aD5R0To test primary hypothesis 4, a
mixed factorial 3 (pre-training, post-training, paensultation) X 3 (RT, CT, AT)
ANOVA examined the effect of training on theraplsiowledge. Between subjects
analyses tested for differences between the tgioamdition on knowledge, and within
subjects analyses tested for differences in knaydextross time points.

To test primary hypotheses 5, 6 and 7, a one-wa@¥A and a priori contrasts
were used to assess for significant differencebenapist satisfaction at post-training by
condition (AT, RT, CT).

Adherence and skill were analyzed in referencedtingcally significant criterion
(see Special Issuelournal of Consulting and Clinical Psycholqgitendall, 1999;
Sholomskas et al., 2005). To examine the relatidéyuand effectiveness of the two
training conditions, the proportion of participants o were successfully trained to
criterion in the three conditions were compared.0%o cut-off score was used to indicate
being trained to criterion for adherence and knodgée This number was selected to be
consistent with training conditions used in othealeations of child anxiety CBT (e.g.,
CAMS; 80%) but was less conservative because theipants were clinicians naive to
CBT for child anxiety (unlike the CAMS RCT). A sk#core of 3.5 was used as the cut-
off for being acceptably trained to criterion asx\gigtent with past trials evaluating the
efficacy of CBT (Carroll, 1998; Carroll et al., 200
Secondary Hypotheses

To address the secondary aims, additional analysesstigated therapist

attitudinal change over time, and the relationdig@jween therapist variables and training
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outcomes. To test secondary hypothesis 1, a maadrial 3 (pre-training, post-training,
post-consultation) X 3 (RT, CT, AT) ANOVA examinesignificant differences in
attitudes across conditions. If significant at tB8 level, specific planned comparisons
were conducted (AT vs. RT, CT vs. RT).

To test secondary hypothesis 2, linear regressiatyses were used to investigate
whether prior therapist clinical experience andoprsupervision predicted therapist
adherence at post-training across conditions. Bb $econdary hypothesis 3, linear
regression analyses examined whether prior theragisical experience and prior
supervision predicted therapist skill at post-tiragnacross conditions. To test secondary
hypothesis 4, linear regression analyses examinkethg&r a therapist attitude (i.e.,
openness to innovation) predicted therapist adleerand skill across conditions at post-
training.

Exploratory Hypotheses

Exploratory analyses included a 2 (AT, CT) X 3 {maning, post-training, post-
consultation) RM-MANCOVA to examine the effect afaining on two dependent
variables of therapist behavior (i.e., adherena skill). Additionally linear regression
was used to identify whether therapist characiesigiredicted post-consultation training
outcomes and whether therapist attitudes (i.e.,eapprequirements, divergence)
predicted post-training and post-consultation tregnoutcomes. Analyses on therapist
attrition were also completed.

Handling of Missing Data
Consistent with the literature, intent-to-train sas were conducted and all

participants were included in analyses (N = 11%)e Tast observation was carried
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forward in the case of therapists who did not catephll study assessment time-points
(LOCF; n = 13). All reported analyses were commletgth the intent-to-train sample;
additional analyses were completed with the subgathpt completed all assessments (n
= 102; see Appendix B). For measures where there méssing 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 poweysaglconducted using effect
size estimates based on the existing literatureeVealculating these estimates, an
emphasis was placed on the primary analyses akstitéor these studies (i.e., adherence
and skill). Previous studies yielded medium to dargffect sizes. For example,
Sholomskas et al. (2005) found that post-trainidgesence and skill effect sizes in
clinicians participating in a training study wer fallows: adherenced(= .67) and skill
(d =.69). These effect sizes were averaged across tbke-plays. To calculate power for
a repeated multivariate analysis of variance (RMMGOVA), the number of
participants is determined by the between-subjeffect (Tabachnik & Fidell, 2001).
However, Tabachnik and Fidell (2001) suggest addirigw additional subjects to each
group; thus an additional 7 participants were udedd. With a sample size of 115
(anticipated retention N = 96) and an effect sifedo= .68 (as indicated from the
literature), RM-MANOVA analyses are adequately poade( power = 0.95, obtained via
G*Power) to detect existing relationships betweariables at an alpha level of .05 (see
Cohen, 1988). Note that our target number of ppgits was 96; however because we

anticipated therapist drop-out and due to highr@ste we recruited and enroll 15% more
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participants than we needed to ensure adequater fp@sed on past study drop-out rates
(Sholomskas et al., 2005).
Data Checking
One-hundred percent of the data entry was checkeddure integrity of analyses

by a trained undergraduate research assistant.
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CHAPTER 4
RESULTS

Statistical Assumptions

Skewness and kurtosis values for each conditioicateld the following. For the
AT sample, post-training total satisfaction and tgmmsultation skill ratings were
negatively skewed, suggesting a pile-up of scorethe right (i.e., higher scores). Post-
consultation skill was peaked and heavily tailedr Fhe RT sample, post-training
knowledge, post-training satisfaction, and postscitation knowledge were negatively
skewed. Post-training and post-consultation knogdedere pointy and heavily tailed.
For the CT sample, post-consultation knowledge negatively skewed and pre- and
post-consultation knowledge were pointy and heataiied.

Examination of the Kolmogorov-Smirnov statisticsvealed that all of the
dependent variables (i.e., pre-, post-training @ost-consultation knowledge; pre-, post-
training and post-consultation adherence; pre-{-paming and post-consultation skill;
post-training satisfaction) had distributions that/iated meaningfully from the normal
curve (Kolmogorov-Smirnov p <.05). However, bothvamiate and multivariaté are
robust to violations of normality as long as thelaiions are not due to outliers. As
Tabachnick and Fidell (2001) suggest, “A samplee dizat produces 20 degrees of
freedom for error in the univariate case shoulduensobustness of the test, as long as
sample sizes are equal and two-tailed tests ak”u&yen with unequal n, a sample size
of 20 or more in the smallest cell should ensutaustness to violations of normality.
Given that the data fit this description (smallest 34), the proposed data analyses were

robust despite not meeting the assumption of natyrfar some variables.
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To examine for outliers, z-scores were utilizedscores allow for standardization
of a dataset through the expression of scores avidlistribution of a mean of 0 and a
standard deviation of 1. In a normal distributidns expected that 5% of the sample will
have absolute values greater than 1.96, 1% wiletahsolute values greater than 2.58,
and none will be greater than 3.29 (Field, 2009)tli€s were deemed to be non-
significant (i.e., within the expected estimatesdamormal distribution) for all dependent
variables, thus no adjustments for outliers werdera the dataset.

Homogeneity of variance refers to the assumptiat the spread of scores is
roughly equal in the three different groups on tependent variable (Field, 2009).
Levene’s test was conducted on all of the dependenibles to ensure that the
assumption of homogeneity of variance was met.pf@itraining, post-training and post-
consultation adherence scores, pre-training and-tpoeing skill scores, and pre-
training, post-training and post-consultation knedge scores, Levene’'s test was
nonsignificant (p>.05), indicating that the assumptof homogeneity of variance was
upheld. For post-consultation skill scores, Leveriest was significan&((2, 99) = 3.56,

p =.03), indicating that the variance was differentoas the three conditions on this
dependent variable. Levene’s test was followed iip variance ratios given that in large
sample sizes, small differences in group variage@sproduce a significant Levene’s test
(Field, 2009). The calculation of variance raticgsvaccomplished by dividing the largest
variance by the smallest variance. Given that grsigps were approximately 40 and
comparisons were between 2 variances, the critedale was 1.99. None of the variance
rations were larger than this number, indicatingt tthe assumption of homogeneity of

variance was upheld. Given that Levene’s test doésake account the covariances, the
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variance-covariance matrices were also checkeddegtwroups using Box’s test (Field,
2009). This test was non-significamt € .20), suggesting that the covariance matrices
were roughly equal and the assumption was tendlbles, 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 exaahibetween conditions at
pre-training. With regard to discrete variablesidgt completer status,{(2) = .95,p =
.95), job function (¢ (14) = 21.81p = .08), gender € (2) = 1.95,p = .38), ethnicity/race
( 2 (10) = 16.28p = .09), and clinical population served (4) = 3.51,p = .48) did not
differ by condition. With regard to continuous \alrles, ageK (2,108) =.91p = .41),
clinical experienceK (2,109) = 2.41p = .09), identification with CBTK (2,109) =.62p
= .54), attitudes towards EBIF (2,112) =.2.57p = .08), caseload~((2,102) =.42p =
.66), burnout £ (2,110) =.32p = .73), supervision hour$((2,112) =.10p = .91) and
organizational climate< (2,106) =.74p = .48) did not differ by condition.

The relationships between the dependent variabtesobdition prior to training
were examined. Importantly, none of the conditidiffered on the primary dependent
variables at pre-training: knowledge (2,112) =.40p = .67), adherencé-((2,111) =.24,

p =.78), or skill F (2,111) =.94p = .40). Examination of the above results suggstts
randomization was successful in ensuring no diffees in the three conditions on key

demographic variables and dependent variables.
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Primary Analyses

Table 5. Means and Standard Deviations for Depédndarables by Time

Dependent Variable Pre-Training Post-Training Post-Consultation
M (SD) M (SD) M (SD)
Routine Training
Adherence 1.63 (1.09) 2.93 (1.51) 3.75 (1.71)
Skill 3.02 (1.13) 4.13 (1.45) 4.61 (1.42)
Knowledge 15.27 (2.32) 17.45 (1.83) 17.87 (1.94)
Satisfaction* -- 53.73 (5.41) --
Computer Training
Adherence 1.71 (1.31) 2.71 (1.36) 3.70 (1.29)
Skill 2.94 (1.30) 3.67 (1.47) 4.70 (1.34)
Knowledge 14.85 (2.41) 17.42 (1.81) 17.29 (2.32)
Satisfaction* -- 50.76 (5.91) --
Augmented Training
Adherence 1.51 (1.21) 3.36 (1.22) 4.17 (1.34)
Skill 2.67 (1.22) 3.68 (1.47) 5.06 (1.09)
Knowledge 15.25 (1.92) 16.83 (1.933) 17.33 (1.94)
Satisfaction* -- 55.46 (4.68) --

Note. *Satisfaction was only measured at post-trainingamdeand standard deviations
reported are for actual values — not includingl#is¢ observation carried forward method.

Augmented Training Compared to Routine Traininghéw@nce and Skill

A 2 (AT, RT) X 3 (pre, post-training, post-constiba) between-subjects RM-
MANCOVA was performed on two dependent variableshefapist behavior: adherence
and skill. Adjustment was made for one covariatemher of consultation hours. After

controlling for consultation, RM-MANCOVA revealeche main effect (Consultation)
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and one significant interaction (Time X ConsultajioOther main effects and higher
order interactions were not significdht The between-subjects main effect for the
covariate ConsultationF( (2, 76) = 4.73p = .01, partial > = .11) indicated that as
number of consultation hours increased, both adicerand skill increased. Given that an
interaction was significant on the covariate, tha@nreffect was not interpreted (Howell,
2011). The RM-MANCOVA revealed a significant intetian for Time X Consultation
(F (4, 304) = 6.55p = .00, partial 2= .08), indicating that consultation hours modetate
the relationship between time and the two dependarniibles. Follow-up univariate
ANCOVA'’s indicated that participants with higher mbers of consultation hours
significantly improved their adherence (2, 154) = 17.91p = .00, partial = .12) and
skill (F (2, 154) = 3.93p = .02, partial > = .05) between post-training and post-

consultation irrespective of their condition (Ségufes 4 and %).

19 A trend for time was observeg € .056) but was not interpreted.

20 Note that when graphing the interaction of TimE€nsultation; participants were
collapsed across condition and number of consaitdtours was dichotomized into two
groups: low consultation (0-5.9 hours of consult@tiand high consultation (6-11 hours
of consultation). The data were examined usingrabr of different splits for this
dichotomization, and this allows for the best vigepresentation of the data. We
preferred to use the categorization of low, averamd high, but using the formula of the
M + SDresulted in a high group with only 1 participamhich is not a fair depiction
graphically.
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Figure 4. Interaction of Time X Consultation on Adénce (collapsed across

condition)

Figure 5. Interaction of Time X Consultation onIB{gollapsed across condition)
Routine Training Compared to Computer Training: Addnce and Skill
A 2 (CT, RT) X 3 (pre-training, post-training, paginsultation) between-subjects

RM-MANCOVA was performed on two dependent variablestherapist behavior:
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adherence and skill. Adjustment was made for onarcate: number of consultation
hours.

After controlling for consultation, RM-MANCOVA rewted two significant main
effects (Time, Consultation) and one significatieraction (Time X Consultation). Other
main effects and higher order interactions were significant. The significant within-
subject main effect for Timer((4, 284) = 2.92p = .02, partial >= .04) indicated that
over time, both adherence and skill increased wtaletrolling for consultation hours.
Follow-up univariate ANCOVA's indicated a significafinding that both adherencg (
(2, 144) = 3.05p = .05, partial >= .04) and skill scores separately improved oveeti
(F (2, 144) = 3.63p = .03, partial >= .05) irrespective of condition while controllifigr
consultation hours (see Figures 6 and 7). The feigni between-subjects main effect for
Consultation £ (2, 71) = 5.98p = .00, partial 2= .14) indicated that as consultation
hours increased, both adherence and skill increasedost-consultation. Follow-up
univariate ANCOVA's revealed that adheren&e(?, 144) = 3.45p = .04, partial *=
.05) improved over time as number of consultatimurk increased irrespective of

condition.
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Figure 6. Main Effect of Time on Adherence (Covegiheld constant at 7.05)

Figure 7. Main Effect of Time on Skill (Covariatelt constant at 7.05)

The RM-MANCOVA also revealed a significant withiokgects interaction for
Time X Consultation § (4, 284) = 2.98p = .02, partial > = .04), indicating that
consultation hours moderated the relationship betweéme and adherence and skill.
Follow-up univariate ANCOVA'’s indicated that parpants with higher numbers of
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consultation hours significantly improved their adince £ (2, 144) = 3.45p = .04,

partial > = .05) between post-training and post-consultatizespective of their

condition (See Figure 8).

Figure 8. Interaction of Time X Consultation on Adénce
Knowledge

A mixed factorial 3 (pre-training, post-trainingpgi-consultation) X 3 (RT, CT,
AT) ANOVA examined the effect of training on therstpknowledge. There was a
significant main effect of time on knowledgd; (2, 198) = 68.08, p = .00, = .41),
suggesting that over time knowledge scores improvednoderate effect size was
observed (Howell, 2010). There was no significaaimeffect of conditionK (2, 99) =
.82, p = .45), or interaction of time by conditiofr (4, 196) = 1.18p = .32). Paired
comparisons revealed a significant difference betwere-training and post-training
knowledge scored (114) = -9.70p = .00), but no significant difference between post
training and post-consultation knowledge scotgd14) = -1.61p = .11). See Table 5

for means and standard deviations.
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Satisfaction

A one-way between-subjects ANOVA of participant fpinaining satisfaction
revealed a significant effect of conditioff, 2, 112) = 7.22, p = .00 = .34) suggesting
a moderate effect size (Howell, 2011). Planned restd revealed that participant
satisfaction was higher when comparing RT to €L{2) = -3.78p = .00), as well as
when comparing AT to CTt (112) = 2.40p = .02) See Table 5 for means and standard
deviations.

Training to Criterion

Four logistic regressions examined condition asediptor of training to criterion
in adherence and skill at post-training and posisatiation. The models were not
significant, indicating that condition did not inénce the likelihood of being trained to
criterion at either time points on either DV. Skable 6 for percentages of participants

meeting this criterioft.

Table 6. Percentage Trained to Criterion by Time

Dependent Variable Pre-Training Post-Timgn  Post-Consultation

Routine Training
70% Adherence 2.8% 44.4% 58.3%
3.5 Skill 36.1% 63.9% 80.6%

Computer Training
70% Adherence 10.0% 30.0% 56.7%
3.5 Skill 33.3% 56.7% 80.0%

%1 Only those who completed all assessment time-poiete included in these analyses
as | was interested in the percentages of partitcspaho completed the study and
achieved the criterion.
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Table 6. (continued)

Dependent Variable Pre-Training Post-Tilgn  Post-Consultation

Augmented Training

70% Adherence 8.3% 41.7% 66.7%
3.5 Skill 22.2% 80.6% 94.4%
Overall
70% Adherence 6.9% 39.2% 60.8%
3.5 Skill 30.4% 67.7% 85.3%
Secondary Analyses
Therapist Attitudes

A mixed factorial 3 (pre-training, post-trainingpgi-consultation) X 3 (RT, CT,
AT) ANOVA examined significant differences in atittes across conditions on the
following outcome variables: EBPAS appeal, EBPA&mopess, EBPAS requirements,
EBPAS divergence, CDAQ opinion, CDAQ confidence, AAD motivation and CDAQ
usefulness.

There was a significant main effect of time on EEPépennessfF((2, 224) =
12.75, p = .00, 2 = .10). Follow-up planned within-subjects contsashdicated
significant differences between pre-training andtgoaining on EBPAS openneds (1,
114) = 25.184p = .00, = .18): as well as significant differences betwpest-training
and post-consultationF((1, 114) = 19.23p = 00, ? = .14). These results suggest a
guadratic relationship where openness to innovatioreased after training, but returned
back to pre-training levels at post-consultatiohefe was also a significant main effect
of time on CDAQ opinionk (2, 224) = 31.62p = .00, = .22) and CDAQ confidence

(F (2, 224) = 34.31, p = .00,%> = .23). Planned within-subject contrasts showed
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significant differences between pre-training angtgoaining on both CDAQ opinior(
(1, 114) = 38.16p = .00, 2= .25) and CDAQ confidenc& (1, 114) = 43.28p = .00, 2

= .28). These results suggest that both opinion emwfidence in EBP increased
following training and remained higher at follow-uphere was no significant main
effect of time on EBPAS appedf (2, 224) = 2.11p = .12), EBPAS divergencd-((2,
224) = .02p = .97), EBPAS requirement§ (2, 224) = .08p = .93), CDAQ motivation
(F (2, 224) = 2.33p = .10), and CDAQ usefulnesk (2, 224) = .25p = .78).

There was a significant main effect of conditionEBPAS openness$-((2, 112)
=4.14,p= .02, ?=.07). Planned contrasts found significant déferes between the CT
and RT conditions on EBPAS openness (F (2, 112)14,4p = .02, 2 = .07) at pre-
training such that openness to innovation was highdegin within the CT condition.
There was no significant main effect of conditionEBPAS appealH (2, 112) = 1.29%
= .28), EBPAS divergencé&((2, 112) = .69p = .50), EBPAS requirementf (2, 112) =
.50,p = .60), CDAQ opinionk (2, 112) = .06p = .95), CDAQ confidenceH (2, 112) =
.32,p = .73), CDAQ motivation,K (2, 112) = 1.41p = .25) or CDAQ usefulness((2,
112) = .80p = .45).

There were no significant interactions of time lopdition on EBPAS appeaF (
(4, 112) = .32p = .86), EBPAS divergencé- (4, 112) = .83p = .51), EBPAS openness
(F (4, 112) = .52p = .73), EBPAS requirement$ (4, 112) = .94p = .44), CDAQ
opinion F (4, 112) = .05p = .99), CDAQ confidenceH (4, 112) = .69p = .60), CDAQ
motivation £ (4, 112) = 1.81p = .13), or CDAQ usefulnes$ (4, 112) = .27p = .90).

See Table 7 for means and standard deviations.
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Table 7. Means and Standard Deviations for Attisuole Time

Dependent Variable Pre-Training Post-Training Post-Consultation
M (SD) M (SD) M (SD)
Routine Training
EBPAS appeal 3.27 (.58) 3.31 (.54) 3.17 (.51)
EBPAS divergence 3.01 (.51) 3.01 (.58) 3.08 (.47)
EBPAS openness 2.99 (.60)* 3.15 (.64) 3.03 (.66)
EBPAS requirement 2.72 (.97) 2.68 (1.12) 2.58 (.89)
CDAQ opinion 5.95 (.95) 6.49 (.71) 6.51 (.68)
CDAQ confidence 5.45 (1.36) 6.22 (.79) 6.10 (.83)
CDAQ motivation 6.48 (.74) 6.46 (.81) 6.15 (.96)
CDAQ usefulness 6.55 (.59) 6.49 (.71) 6.51 (.71)
Computer Training
EBPAS appeal 3.28 (.72) 3.30 (.71) 3.26 (.72)
EBPAS divergence 3.10 (.49) 3.15 (.54) 3.02 (.77)
EBPAS openness 3.25 (.54)* 3.52 (.46) 3.29 (.56)
EBPAS requirement 2.55 (1.07) 2.71 (1.11) 2.69 (1.12)
CDAQ opinion 6.00 (1.28) 6.50 (.79) 6.55 (.61)
CDAQ confidence 5.38 (1.65) 6.29 (.87) 6.06 (.92)
CDAQ motivation 6.71 (.72) 6.71 (.72) 6.56 (.79)
CDAQ usefulness 6.74 (.57) 6.65 (.65) 6.65 (.73)
Augmented Training
EBPAS appeal 3.47 (.53) 3.45 (.52) 3.36 (.54)
EBPAS divergence 3.17 (.63) 3.16 (.62) 3.16 (.62)
EBPAS openness 3.25 (.58) 3.49 (.61) 3.23 (.63)
EBPAS requirement 2.93 (1.04) 2.73 (1.25) 2.84 (.95)
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Table 7. (continued)

Dependent Variable Pre-Training Post-Training Post-Consultation
M (SD) M (SD) M (SD)

CDAQ opinion 6.00 (1.01) 6.50 (.75) 6.60 (.67)
CDAQ confidence 5.45 (1.44) 6.28 (.96) 6.43 (.64)
CDAQ motivation 6.49 (.81) 6.65 (.60) 6.48 (.85)
CDAQ usefulness 6.62 (.66) 6.65 (.66) 6.65 (.80)
Overall

EBPAS appeal 3.34 (.61) 3.35 (.59) 3.27 (.59)
EBPAS divergence 3.10 (.55) 3.10 (.58) 3.10 (.63)
EBPAS openness 3.16 (.58)** 3.38 (.60)** 3.18 (.62)**
EBPAS requirement 2.74 (1.03) 2.71 (1.16) 2.70 (.98)
CDAQ opinion 5.98 (1.07)** 6.50 (.74)** 6.56 (.65)
CDAQ confidence 5.43 (1.47)* 6.26 (.87)** 6.20 (.81)
CDAQ motivation 6.55 (.76) 6.53 (.70) 6.38 (.88)
CDAQ usefulness 6.63 (.61) 6.59 (.67) 6.60 (.75)

Note. EBPAS = Evidence Based Practice Attitude Scale ¢Asyr 2005); CDAQ =
Clinician Demographics and Attitudes Questionnaire. .05; ** p < .00

Therapist Characteristics and their RelationshopAdherence and Skill at Post-
Training

Linear regression analyses were used to determvimether therapist clinical
experience, weekly supervision hours, and opentee&BP predicted therapist skill at
post-training. The overall regression model wassmtificant: € (3, 103) = .83p = .48,
R? = .02; see Table 8). These results suggest tleaalst clinical experience, weekly

supervision hours, and openness to EBP did noigtnedst-training skill.
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Table 8. Therapist Characteristics Predicting Hoatning Therapist Skill

Variable B SEB

Constant 4.31 .80 --
Clinical Experience -.00 .00 -.10
Supervision .06 .06 .10
EBPAS openness -.06 .25 -.02

Note.Clinical experience measured in months; supervisieasured in hours per week.

Linear regression analyses were used to determimether therapist clinical
experience, weekly supervision hours, and opent®dSBP reported at pre-training
predicted therapist adherence at post-training. dwerall regression model was not
significant: € (3, 103) = .67p = .57,R = .02; see Table 9). These results suggest that
therapist clinical experience, weekly supervisiayuids, and openness to EBP did not
predict post-training adherence.

Table 9. Therapist Characteristics Predicting Hoatning Therapist Adherence

Variable B SEB

Constant 2.43 .79 -~
Clinical Experience -.00 .00 -.07
Supervision .04 .06 .08
EBPAS openness .19 .25 .08

Note.Clinical experience measured in months; supervisieasured in hours per week.
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Exploratory Analyses
Augmented Training Compared to Computer Traininghé&ence and Skill

A 2 (AT, CT) X 3 (pre, post-training, post-constion) between-subjects RM-
MANCOVA was performed on two dependent variablethefapist behavior: adherence
and skill. Adjustment was made for one covariatenber of consultation hours.

After controlling for consultation, RM-MANCOVA rewaed one significant main
effect (Time) and one trend interaction (Time X @ibion). Other main effects and
higher order interactions were not significant. Hignificant within-subject main effect
for Time (4, 276) = 3.54p = .01, partial 2= .05) indicated that over time, adherence
and skill increased while controlling for consulbat hours. Follow-up univariate
ANCOVA's revealed a significant finding of time @uherenceH (2, 140) = 6.15p =
.00, partial 2= .08) and skill F (2, 140) = 5.86p = .00, partial >= .08; See Figures 9
and 10). The RM-MANCOVA also revealed a trenddowithin-subjects interaction for
Time X Condition F (4, 276) = 2.24p = .07, partial 2= .03), indicating that condition
moderated the relationship between time and thefsdependent variables. Follow-up
univariate ANCOVA'’s revealed a significant findinpat condition moderated the
relationship between time and skiff (2, 140) = 4.28p = .02, partial 2= .06), but not
adherence K (2, 140) = 2.16,p = .12; See Figure 10). This finding suggests that
participants in the AT condition showed increaskidl sver time when compared to

those in the RT condition.
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Figure 9. Main Effect of Time on Adherence (Coveriheld constant at 7.26)
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Figure 10. Main Effect of Time on Skill; Interacti@f Time X Condition on Skill

(Covariate held constant at 7.26)
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Therapist Characteristics and their Relationshiphvdherence and Skill at
Post-Consultation

Forced entry multiple linear regression analysesestigated whether therapist
clinical experience, weekly supervision hours, amknness to EBP reported at pre-
training predicted therapist skill at post-condidia Number of consultation hours
attended was entered into the first block in otderontrol for its effects. Both Step 1 and
Step 2 were significantF((1, 103) = 10.73p = .00,R* = .10;F (4, 103) = 3.55p = .01,
R® = .13; see Table 10), however the chang®irF (1, 99) = .1.14p = .34) was not
significant. These findings provide support forsuks from the primary analyses that
number of consultation hours predicted post-coasioh skill; accounting for 10% of the
variance. When controlling for number of consudiati hours, therapist clinical
experience, weekly supervision hours, and opentesEBP did not predict post-
consultation skill.

Table 10. Therapist Characteristics Predicting fmstsultation Therapist Skill

Step 1 B SE B
Constant 3.66 .34 -~
Consultation** 14 .04 31
Step 2 B SE B
Constant 3.77 .79 -~
Consultation** -.00 .00 -.13

Clinical Experience
Supervision .06 .05 A1
EBPAS openness 24 .25 .10
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Note.Clinical experience measured in months; supervisieasured in hours per week.
R’ = .03 for Step 2 (P=.34). ** p.€1

Forced entry multiple linear regression analysegestigated whether therapist
clinical experience, weekly supervision hours, ampknness to EBP reported at pre-
training predicted therapist adherence at postwdtatgon. Number of consultation hours
attended was entered into the first block in otderontrol for its effects. Both Step 1 and
Step 2 were significantF((1, 103) = 16.62p = .00,R* = .14;F (4, 103) = 5.87p = .00,

R? = .19; see Table 10), however the chang&irfF (1, 99) = 2.10p = .11) was not
significant. These findings provide support forsukts from the primary analyses that
number of consultation hours predicted post-coasioh skill; accounting for 14% of the
variance. When controlling for number of consudiati hours, therapist clinical
experience, weekly supervision hours, and opentesEBP did not predict post-
consultation adherence.

Table 11. Therapist Characteristics Predicting fmstsultation Therapist Adherence

Step 1 B SEB

Constant 2.46 .35 --
Consultation** .18 .05 37
Step 2 B SEB

Constant 2.07 .82 ~-
Consultation** 16 .05 .33
Clinical Experience -.00 .00 -.14
Supervision .08 .05 15
EBPAS Openness .18 24 .07

73



Note.Clinical experience measured in months; supervisieasured in hours per week.
RF = 2.10 for Step 2 (p = .11). ** p.&d

Self-Efficacy

A simple linear regression tested whether therapif-efficacy? predicted
therapist adherence and skill at post-consultatibhe regression model was not
significant for adherencd=((1, 113) = .21p = . 65,R* = -.01) or skill £ (4, 99) = = .78,
p = .38,R? = .01), indicating that therapist self-efficadg ot predict post-consultation
adherence or skill.
Organizational Characteristics and their Relationstio Adherence and Skill at Post-
Training

Linear regression analyses were used to determihether organizational
characteristics (i.e., motivation for change, reses, staff attributes, organizational
climate, and training climate) reported at prerirag predicted therapist skill at post-
training. The overall regression model was notisigant: (F (5, 114) = 1.98p = .09; see
Table 12). These results suggest that organizatwraacteristics did not predict post-
training skill.

Table 12. Organizational Characteristics PredicRigt-Training Therapist Skill

Variable B SEB

Constant -21 2.29 --
Motivation for change .03 .03 10
Resources -.02 .04 -.07
Staff attributes .01 .05 .02

2 Data are available for self-efficacy for 90 pap#mts; the group mean for their training
condition was inputted for the 25 missing particifsa
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Table 12. (continued)

Variable B SE B
Organizational climate 15 .05 .33
Training Climate -.05 .03 -.19

Linear regression analyses were used to determihether organizational
characteristics (i.e., motivation for change, reses, staff attributes, organizational
climate, and training climate) reported at prerirag predicted therapist adherence at
post-training. The overall regression model was sighificant: £ (5, 109) = 1.09p =
.09; see Table 13). These results suggest thatiaegeonal characteristics did not predict
post-training skill.

Table 13. Organizational Characteristics PredicRogt-Training Therapist Adherence

Variable B SEB

Constant -1.66 2.23 --
Motivation for change .02 .03 .06
Resources -.04 .04 -.15
Staff attributes .05 .05 A2
Organizational climate A5 .05 34
Training Climate -.05 .03 -.21

Organizational Characteristics and their Relationsto Adherence and Skill at Post-
Consultation

Forced entry multiple linear regression analyses/estigated whether
organizational characteristics (i.e., motivationr fthange, resources, staff attributes,

organizational climate, and training climate) re@pdrat pre-training predicted therapist
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skill at post-consultation. Number of consultatioours attended was entered into the
first block in order to control for its effects. BoStep 1 and Step 2 were significamit: (
(1, 114) = 11.46p = .00,R? = .09;F (6, 114) = 2.34p = .04,R? = .12; see Table 14),
however the change ®* (F (1, 108) = .56p = .73) was not significant. These findings
provide support for results from the primary asaky that number of consultation hours
predicted post-consultation skill; accounting fé6 ®f the variance. When controlling for
number of consultation hours, organizational charatics did not predict post-
consultation skill.

Table 14. Organizational Characteristics PredicRogt-Consultation Therapist Skill

Step 1 B SE B
Constant 3.64 31 -
Consultation** 14 .04 .30
Step 2 B SE B

Constant 3.43 2.20 =
Consultation** A3 .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. R =.02 for Step 2 (p =.73). ** p.e1
Forced entry multiple linear regression analysewestigated whether
organizational characteristics (i.e., motivatiorr fthange, resources, staff attributes,

organizational climate, and training climate) rdpdrat pre-training predicted therapist
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adherence at post-consultation. Number of consuitdtours attended was entered into
the first block in order to control for its effecBoth Step 1 and Step 2 were significant:
(F (1, 114) = 20.67p = .00,R? = .16;F (6, 114) = 4.61p = .00,R? = .20; see Table 15),
however the change ®* (F (1, 108) = .05p = .26) was not significant. These findings
provide support for results from the primary asaky that number of consultation hours
predicted post-consultation skill; accounting f@%d of the variance. When controlling
for number of consultation hours, organizationahrelsteristics did not predict post-
consultation adherence.

Table 15. Org. Characteristics Predicting Post-Qhlason Therapist Adherence

Step 1 B SE B
Constant 2.32 .33 -
Consultation** 19 .04 .39
Step 2 B SE B

Constant 2.07 2.29 =
Consultation** A7 .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. R =.05 for Step 3 (p = .26). ** p.€1
Implementation
Participant report of implementation of CBT teajues was assessed via self-

report at post-consultation (see Table 16). Siwty-fpercent of participants reported
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treating an anxious youth over the three-month witeison period (n = 92M = 2.63,SD
= 7.28, range = 0-65) Overall, there were no statistically significadifferences
between-condition in implementation of the treattmen

Table 16. Self-Reported Implementation of CBT foouth Anxiety by Training

Condition

Variable AT (n = 34) RT (n=32) CT (n = 26)
M (SD) M (SD) M (SD)

Number of anxious youth treated 4.09 (11.39) 11185) 2.54 (3.73)

Number of anxious youth treated 3.50 (11.04) 1.00 (1.32) 1.54 (2.53)

with CBT

Number of sessions of treatment 10.44 (12.83) BRY) 7.46 (6.72)

Note. Reported over the past 3 months. CBT = cogniteleavioral therapy, AT =
augmented training, RT = routine training, CT = paner training.

Challenges to Treatment Implementation
Of the 62% of participants who reported seeing @ncas youth over the past 3
months, 50% of them reported experiencing challengdreatment implementation (n =

58). Reported challenges included: other (23°8%hild needed more treatment time

3 The individual seeing 65 clients was a psychitiviso had a high case-load.

24 Other challenges included: It was a slow processpticating factors that need to be
addressed needed adaptations for ending relatpmstii bio mom and behaviors toward
younger sibling; Teens came late in pregnancyréatient; | did not have any youth;
Client's parent negatively impacted client's mamlich complicated treatment;
Adaptation of materials to work with the deaf; Usabstances to self-medicate; One
family dropped out of treatment; The child's maiagthosis was something else so that
came first; Trying to apply treatment to adolesgantth in group; Needed more time per
session (30 minutes per session was all | coulidh dohool); The child had comorbidity
and several externalizing behaviors; The child veasstant with some aspects of the
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(18%), the child was not engaged (11.3%), thermeat wasn't effective (2.6%), and the
family was not supportive (.9%). Overall, there ®eno statistically significant
differences between condition on challenges expee@ in implementation of the
treatment.
Participant Attrition

Study completers were defined as those who contplellethree of the PBRP
given that these were the primary outcomes of ésterNote that this group includes
individuals who did not attend all of the consutiatsessions requested of them during
the follow-up consultation pericd.Those who stopped attending consultation sessions
but consented to complete the follow-up assessmené not asked to complete all
measured at post-consultation (n = 10). Of the 115 partcis randomly assigned to
one of the three conditions, 13 (11%) did not catehll three of the PBRP; while 10
completed most but not all measures (9%). Therenwadifference between conditions

in study completion € (2) = .11, p = .95).

treatment; Consistency with scheduling patients areekly basis; I'm on maternity
leave; Being stuck with the "yes but" and brealdogn the cognitive thought processes;
longest segment but most useful!; Helping thenmettirough different lenses; Did not
have opportunity to treat anxious youth; No anxigosth treated; Challenge of getting
all members of the treatment team unified in puepasd applying in to a an autistic
child; Very little opportunity to work with youttmimy current clinical setting; Child had
interfering agendas and treatment is still in pesgr Child gets over one particular thing
that makes her anxious, but then adopts anotherhigh paced school setting, it was
difficult.

25 A more liberal definition of study completion wased in order to include the most
number of participants possible in analyses.

%6 The only measure they were asked to completesttqumsultation was the PRBP.
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Group Comparisons: Completers vs. Noncompleters

Significant differences in variables were examibetiveen those who completed
the study (i.e., those who completed all study sssent time points) and those who did
not complete the study (i.e., those who were missither their post- or follow-up
assessment, n = 13, 11%). With regard to discratiabes, job function ¢ (7) = 4.04p
= .78), gender ¢ (1) = 3.09,p = .08), and clinical population served (7) = 1.36,p =
.51) did not predict completion status. Howevenntity/race (? (5) = 22.37,p = .00)
did predict attrition. Follow-up analyses were nmimpleted to determine which
ethnicity/race was more likely to drop out due ssuwmptions of chi square testing
(certain cells had fewer than 5 participants), hesveit appeared that Latino/a
participants were more likely to drop out of theaudst when compared to other
ethnicity/races (i.e., Caucasian, African AmericAsian, Native-American). With regard
to continuous variables, age({09) =.99,p = .32), clinical experiencd (110) =.39,p =
.70), identification with CBTt((110) = -1.26p = .21), attitudes towards EBP({13) = -
.17,p = .86), and organizational climate((07) = -.53,p = .60) did not predict study
attrition. However, burnout (111) = 2.67p = .01), therapist skill in implementing CBT
for child anxiety at pre-training (112) = -2.72p = .01), and belief in staff attributes of
one’s organizationt((107) = 2.16p = .03) did predict study attrition. This suggetbiat
therapists who were more burned out, less skibiiupre-training, and believed more
highly in the self-efficacy of the staff at theirganization were more likely to drop out of

the study.
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CHAPTER 5
DISCUSSION

All three training methods resulted in gains inrépest adherence, skill, and
knowledge; suggesting that trainers have a vamétyraining methods that they can
choose from to improve therapist behavior and kedgé including didactic teaching
(session-by-session and/or focusing on principlésam EBP) and active learning
(behavioral rehearsal and interteach). Additionadiigth self-guided computer-based and
in-person instructor-led training are both viabjgions. These results support the notion
of blended learning (Cucciare, Weingardt, & Vilifica, 2008) in that trainers may use a
number of different training methods effectivelyowkver, it is important to note that
just providing any one of these didactic trainingportunities is not enough to result in
clinically meaningful gains in the majority of clalans. When considering gains
following the workshop alone, only one-third of peipants were brought up to desirable
levels of adherence and skill, leaving two-thirdsparticipants below desired levels.
However, after receiving three months of consutatitwo-thirds of participants were
trained to criterion on adherence and skill.

These findings suggest that good training is irtgydr but that continued follow-
up and consultation is important to influence thaarity of therapist behavior change.
While adherence and skill did not improve differally between conditions after
training, consultation was threost robuspredictor of improved therapist outcomes. The
more consultations participants attended, regasdégswhich training condition they
were originally assigned to, the higher participadtherence and skill was at post-
consultation assessment. These results undersdwe importance of including

consultation in dissemination and implementatioforés, a core component of the
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systems-contextual model. Additionally, this prasd support for the often-stated
recommendation that “training and hoping” is naudficient way to influence therapist
behavior change. Understanding contextual factotingrgpist, organizational, client
variables) related to engagement in consultati@misnportant area of future research. In
this study, consultation attendance was not sicpnifily related to any therapist or
organizational variables measured at pre-trainlmmyever client variables may be an
important future area of inquiry here; as partiofga who did not identify a
treatment/client match may have been less invaestatiending consultation sessions.
Training Method

The three training methods were not differentigtffective in changing therapist
behavior and knowledge over time; rather all thregulted in gains in adherence and
skill in about one-third of the participants. Peigants were more satisfied by the in-
person trainings (i.e., AT, RT) when compared ® ¢tbmputer-based training (i.e., CT)
although satisfaction ratings were also high in ¢benputer-based condition. Therapist
characteristics were not predictive of training coumes at post-training or at post-
consultation. Contrary to hypotheses, the resulfgart all three training methods as
being sufficient in the transfer of adherence,lslahd knowledge. All three training
methods are viable and can be used for dissemmatiol implementation efforts thus
allowing trainers to select the training method ethbest fits their needs. This finding is
supported by previous research finding that in gemsnd computer-based trainings can
result in modest improved participant outcomes (Effnet al., 2009; Sholomskas et al.,
2005). The present finding adds to the literatueeadnse it further corroborates that

computer-based (CT condition) training can achiga@s that are on par with gains from
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in-person training. Given that computer-based ingins scalable (one can increase the
number of trainees without increasing the cost; \Waidt et al., 2009), it affords a
number of opportunities for dissemination and impdatation research that is cost-
effective and accessible (Beidas, Koerner, Weirtga&dkendall, in review; Dimeff et
al., 2009).
Consultation

Given that participants received variable dosesomisultation, the interaction of
consultation hours with time on therapist outcoreegerges as an important finding.
Specifically, when comparing participants in the &1d AT condition over time, it was
the number of consultation hours attended thati@mited their outcomes. As consultation
hours increased, both adherence and skill impravedpective of condition. Similarly,
when comparing participants in the RT and CT cooitover time, the number of
consultation hours attended moderated the reldtipnsetween time and skill. This
finding corroborates previous reports suggestingf tihaining conditions that include
consultation, supervision, and/or feedback on perémce are the preferred means of
training (i.e., Miller et al., 2004, Sholomskasatt 2005). The results demonstrate that
consultation ought to be included in disseminatmd implementation efforts as a core
ingredient. The importance of consultation has b&tared before (Freeston, 2010) and
lack of consultation has been reported as a baoitaining efforts (Dimeff et al., 2009)
but to our knowledge, no empirical investigatioasd demonstrated this finding to date.
As the field focuses on evidence-based training (&akovshik & McManus, 2010), the

present findings suggest that consultation takeoaenprominent role than previously
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assigned. A focus on understanding more about ee@based consultation is
paramount to EBP training efforts (Freeston, 2010).
Training to Criterion

The percentage of participants trained to criterdbd not vary by training
condition, again demonstrating that the conditimese comparable in changing therapist
behavior. Following training, there was a roughB2@increase in therapists trained to
criterion in adherence and skill, which doubledeaftonsultation. This finding is
particularly notable given that other studies hdgmonstrated only minimal to moderate
gains in adherence and skill following training,daoften a decline in these gains at
follow-up (Dimeff et al., 2009; Miller et al., 200&holomskas et al., 2005). The data on
consultation suggest that it is possible for upato thirds of community clinicians to be
trained to criterion in adherence and skill witlther of two versions of a one-day
workshop or a computer program, that is followed dyproximately 7 hours of
consultation. Such outcomes have implicationstiose planning DI efforts as well as
those making recommendations for evidence-basadrga

Knowledge

Knowledge, as hypothesized, increased over timesacconditions. Participants
demonstrated improved knowledge of CBT for chilciaty from pre-training to post-
training, and maintained that improved knowledgenir post-training to post-
consultation. This finding is consistent with otreudies that report that knowledge
improves regardless of type of training (e.g., Rébal., 2000; Sholomskas et al., 2005).
In contrast, a recent study reported improved Kadge for a computer-based training

compared to instructor-led training and a manuaddmn (Dimeff et al., 2009). This
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may be explained by the type of computer-baseditm@giutilized — described by the
authors as “unique both in terms of its length (agpnately 20 h) and its extensive use
of cutting-edge instructional design technology.’ 988). The authors conclude that this
particular computer-based training may have pravideore individualized and
interactive content with the course materials whiolay have led to greater
understanding.
Satisfaction

Satisfaction differed across conditions. Participarported being more satisfied
with the in-person training conditions (i.e., ATTRover the computer-based training
condition. However, examination of the actual ssoseiggest that satisfaction was
generally very high with all three training condiis, so the significant difference does
not signal a concern with the training method. Timsling of lower satisfaction in the
computer-based condition is inconsistent with pyasistudies which have found that in-
person trainings tend to have roughly the samesfaation ratings as computer-based
trainings (Dimeff et al., 2009; McDonough & MarkX)02; Sholomskas & Carroll, 2006;
Sholomskas et al., 2005; Weingardt, Villafrancal.&vin, 2006). This may be due to an
experimental design issue. In previous studies puten-based training was conducted in
the convenience of the participants’ home via anpiatforms. In this study, participants
were asked to come to a computer lab to complet€h condition rather than complete
it in their home to ensure equivalency of traingoyditions and internal validity.

Therapist Variables
Given an emphasis on the systems-contextual m&eiders & Turner, 2005),

we sought to understand how therapist variable® welated to training outcomes. For
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example, how might therapist attitudes change dkier course of the training and
consultation and how might pre-training therapisitiades and attributes (e.g., clinical
experience) be related to therapist outcomes?

Several therapist attitudes towards EBP and theifsp&eatment (CBT for child
anxiety) improved over time. Additionally, there n@eno observed differences in
attitudes by condition, suggesting that attitudegroved irrespective of condition.
Specifically, general openness to innovation impb¥rom pre-training to post-training.
Openness to innovation is defined as how willingpaticipant is to try out new
treatments and can be predictive of adoption of E&&ons, 2005). Notably, contrary
to predictions, this openness to innovation retdrne pre-training levels at post-
consultation, suggesting that the change was rstéisied over time. This may have been
due to initial excitement about the treatment fwllty training which was not maintained
at follow-up. However, participant opinion and ddehce in CBT for child anxiety
increased following training and remained highempast-consultation, suggesting that
attitudinal change occurred following the trainimgtervention, consistent with the
findings of other training studies examining champeer time in trainee attitudes
(Brooker & Butterworth, 1993; Rubel et al., 200@Git3, Sullivan, & Samet, 2000).
Interestingly, the general attitude towards EBP. (iopenness to innovation) returned to
pre-training levels at follow-up; but specific aitles toward CBT for child anxiety
remained high. Future research ought to identifether this is due to the emphasis on
one EBP (i.e., CBT for child anxiety) versus trags that teach participants on the
principles of EBP through a more modular approaChofpita & Daleiden, 2009).

Additionally, given the increased openness to imtiow, the post-training time might be
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a key time period where further intervention (e.ggceptance and Commitment
Therapy) may increase desire to implement or useineovation (Luoma et al., 2007;
Varra, Hayes, Roget, & Fisher, 2008).

We examined whether therapist variables (i.e tuaktis or attributes) were related
to primary therapist training outcomes (i.e., aéhee and skill) at post-training and post-
consultation. Neither therapists attitudes (i.@oermess to innovation), nor therapist
attributes (i.e., prior clinical experience, weelkdyipervisioft, self-efficacy) were
significantly related to training outcomes (i.edharence or skill) at post-training or at
post-consultation. However, when consultation houvese included in the model, they
significantly accounted for changes in adherenag skill from post-training to post-
consultation. This finding underscores the relatieatribution made by consultation on
improving therapist behavior. Additionally, the wds demonstrate that therapist
attributes and attitudes may not be predictiveraihing outcomes, consistent with the
most rigorous study of training completed to dawlér et al., 2004). While therapist
attitudes and attributes may be less important vdieserving gains in training, they may
still be important for recruitment efforts to parpate in EBP trainings as well as in
implementation of EBP (Caspar, 2007). For examplggnness to innovation is an
important factor in adoption of disseminated EBRr@xs, 2005). Theories of behavior
change such as the Theory of Planned Behavior (Ar@88; 1991) explicitly outline the
importance of attitudes and this finding does notdarmine these recommendations.
Rather, the finding suggests that attitudes amibates may not differentially predict

therapist training outcomes, suggesting that alapists, regardless of their opinions

2" Supervision received outside of the context ofstuely
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toward EBP may benefit. However, a limitation &k tstudy is that only selected
therapist variables were included, other variablay also be important.
Organizational Variables

The systems-contextual model proposes that orgammzd variables (e.g.,
organizational climate) may be related to primangrapist training outcomes (i.e.,
adherence and skill) at post-training and post-gibatson. Contrary to predictions, in the
present study, organizational variables (i.e., waibon for change, resources, staff
attributes, organizational climate, and trainingneite) were not significantly related to
training outcomes (i.e., adherence or skill) attj@sning or at post-consultation.
However, when consultation hours were included he tnodel, they significantly
accounted for changes in adherence and skill frast-fraining to post-consultation.
Once again, this finding highlights the effects aoinsultation on improving therapist
behavior. Additionally, the results demonstratet thh@anizational variables may not be
predictive of training outcomes, particularly givére range of variables measured by the
ORC. This finding is heartening because it suggdsat even if the context of the
therapist is not ideal, s/he may still benefit framining.

While organizational characteristics may be lespartant in gains in training,
they are still important in adoption and impleméiota of EBP (Fixsen et al., 2005). For
example, Zazzali and colleagues (2008) intervieadmhinistrators of state organizations
where an EBP had been implemented and found tigan@ational characteristics (e.g.,
interest in EBP, available resources) and orgaomak structures influenced the

adoption and implementation of EBP. Similarly, lewerkplace support predicted less

88



utilization of the Triple P program following traig in service providers (Sanders, Prinz,
& Shapiro, 2009).
Implementation and Barriers
Following training and during the consultation peli about two-thirds of
participants implemented the treatment with anxigasth. There were no significant
differences among conditions in implementation,gasfing that implementation was
equivalent across conditions. Interestingly, maoslividuals reported using CBT when
treating anxious youth rather than another treatmerodality, suggesting that
participants adopted the treatment into their reper. To understand what made it
difficult to implement CBT for child anxiety in tiverespective agencies, participants
reported on challenges and barriers to implemamatApproximately half of those
individuals who treated an anxious youth reportedriers; and the most common
difficulties were that they did not have enoughdito provide enough treatment to the
child or that the child was not engaged. Notabsjther of those reasons was due to the
specific treatment, rather those are more genesdllgms observed across psychotherapy
modality. However, these were gleaned based on beey report and further study is
necessary, as previous studies have identified thafrequent barrier to the
implementation of CBT for anxiety in the communiiycludes therapist-perceived
barriers such as the use of exposure (Becker, Bagfénderson, 2004).
Therapist Dropout
The study completion rate was high, with 89% otipgrants completing all three
assessment points. This number is equivalent angér than previously reported

training trial rates of 76-78% completion (Sholomsket al., 2005; Weingardt et al.,
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2009). The completion rate is notable, given paststdifficulties procuring follow-up
data (e.g., Beidas et al., 2009; Miller et al., 200However, because some therapists did
drop out of the study, characteristics of thesetippants were examined because
analyses could be informative if certain theraplstracteristics were related to attrition
(Miller et al., 2004).

Indeed, a number of therapist characteristics weftated to study attrition.
Importantly, ethnicity/race was a predictor of studrop-out, with tentative evidence
suggesting that Hispanic/Latino participants wermaenlikely to drop out of the study
than other ethnicities/races. However, this mag Ipeoxy for a third variable — language
fluency. Many of the Hispanic/Latino participan{soke English as a second language
and anecdotally reported providing treatment inrf&ga It is possible that given that the
training and consultation were provided in Englisthat there was a poor
treatment/therapist/client match, providing furthevidence for the importance of
contextual variables. While researchers are stgdyiow to adapt EBP for various
ethnicities (see Huey & Polo, 2008), little reséattas been conducted on training
therapists from different ethnicities/races, and suggest this as an important area for
future work. Training for diverse therapists migibvide extra information on cultural
adaptations of treatments, as well as provide l@ina services. Additionally, therapists
who were more burned out were more likely to drapaf the study which corroborates
previous findings (Weingardt et al., 2009). Otheerapist characteristics which were
related to attrition included therapists who wesssl| skillful at pre-training, and believed

more highly in the self-efficacy of the staff ateih organization. This suggests that
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therapists who had difficulty with the pre-trainiagsessment, and/or believed that the
staff in their organization were effective were mbkely to drop out of the study.
Limitations

Despite several strengths of the study (i.e., remdation, high completion rate,
systems-contextual perspective, wide range of nhéetlth practitioners, strong power),
limitations are present. Given that the ultimatalgaf training research is to influence
client outcomes, it is a limitation that client comes for those anxious youth treated by
therapists in the study were not measured. Andihetation is that a number of the
measures used were investigator-created for spew# in this study, albeit used before
in previous studies. Extensive reliability and dél testing has not been yet completed
on these measures. This is particularly a limitafior the adherence and skill checklist
used for the PBRP. This is typical in this literat{Beidas & Kendall, 2010; Dimeff et
al., 2009), but it is necessary to move beyond iSpenvestigator-created measures for
each study as the literature begins to developvalteece base. For the adult training
literature, standardized measurement of adheremgeslall is available; while the child
literature lags behind. For example, a psychonwalyicreliable (Moyers, Manual,
Hendrickson, & Miller, 2005) system that is treatraspecific includes the Motivational
Interviewing Treatment Integrity scale (MITI; MoyerMartin, Manuel, & Miller, 2003).
This type of measure does not yet exist for chiBPEhowever recent efforts to outline
the necessary core clinical competencies for daBdP (Sburlati et al., 2010) similar to
work done in the adult treatment literature (seéhRbPilling, 2008) suggest that such a

measure is forthcoming. Additionally, the focustioé study on an EST for child anxiety
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is a limitation given that the findings may not dpeneralizable to training in other youth
EBP (e.g., parent management training).

Furthermore, this study emphasized adherence ahdskhe primary outcome
measures, and recent theory suggests that traliv@ngture may overemphasize these
constructs while underemphasizing the importancadaiptations trainees make to EBP
for their particular settings (Morganstern & McK&007). This is particularly salient,
given a recent review that suggests that theragiseérence and skill may not be linked to
treatment outcome (Webb, DeRubeis, & Barber, 201Rather, a multiple-lens
framework is recommended when considering trainmgcomes (Ottoson, 1997).
Moving beyond adherence and skill includes exangiiow knowledge and skills are
used across multiple contexts, how users adapt thlegtlearn to fit their settings, and
how diffusion occurs across social networks (Beidisl., in review). Little is known
currently about how these adaptations of EBP mayrmowithin community settings.

Another limitation was the lack of a control comalit, thus outcomes could not be
compared to a no-intervention condition. Despiie #hortcoming, the use of a repeated
measures design allowed comparisons of outcomeprderaining levels. As with
previous studies (e.g., Dimeff et al., 2009; Miligral., 2004; Sholomskas et al., 2005;
Weingardt et al., 2009), another limitation incladeotivated, self-referred participants
who were not mandated to participate in trainirfigrés. The findings generated here may
not be generalizable to individuals who may be lesdivated to learn about EBP.
However, the range of attitudes observed toward® EBd the high proportion of

community mental health masters-level practitioraip temper this limitation.
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Clinical Implications

This study demonstrates that community cliniciaas be effectively trained in
CBT for child anxiety. Participants attending a @@y workshop showed some gains in
CBT adherence and skill, which was augmented byo8ths of follow-up consultation.
Following the addition of consultation, up to twarts of participants reached desirable
levels of adherence and skill. The training methbthe workshop was not differentially
predictive of training outcomes, while amount ohsoltation received was important.
This suggests that all three conditions are feastbhining methodologies, but that
continued consultation is necessary for continubdrapist gains. Given that the
computer-based training is the most cost-effeatnaner of training, this modality has
distinct and important clinical implications forettiuture.

Rather than costly and time-intensive instructar-l@erventions, training ought
to occur in the most cost-effective manner. Givieat tcomputer-based training is the
most scalable, accessible, and cost-effective isaluthe field might consider moving
towards this for large-scale training efforts. Thes also been echoed in the treatment
literature, where computerized treatment interverdtiare found to be as effective as
face-to-face interventions (Cuijpers, Donker, varaten, Li, & Andersson, 2010). Rather
than spending large amounts of money on the attamding process, well-developed
standardized training protocols can be offerednenfor a fraction of the price, and free
of cost for clinicians and centers (see tf-CBT; idla&l Crime Victims Research &
Treatment Center, 2007). Technology offers the penof knowledge exchange at an
unprecedented scale by developing models that inedps readily learn new practices

without the need for face-to-face interaction (“eeriing bricks to clicks”; Bradach,
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2010). A particular strength of technology-basealning is that it is well-suited for
blended learning, the use of multiple learning rodt&h(e.g., self- and instructor-guided)
and procedures (e.g., active learning, deliberedetige) to best promote knowledge and
skill acquisition (Cucciare et al., 2008).

Furthermore, the results suggest that consultstupetvision should be included
as a critical ingredient of evidence-based trainfdgnsultation should be emphasized
muchas the actual training methodology — the daysti@iriing and hoping” should be
behind us (Fixsen et al., 2005). Further empiriwatk is necessary to solidify these
preliminary findings. This study showed that aféelhours of intensive training provided
over the course of one day, that an average ofurshof consultation was enough to
bring two-thirds of clinicians up to par for adhece and skill (up from the one third that
improved following the training). Given that mostdies show a performance drop at
follow-up (e.g., Miller et al., 2004), this perfoamceincreaseis notable. Numerous
training evaluations have demonstrated the impoeart feedback (Miller et al., 2004)
and deliberate practice (Ericcson & Charness, 198Hdich are surmised to occur during
consultation. However, little empirical work hasshecompleted in this area (Follette &
Callaghan, 1995). Recent work by researchers irUthited Kingdom represents a step-
forward in understanding evidence-based supervi@iiime, James, Keegan, & Dudley,
2002) but the field is still behind on the partemsl of what makes supervision work
effectively when compared to our understandingre&timent interventions (Freeston,
2010). In fact, Milne and colleagues (in pressuardExpressed historically, supervision
research is now grappling with issues that concenpgychotherapy research in the

1950's and 1960's...like the development of objectapgproaches to measurement and
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attempts to demonstrate effectiveness.” Futurearekes needed within this arena with
regard to: (1) how to train supervisors, (2) whagiet of supervision is most effective
(e.g., individual versus group), and (3) the depaient of supervision models.

Combining technology and consultation is one wayvérd. The results of this
study, as well as another RCT (Weingardt et al.0920suggest that providing
consultation via a virtual platform is possible aalibws clinicians direct access to
experts in the field without having to leave thenwenience of their office or home.
Rather than spend large sums of money travelirsgéoexperts in workshops, that money
may be better spent in access to such experts ongultation and/or supervision.
Preliminary evidence suggests that it is possielasible, and effective to entirely deliver
training for substance abuse to mental healthatéins via a virtual platform (i.e., both
training and consultation; Weingardt et al., 200®)rther RCTs in different treatment
modalities as well as different models of supeonstonsultation (e.g., individual versus
group) are necessary, but this represents an ertealtep forward in corroborating the
preliminary evidence found by Weingardt and collezg)(2009).

Future Directions

Given the findings of this study, a number of qiges are raised which are ripe
for further study.
How can large-scale training efforts be accomplshe

International system-wide training initiatives suels those underway in the
United States Veterans Health Administration (seeHMph & Barlow, 2010; special
issue oflImplementation Sciencé&ccles & Graham, 2009) and the United Kingdom'’s

‘Improving Access to Psychological Therapies’ (IAPZ008) are ground-breaking and
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underscore the importance of accomplishing largéesiraining efforts. To take training
to scale, technology-based training ought to berparated into training efforts going
forward.

Recent United Kingdom efforts to disseminate angle@ment CBT at a large-
scale (IAPT, 2008) provide insight into how thisgmi be done. For example, a stepped-
care model where the default therapy option fortrpasients includes technology-based
treatment may be more cost-effective and sustanfablthe treatment of mental iliness
(Richards & Suckling, 2008). Could this model belagal to training? For example, a
stepped-training model might include technologyeokisaining for all clinicians within a
system. Given the scalable nature of technologgddsaining, this would be the most
effective way to reach the largest number of ciams. Subsequently (i.e., the next step),
follow-up online supervision and implementation gog via an online learning
community could be provided based on individualrdpest need, and feedback on
performance via an online camera (i.e., ‘bug-inglge’; Follette & Callaghan, 1995;
Sherl & Haley, 2000) could be provided (Koerneryspaal communication). Until
further research is conducted, the answers to tpasgtions remain unknown.

What is Sustainable?

One of the most crucial outcome measures in Diresffmcludes sustainability.
Assessment of sustainability allows for the exatmmaof implementation over time —
an important area of future research (Fixsen et28l05; McHugh & Barlow, 2010).
Given the paucity of literature on this, it would bseful for training studies to include
sustainability as an outcome measure in fielddri8ustainability is a multi-dimensional

construct: First, what is sustainable from a tragnperspective (e.g., which taught skills
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become established habits), and second, what tsisakle from an implementation
perspective (e.g., which EBPs become widely utlizeatments)?
How much intervention is needed to bring about b&lrachange?

Unfortunately, little is known about how much thaig is needed to actually
produce a small but significant behavior changecmmunity mental health clinicians —
in other words, the field has focused on intensatber than extensive interventions. This
is problematic because it deters investigation (bW intensity interventions that are
less efficacious but that can be delivered to larigmbers of people may have more
pervasive impact” (Glasgow, Vogt, & Boles, 19991322). For example, consider the
10-point Apgar score in the medical field, use@s$sess the condition of newborn babies
(Koerner, personal communication). Studies havesistantly demonstrated that this is
the most relevant way to determine mortality rate®abies despite the method being
over 50 years old and despite efforts to find mawphisticated (and more expensive)
methods such as the pH of umbilical artery bloodsgy, Mcintire, & Leveno, 2001).
The Apgar example demonstrates how a small andperestve change can make a
significant and extensive impact.

What is the smallest training intervention that deve an effect on behavior
change in clinicians? It is timely to focus on witain be achieved realistically and
produce the biggest effect. Questions include: Wimat the smallest possible
intervention/manipulation necessary to make a ilffee? Once identified, how do we
implement it so that it becomes well-established? é&xample, could the utilization of a
monthly checklist for each client denoting implernaion strategies used be sufficient to

change practice behavior (Nakamura, Daleiden, &&AuR006)?
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Conclusion

The results of the study suggest core ingrediemtat tmight comprise
recommendations for an evidence-based trainingoclum. Of the methods studied,
results suggest that didactic lectures, going tjino@ manual session-by-session,
focusing on principles of EBP, active learning Wehavioral rehearsal and interteach,
and computer based training can all be include@wdence-based training methods.
Most importantly, consultation should be consideasda core ingredient of evidence-
based training going forward. Future researchifglag what occurs in consultation to
improve outcomes is paramount, and underway. fime for training and consultation
efforts to catch up with the state of the art enmebased treatments being disseminated
and implemented. Of course, ultimately, the mospartant outcomes are the client
outcomes. Do youth treated by therapists trainesuich methods show the same gains
observed in research clinic settings? Clearly, nnesearch is necessary to understand the

effect of therapist gains in training on client@mes 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

Ml 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 Analysf8

Augmented Training Compared to Routine Traininghéw@nce and Skill

A 2 (AT, RT) X 3 (pre, post-training, post-constiba) between-subjects RM-
MANCOVA was performed on two dependent variableshefapist behavior: adherence
and skill. Adjustment was made for one covariatenber of consultation hours.

The results are similar to the LOCF method, alttoag additional interaction
was revealed. After controlling for consultation, MRMMANCOVA revealed one
significant within-subjects main effect (Time) atwlo significant interactions (Time X
Condition; Time X Consultation). Other main effeatsd higher order interactions were
not significant. The significant main effect fonflé € (4, 272) = 3.52p = .01, partial >
= .05) indicated that over time, adherence and skdreased while controlling for
consultation hours. Follow-up univariate ANCOVAdicated a trend that adherence
scores improved over timé& (2, 138) = 2.94p = .06, partial > = .06) irrespective of

condition while controlling for consultation houiSee Figure 11).

8 Analyses completed for sample with just thoseigigeints who completed the study; n
=102
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Figure 11. Main Effect of Time on Adherence (Cosateiheld constant at 7.92)

The RM-MANCOVA also revealed a significant inteiaat for Time X
Condition € (4, 272) = 2.96p = .02, partial = .04) indicating that over time, condition
influenced both dependent variables of therapishab®r while controlling for
consultation hours. Follow-up univariate ANCOVAfwdicated that skill improved more
from pre- to post-training for the augmented tnagncondition when compared to the
routine training conditionR (2, 138) = 5.76p = .00, partial >=.07) while controlling

for consultation hours (See Figure 12).
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Figure 12. Interaction of Time X Condition on SkiCovariate held constant at
7.92)

The RM-MANCOVA also revealed a significant inteiact for Time X
Consultation E (4, 272) = 5.37p = .00, partial > = .07), indicating that consultation
hours moderated the relationship between time #&edtivo dependent variables of
therapist behavior. Follow-up univariate ANCOVA’sdicated that participants with
higher numbers of consultation hours significamtiyproved their adherencé& (2, 138)
= 4.51,p = .01, partial 2= .06) and skill £ (2,138) = 3.56p = .06, partial 2= .05),
between post-training and post-consultation irreBpe of their condition (see Figures 13

and 14).
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Figure 13. Interaction of Time X Consultation onh&dence (collapsed across

condition)

Figure 14. Interaction of Time X Consultation on ilSKcollapsed across
condition)
Routine Training Compared to Computer Training: Addnce and Skill
A 2 (CT, RT) X 3 (pre-training, post-training, pasinsultation) between-subjects

RM-MANCOVA was performed on two dependent varialmétherapist behavior:
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adherence and skill. Adjustment was made for onartate: number of consultation
hours.

The results are similar to the LOCF method, altiouge main effect of
Consultation was not identified and generally firgh were less robust at the univariate
level. After controlling for consultation, RM-MANCYA revealed one significant main
effect (Time) and one significant interaction (TilrdeConsultation). Other main effects
and higher order interactions were not significartte significant within-subject main
effect for Time E (4, 248) = 3.69p = .01, partial = .06) indicated that over time, both
adherence and skill increased while controlling fansultation hours. Follow-up
univariate ANCOVA'’s did not reveal a significanndling of time on adherencé& (1,
126) = 1.94p = .15), but did reveal a trend effect of time onlglE (1, 126) = 2.63p =

.08; See Figure 15).

y//
<& <& &
o N &
N o >
X
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Figure 15. Main Effect of Time on Skill (Covaridteld constant at 7.83)
The RM-MANCOVA also revealed a significant withiokgects interaction for
Time X Consultation K (4, 248) = 3.44p = .01, partial 2 = .05), indicating that
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consultation hours moderated the relationship betwBme and the two dependent
variables of therapist behavior. Follow-up univeigBANCOVA'’s did not reveal a
significant finding of time on adherenckE (1, 126) = 1.42p = .25), or on skill E (1,
126) = .96p = .39).
Exploratory Analyses
Augmented Training Compared to Computer Traininghé&ence and Skill

A 2 (AT, CT) X 3 (pre, post-training, post-constion) between-subjects RM-
MANCOVA was performed on two dependent variablethefapist behavior: adherence
and skill. Adjustment was made for one covariatenher of consultation hours.

The results are similar to the LOCF method, alttongore robust univariate
findings were indentified. After controlling for nsultation, RM-MANCOVA revealed
one significant main effect (Time) and one trengtriaction (Time X Condition). Other
main effects and higher order interactions were significant. The significant within-
subject main effect for Time~((4, 248) = 3.97p = .00, partial *= .06) indicated that
over time, both adherence and skill increased wtaletrolling for consultation hours.
Follow-up univariate ANCOVA's revealed a signifigeéfinding of time on adherencé (
(2, 126) = 5.32p = .01, partial = .08) and skill F (2, 126) = 7.36p = .00, partial =

11; See Figures 16 and 17).
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Figure 16. Main Effect of Time on Adherence; Int#ian of Time X Condition

on Adherence (Covariate held constant at 7.86)

Figure 17. Main Effect of Time on Skill; Interacti@f Time X Condition on Skill
(Covariate held constant at 7.86).
The RM-MANCOVA also revealed a significant withiokgects interaction for

Time X Condition F (4, 248) = 2.85p = .03, partial 2= .04), indicating that condition
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moderated the relationship between time and the demendent variables of therapist
behavior. Follow-up univariate ANCOVA's revealedignificant finding that condition
moderated the relationship between time on adher@n(2, 126) = 3.47p = .03, partial

2=.05), and skill E (2, 126) = 5.43p = .01, partial = .08; See Figures 17 and 18).
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8.

9.

APPENDIX C

Measures for the study

. Clinician Demographics and Attitude Questionnaire

Clinician Demographics and Attitude Questionnaiighert Form
Therapist Background Questionnaire

Evidence-Based Practice Attitude Scale

Organizational Readiness for Change

Training Satisfaction Scale

. Consultation Feedback Form

Knowledge Test (3 versions)

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 Questionn&BBAQ)

CDAQ Page 1
of 3
SubjectID:

Date:

Clinician Demographics and Attitudes Questionnairg CDAQ)

Please answer the questions below as accuratghpssible 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 progril/A):
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5. How much experience (in months) have you had inraleeof 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 behaviothkrapy (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 diagsof social phobia,
separation anxiety disorder, or general anxietgrdisr?
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 amxigouth?
a. Yes
b. No

The questions below are helpful for us to idertdw 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@oping Cat manual?
Have never used it before.

Have read the manual but never administered tlaénent.

Have read the manual and administered treatment.

Have administered the treatment but not read theuala

Other: (If other, please fill in)

"0 T

If you answered c or d for number 11, please angwestions 12 and 13. If not,

please skip to question 14.

12.How many cases have you treated using the Copihgrégram?

13.Have you received supervision for using the Coj@ag program? If yes,
approximately how many of hours of supervision gase did you receive?

As part of our study, it is important for us tomtiéy your knowledge of
empirically supported treatments for anxious yottlease answer the questions below

as accurately as you can.

Empirically Supported Treatments & Cognitive Belwa®l Therapy

14.Please give a brief description of your understagaif empirically supported
treatment for child anxiety disorders.

15.What is your opinion towards empirically supporteghtments (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 the efficacy of empirically supported treatmefits.,
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 asament 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 Questionnaifehort Form (CDAQ-S)

Clinician Demographics and Attitudes Questionnai@HORT FORM (CDAQ-
S)

1. What is your opinion towards empirically supporteghtments (i.e., CBT) for
anxious youth?

1 2 3 4 5 6
7

Do not support Strongly

support

2. What is your confidence leval the efficacy of empirically supported treatmefits.,
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 aasatment 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

134



3. Therapist Background Questionnaire (TBQ)

THERAPIST BACKGROUND QUESTIONNAIRE

ID#: Today's Date: ‘ Age: Gender: Ethnicity:
/ / Male Female
Professional Specialty: Degrees and credentials earn@heck all that apr
(e.g., social worker, psychologist, psychiatrist) MA MSW PhD
MD EdD LCSW _ (
State licensed? Datest advanced degree: Other (please explain)
Yes No (Mo/Yr)y | |

1. How many years of professional/trainin¢ (beyon:
undergraduate degree) have you had?

About what percentage ofrgiing focused on work with:
_____Children aged 5 orryounge
____ Children aged 6-12
____Adolescents aged 13-17
__Adults aged 18 or older

How many years o-time professional/clirexperie
you had since your training ended?

About what percentage oéyperiencéas focusec
____Children aged 5 orryounge
_____Children aged 6-12

___Adolescents aged 1
___Adultsaged 18 or @

3. Inthe past 2 years, how many total hours tspemtouworkshops or other training prograeasdiocus

child therapy techniques?

4. Do you consider yourself..... Rrohadiigdolescent therapist?
Primarily an adult therapist?

Other (please specify)

5. How many active cases do you typically cartiyredne

6. About how many hours of supervision do yoeaeheaiazk?

7. How many cases would you say constitutes aiai@pgaepload - one that would allow you tobéstyour

work with each case?

8. How often, if ever, do you experience a fpetifessional burnout?

9.  What is your primary theoretical orientation?

01 2 3 4 5 6 7

10 In what percentage of your work with childicolesttial
have you used the following theoretical ogantation
conceptualizing cases and thinking about therapgodil®
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4. Evidence Based Practice Attitude Scale

The following questions ask about your feelingswhgsing new types of therapy, interventions, eatments. Manualiz
therapy refers to any intervention that has spegjiidelines and/or components that are outlined manual and/or thateato b

followed in a structured/predetermined way.
Fill in the circle indicating the extent to whicby agree with each item using the following scale:

0 1 2 3 4

01 2 3 4
00000

1. I like to use new types of therapy/intervensiom help my clients.............................

2. I 'am willing to try new types of therapy/intentions even if | have to follow

atreatment MaNUAL. ... ... e e e e e 00000
3. I know better than academic researchers haar® for my clients............................ C00O0O0
4. | am willing to use new and different typestoérapy/interventions developed O000O0

DY TES AN TS .. et e e e e e

. . . OO000O0
5. Research based treatments/interventions amdinmally useful...............................
- o . . _ 0000
6. Clinical experience is more important than gsimnualized therapy/treatment..............
. : . 0000
7. 1 would not use manualized therapy/interverttion............cocoe i e e e,
8. 1 would try a new therapy/intervention eveit ilvere very different from what | am O000O0

U ESY=T o I o1 [0 1T
For questions 9-15: If you received training in @herapy or intervention that was
new to you, how likely would you be to adopt it if:

. _— . 0000
9. itwas intuitively appealing?....... oot

. 0000
10. T MAdE SENSE” 10 YOU ... it eie ittt cee et e e e e et e e e e et e e e aee v e

. . _ 0000
11. it was required DY YOUFr SUPEIVISOI? ... .couuiieiie it s et e e e et e eee e eens

_ _ OO ONONS
12. it was required DY YOUr 0ENCY 7. .. i ittt e et e e et et et e e e e e aens
13. it was required DY YOUr STate? ... .ot e et e e 0O00O0O0

0000
14. it was being used by colleagues who were hm\pmxyit?:l_.36 .................................
O000O0

15. you felt you had enough training to use iT@oHly?...........ccve it



5. Organizational Readiness for Change (TCU-ORC)

TCU-ORC-S
SubjectID:

Date:

Instructions: Please fill in the circle that showsur answer to each item in

reference to the clinical setting

Agree St.
1) (2) 3) 4) (5)

Your program needs additional guidancean —
1. Assessing clientneeds.......................

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..........cooeii i

11.Monitoring client progress....................
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12.Improving rapport with clients...............

13.Improving client thinking and
problem solving skills..............

(1) (2) (3) 4)
(5)

14.Improving behavioral management
of clientS. ...

15.*Improving cognitive focus of clients
during counseling.........ccooviviicie i e

16.Using computerized client assessments.............

Current pressuresto make program changes come from —
17.Clients in the program.............ccoeevveieennnn.

18.Program staff members...................coceeennnn.

19.Program supervisors or managers....................

20.Agency board members............coooiiii.

21. Community action groupsS..........coeveveereennnnn.

22.Funding and oversight agencies.....................

23.Accreditation or licensing authorities...............
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How strongly do you agreeor disagreewith each of the following

statements?
24.You prefer training content that is based

on scientific evidencCe........c.cov oo,

25.Your offices and equipment are adequate............

26.You have the skills needed to conduct
effective counseling................coocoviiiii .

27.Some staff get confused about the main
goals for this program.........cecovviiiiiiinnnnnnn.

28. Staff here all get along very well......................

29.Psychodynamic theory is commonly used
In your counseling here................c.ccooiin.

(1) @) 3) @)
©)

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
COMMUNIEY ... cv e e e e

32. Treatment planning decisions for clients here

often have to be revised by a counselor
SUPEIVISON ... ittt e e e e et ee e e



33. Staff training and continuing education are
priorities at this program..................ccovennen.

34.*Facilities here are adequate for conducting
COUNSEIING...ci i e

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
pastmonth.............cooo i

38.Management here fully trusts your
professional judgment...............ccooeiiieenn.

39. Pharmacotherapy and medications are
Important parts of this program.....................

40.There is too much friction among staff
MEMDEIS. ... e

41.Some staff members here resist any type
ofchange..........oo i
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1) () 3)
(5)

42.ldeas and suggestions from staff get fair
consideration by program management.............

43. Staff generally regard you as a valuable
source of information.............cocee i,

44.You have easy access for using the Internet
AL WOIK. ..o

45.The staff here always works together as a
1= 10

46.Client assessments here are usually
conducted using a computer.............c.oovveeennns

47. Your duties are clearly related to the goals
of thisprogram......... ..o e

48. You learned new skills or techniques
at a professional conference in the past year....

49. You consistently plan ahead and carry
OUL YOUF PIaNS. . . eee e i i et e i e e e

50.You are under too many pressures to do your
job effectively..........cooiiiii

51.Counselors here are given broad authority in
treating their own clients...................cooovee.

52.This program encourages and supports professional

141

(4)



OrOWEN ...

53.*Cognitive behavior therapy is used with many of
your clientS here . ... oo e

54. You read about new techniques and treatment
information each month.........................o.

55. Staff here are always quick to help one another
whenneeded........coovviiii i

56. Computer problems are usually repaired promptly
atthis program. ...

57.Novel treatment ideas by staff are discouraged..

58. There are enough counselors here to meet current
CliIeNt NEEAS. . ... v it i e e

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. ..........coovevvviiininnns

61. Mutual trust and cooperation among staff
in this program are strong ..........coceevveiiiiiiennnn.
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62. Most client records here are computerized. .......

63. You are willing to try new ideas even if some staff
members arereluctant..........ccoiiiiii i,

64. Learning and using new procedures are easy for you

65. This program operates with clear goals and objestiv

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

69.1t is easy to change procedures here to meet new
CONAIIONS....ee et e

(1) (2) (3) (4)
()

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 verywell...............coooii s
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73.Program policies here limit staff access to the
Internet and use of email.................oooeiienn .

74. Offices here allow the privacy needed for
individual counseling...........c.ccooeviiiiicieieeanns

75.You are sometimes too cautious or slow
to make changes.........coccevvie i

76. Staff members are given too many rules here.......

77.You feel alotof stresshere.......cccovvevviiini....

78.*CBT theory is followed by many of the
COUNSEIOrS Nere.....vii i

79.Program staff are always kept well informed........

80.The heavy workload here reduces program
effectiveness.........ccooeiiiiiiiiii

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
ProCEAUIES... vttt ie et it ce e e e v e e

84.More open discussions about program issues are
needed here..........ooooi i,
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85. This program holds regular in service training....

86.You learned new clinical skills or techniques

from manuals or other self-education materials
iNthe pastyear.......ccoooviiiiiii i e,

87.You frequently hear good staff ideas for
Improving treatment..............c.coove i

88. Other staff often ask for your opinions about
counseling and treatment issues....................

89.You are effective and confident in doing your
JOD

90. You have a computer to use in your personal
office space atwork..............ccoeiiiii i,

91. Some staff here do not do their fair share of

92. A larger support staff is needed to help
meet program Needs..........coeeevevinevenineeennnns

93.The general attitude here is to use new and
changing technology.............cooiiiiii i

94.You do a good job of regularly updating and
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improving your sKills................cocoii.

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..........c.ccooiiiiiiiiiinnns

97. Staff frustration is common here.....................

98. You need better access while at work to
counseling resources on the Internet.................

()
(%)

99. Management here has a clear plan for this
(o]0 | =T a o FON PSPPSR

100. You often influence the decisions of
other staffhere...............cooiii ..

101. You have easy access to specialized

medications or psychiatric advice for
clients when needed........................

102. You have convenient access to email
At WOrk.......ovvie e
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 shiftfocus..........cooovieviiiiii ...

105. *Cognitive theory (Beck) guides much
of your counseling here.......................

106. You are viewed as a leader by other staff
here....coooi
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
(o0]0¢] o 10| (= £ TP
110. Frequent staff turnover is a problem

for this program................cooiiiiiinnenn.

111. Counselors here are able to spend enough
time with clients................oooi .

(€8) (2) (3) 4)
5)

112 Support staff here have the skills they need
todotheirjobs........ccooiivii i

113. Clinical staff here are well-trained .........

114The workload and pressures at your program
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keep motivation for new training law. ......

115More computers are needed in this program
forstafftouse........oov i

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...covvv v
Self-study.......ccoovveiiiiiin.
WOrkshops......cocvevvevin i,
Consultants............ccoeevveeinns
IN-SEervices........ocovevieininnnnn.
Supervision/feedback...............

118. In the last year, how often did you attend
training workshops held within 50 miles
Of YOUr 8geNCY2....uiiiiiiiiieeieiieeeeeeiiiiiees
1109. In the last year how often did you attend
training workshops held more than 50
miles from your agency? .............c.......
120 How many workshops do you expect to
attend in the next 12 months?......................
1211n the last year, how many times did
outside trainers come to your agency to
give WOrKShOpPS. . .. vve e e e
122. In the last year, how many times did your

agency offer special in-house training?............
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123. When you attend workshops how often

do you try out the new interventions
or techniques learned?............ccccccceeeeennn.

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?........cccceee e,

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 deptiha length of the course

allowed.

1 2 3 4 5

Totally disagree Totally agree

3. The length of the course was adequate for tfertbes 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@dent.

1 2 3 4 5

Totally disagree Totally agree

5. The method used enabled us to take an activenpaaining.

1 2 3 4 5

Totally disagree Totally agree

6. The training enabled me to share professiona¢mences 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 thertitag process.

1 2 3 4 5

Totally disagree Totally agree

Usefulness and overall rating

10. The training received is useful for my spediibo.

1 2 3 4 5

Totally disagree Totally agree

11. The training received is useful for my persaf@lelopment.

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
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7. Consultation Feedback Form

Consultation Feedback Form (Adapted from Beckadtiite Practicum Feedback
Form)

Please take a few moments to complete this questieregarding your
experience with consultation. Your responses willlde us to shape and tailor future

consultation. Please be honest with your experience

1. How would you rate the overall quality of the coltation you have received?

0 1 2 3 4 5
6

Poor barely adequate mediocre satisfactory good ery good
excellent

2. Do you feel that the amount of time spent in groapsultation is adequate?

Yes, no, maybe

3. At this point, how comfortable would you say yoe &r applying cognitive-
behavioral therapy with anxious youth?

6
Not at all Fairly
Very

4. Are the group consultation topics relevant to tleekavith your clients?

Yes, no, maybe
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5. How comfortable do you feel applying what you haiscussed in consultation to
your client sessions?

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 ery good
excellent

7. Do you feel that the consultation sessions are gaijuhctive training tools to the
training workshop?

Yes, no, maybe

8. How closely did online consultation mimic face &zé meetings?

0 1 2 3 4 5 6
Not at all Fairly

Very

9. Please rate your experience with using technology (Webex) during
consultation?

0 1 2 3 4 5
6

Poor barely adequate mediocre satisfactory good ery good
excellent
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8. Knowledge Test (3 versions)

Knowledge Test 1
SubjectID:

Date:

Condition: pretrain, posttrain, postsup

Instructions: Please answer these questions tddse of your ability. If more

than one question appears to be correct, pleasesithe best answer to the question.

1. When doing CBT with an anxious youth, it is recomiaed that therapists begin
with imaginal exposures prior to engaging in viwgpesures with the client.
a. True
b. False

2. ldentify which one is not a thinking trap.

a. The avoider: Staying away from situations you than& scary without
trying first

b. The mind-reader: Jumping to conclusions about agoéthing/situation
without the facts

c. The shoulds: | should always be perfect, | shouldvdke mistakes

d. The gooder: Only seeing the positive and not lookgat 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. AandC

4. Which of the following is most true with regarddoping modeling?
a. Mastery modeling is preferred over coping modeling
b. Coping modeling increases the similarity betweendbserver and the
model
c. Coping modeling includes initial difficulties (likose of the client), a
strategy to overcome the difficulty, and then sgece
d. Both b and c are correct

5. Which of the following is not an action a youth dake to help themselves when
they are feeling anxious?
a. Problem solving
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Coping thoughts

Deep breathing

Progressive muscle relaxation

Getting mom to help them get out of the situation

®ooo

6. The purpose of the commercial at the end of treatniseto:
a. Allow the child to show off
b. Give the child a chance to summarize what was aptshed
c. Give the child an opportunity to put what was learmto his/her own
words
d. Have fun with the therapist
e. All of the above

7. When the exposure portion of the treatment begfrestherapist should
a. Display anxiety about exposure tasks
b. Show confidence in the child
c. Introduce the most frightening stimulus to the a@hil
d. Ask the parents for guidance

8. Homework assignments are integral parts of CBTyémuth anxiety and are
assigned upon beginning exposures.
a. True
b. False

9. What kind of thought is, “That dog is big and s¢ayd 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 levehoxkiety in the context of
the feared object/situation
b. Data that reflects what happens to the youth’seiyxvhen 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 dwof the exposure

11.What is the most appropriate coping thought to tenact the following anxious
thought: “My parents might be in a car accidentle/kare are separated”?
a. | should just get over it
b. It could happen
c. Itis unlikely that mom and dad will be in a car acident
d. I don’t want to separate from them

12. Which example below best characterizes avoidanea ianxious 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 iglat fivith his friend
c. Not going to sleepover because he is scared to sgpa from his
parents

13.Parents are not involved in CBT for youth anxiety.
a. True
b. False

14.Cognitive behavioral therapy (CBT) for child anyiés 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 fodobm to stop being in contact
with the feared stimulus if the SUDS are increasg80%.
a. True
b. False

16.When a child resists an exposure task, the therapiss a few minutes for initial
turmoil to pass and before doing the ex@osur
a. Insists that the child participate
b. Allows the child to play a game instead of doing &xposure
c. Gives choices to the child to communicate a sensecontrol
d. Brings the parent in the room to facilitate the @syre

17.What is the appropriate sequence for problem sg®in
a. ldentify problem, evaluate situations, and pickanp
b. Identify problem, generate solutions, and pickanpl
c. Evaluate situation, pick a plan
d. Identify problem, generate solutions, evaluate sotions, and pick a
plan

18. Challenging self-talk refers to:
a. The role that emotional overreactivity plays in anting 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 tsme

19. Which of the following is an example of a soma#@sponse to anxiety?
a. Thoughts racing
b. Fast heartbeat
c. Not going to school
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20.Which statement regarding the anxious responseuthyis 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
SubjectID:

Date:

Condition: pretrain, posttrain, postsup

Instructions: Please answer these questions ttése of your ability. If more

than one question appears to be correct, pleasesdhthe best answer to the question.
1. Cognitive behavioral therapy (CBT) for child anyiés$ 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 “attda and action” a youth can take
to help themselves when they are feeling anxious?

Problem solving

Coping thoughts

Deep breathing

Getting a drink of water

Progressive muscle relaxation

"0 T

3. ldentify which one is a thinking trap.
a. The avoider: Staying away from situations you thinkare 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 lagkat the bad things in
the situation

4. The purpose of parent involvement in individual CIBT child anxiety is to:

a. Allow the child to show off to their parents andleance to summarize
what was accomplished
b. Tell the parents they should not be involved @atment
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c. Provide treatment information to the parents and anopportunity for
parental concerns to be discussed
d. None of the above

5. Homework assignments are integral parts of CBTchald anxiety.
a. True
b. False

6. What is the most appropriate coping thought to tenact the following anxious
thought: “I might fail that test™?

a. | should just get over it

b. It could happen

c. It's not likely that I'll fail the test
d. 1don’t want to take the test

7. When a child resists an exposure task, what cath#rapist do to facilitate
participation?
a. brings the parent in the room to facilitate theasyre
b. give choices to the child to communicate a senseaaintrol
c. insist that the child follow the program
d. allow the child to play a game instead of doingc¢hallenge

8. The most important aspect of the last session tivélchild is to
a. Have fun producing the commercial
b. Bring closure to the therapeutic relationship
c. AandB
d. Build rapport with the child

9. Which example below best characterizes avoidanea ianxious youth?
a. Not going to school because he has to give a presgion
b. Not going to a friend’s house because he has tahrhamework
c. Not going out on Friday night because he wouldaa#ipend time with
the family

10. Discussing self-talk is important in order to idént
a. The role that anxious feelings and somatic respopkgy in feeling
anxious
b. The need to eat a good meal before coming to ts®se
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 modé&ling
a. Disclosing a fear or anxiety provoking situation ttat the therapist
experienced, how it felt, and how it was handled
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b. Disclosing a fear or anxiety provoking situatioattthe therapist
experienced where something bad happened

c. Disclosing a fear of anxiety provoking situatiomtihe therapist
experienced, and how it was avoided

d. None of the above

12.To maximize gains, most exposure tasks call fodobm to remain in contact
with the feared stimulus until SUDS are reducedblgast 50%.

a. True
b. False

13.Which statement below is true regarding the anxresponse?
Anxiety is evolutionary and adaptive

Anxiety should be cured

All kids experience distressing and impairing antswf anxiety
It's okay for your client to avoid things that fhigen them

apop

14.What kind of thought is, “That dog is big and s¢dmyt 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 therapisuld
a. Ask the parents for guidance
b. Show confidence in the child to be able to perftnmtasks without
guidance
c. Make sure the child understands the FEAR plan and ow it will be
used
d. Display anxiety about exposure tasks

16. Progressive muscle relaxation and deep breathingldtbe practiced together.

a. True
b. False

17.1dentify when using SUDS is appropriate:
a. During the relaxation task
b. To determine how scared the child is during thst 8ession.
c. As a coping skill for children to let their parelktsow their level of
anxiety at home
d. Providing feedback to the child about the level oanxiety in the
context of the feared object/situation

18.CBT for child anxiety calls for only one type ofmosure with the client: in vivo
situations.
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a. True
b. False

19.What is the appropriate sequence for helping ybentif they are feeling

anxious?
a. ldentify their thoughts, identify their bodily sei®ns, take an attitude or
action to help, rewarding themselves
b. Identify their bodily sensations, identify theiotights, reward themselves
c. ldentify why they are anxious, take an attitudecron 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 cognitresponse 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 exjpe task, what can the
clinician do to encourage the child?

a. Tryto 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 aease of control

It is recommended that parents be present in i for all sessions in CBT for
child anxiety.

a. True
b. False

What is the most appropriate coping thought to tenact the following anxious
thought: “Everyone will laugh at me if | stutter el read out aloud”?

a. Getoverit

b. Justdo it

c. Everyone makes mistakes once in a while
d. I'll probably be sweaty
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. Homework is an integral part of CBT for youth aryiand is assigned in each
session.

a. True

b. False

. Which statement below i#ot true regarding the anxious response?
Anxiety is evolutionary and adaptive

Treatment for anxiety “turns down the volume” okaaty

All kids experience distressing and impairing amouts of anxiety
Many kids with distressing and impairing anxiety o avoid the
situations that they fear

aoop

. The least important aspect of the first sessida_is

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

. Which of the following is an action a youth canddk 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

. Which of the following is an example of an avoideegponse to anxiety?
a. Thoughts racing

b. Fast heartbeat

c. Not going to school because of a feared presentatio

. What is the appropriate sequence for helping ybentif they are feeling
anxious?
a. ldentify their bodily sensations, identify their thoughts, take an
attitude or action to help, reward themselves
b. Nothing, they will be able to help themselves afeareiving treatment
c. Help them problem solve
d. Help them come up with coping thoughts

10.One treatment for child anxiety is cognitive beloaai therapy (CBT). It is

comprised of two sections:
a. Behavior training and cognitive coping skills
b. Imaginal and in vivo exposures
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c. Relaxation training and exposures
d. Psychoeducation and exposure

11.Which example below best characterizes parentanacwdation?

a. Allowing the child to not go to school because heak to give a
presentation and he’s scared

b. Allowing the child to not going to a friend’s housecause he has too
much homework

c. Allowing the child to not go out on Friday nightda@ise 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 effortand performance
b. allow the child to show off to their parents anchance to summarize
what was accomplished
c. allow the child to indicate when it is time to stibyg exposure
d. allow the child to build rapport with the therapist

13.What kind of thought is, “Although | feel a bit sed about that big dog, my
parents probably wouldn’t let me pet it if it wetangerous.”

a. Anxious
b. Coping
c. Normal

14.1dentify which one is not a thinking trap.

a. Walking with blinders: Only seeing the negative awvérlooking good in
the situation

b. The repetitor: If it happened once it is alwaysngaio happen that way

c. The catastrophiser: Always thinking the worst @gegoing to happen

d. The somatizer: Focusing on bodily feelings

15.To maximize gains, most exposure tasks call fodobm to stop being in contact
with the feared stimulus if the SUDS are reduced @f.

a. True
b. False

16.Progressive muscle relaxation involves the tenamgjrelaxing of muscles from
the head down to the toes.
a. True
b. False

17.When the exposure task is too difficult for theld¢hihe therapist can
a. Force them to engage in it
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d.

Allow them to not participate without discussiontasiot make them feel
badly

Break down the task into parts in order to find sucess to make sure
the child does not feel like the whole task was aifure

Talk to the parents about the child’s inabilityp@rticipate

18.What is coping modeling?

a.
b.

C.

d.

When the therapist models the child’s coping skills

When the therapist tells the child how they shadgde in an anxious
situation

when the therapist discloses a prior fear whichertaet feel anxious and
how it was handled

Aand C

19.CBT for youth anxiety calls for only one type ofp@sure with the client:
imaginal exposure

True
False

20. Cognitive restructuring is discussed in refererce t
a. the role that anxious thoughts plays in anxiety

b.
C.
d.

the role that somatic responses play in feelingaarsx
the use of exposure to challenge anxious symptoms
rating performance and rewarding efforts for copitp situations
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9. Self-efficacy questionnaire (SEQ)
Self-Efficacy Questionnaire

With each of the following questions regarding thelelivery of Cognitive
Behavioral Therapy (CBT) to clients with an anxietydisorder, please rate your
confidence level on a scale of 0-10; O being notéwlent at all, and 10 being

extremely confident.

How confident are you in your ability as a therapashelp your client:
a. ldentify their somatic responses?
b. Identify their anxious cognitions?

c. Use relaxation strategies (e.g., breathing, pregresnuscle relaxation)?

d. Challenge anxious thoughts?

Use problem solving skills?

Use positive reinforcement?

Setting up exposure tasks (e.g., FEAR hierarchy)?
Implementing exposure tasks?

Teach and role-play the FEAR plan?

Qo
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10.Vignettes for PBRP
Vignette 1

Background:

Your client, Jake, is an 11 year old boy in tfegBade. According to his parents, he
speaks freely with them, but only rarely in schaotl when he does, he speaks very
softly. His teacher said that Jake is liked by otiteldren in class, but does not initiate
contact with them, and that he is withdrawn andallguesponds to her with one- or two-
word answers.

Jake did not speak to the diagnostician duringrtteke interview. He nodded and shook
his head to respond, or shrugged his shouldergnidersed having difficulty answering
guestions in class, asking the teacher for hekrldpg to strangers, going to parties or
social events, and inviting friends over to his $muake’s parents are concerned that his
difficulties speaking in school are interfering fhis school performance (he does not
ask questions, he has difficulty with class presgons). Jake’s mother reported that he
does not have any friends, and that when she kidsdrother children (specifically
neighborhood children) to their house to play witém, he is so quiet and withdrawn

that she has had to intervene to entertain thdreml His father reported believing that

he “just prefers to be alone,” and that he is “aldd.”

Instructions:You have just completed the psychoeducation podfdreatment, and you
are about to embark on the sessions focusing cavimehl exposure. In your last session
with Jake, you both agreed that his first exposuliebe to practice asking questions of
other people (e.g., doing a survey about favonters) so that eventually he feels
comfortable asking his teacher for help. Jake sugid low levels of anxiety regarding
this task. He mentioned that in this situation lueried that his heart would be racing,
and that others might laugh at him for asking astjaa. Before beginning the actual
exposure with Jake, it is necessary to preparthéoexposure task.

Please demonstrate in a role-play how you would ppare for this exposure task
(e.g., asking people what their favorite color isyith the staff member present on the
phone acting as Jakelf you are not sure of how to proceed, pleasedughe best that
you can (i.e., how you would normally treat an ausi youth in your clinical work).
Please prepare for 5 minutes prior to your schedpif®ne assessment. You have 8
minutes to complete the role-play. Please noteyitna will be taped for the whole 8
minutes regardless of whether or not you are feshith the role-play for
standardization purposes.

Vignette 2:

Background:
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Your client, Mike, is an 11 year old boy in th& grade. According to his parents, he
speaks freely with them, but only rarely in schaotl when he does, he speaks very
softly. His teacher said that Mike is liked by atletildren in class, but does not initiate
contact with them, and that he is withdrawn andallgwesponds to her with one- or two-
word answers.

Mike did not speak to the diagnostician duringititeke interview. He nodded and
shook his head to respond, or shrugged his shaulderendorsed having difficulty
calling friends, speaking to unfamiliar adults (sw&s ordering in a restaurant), making
eye contact with adults, and avoiding school pregems. Mike's parents are concerned
that his difficulties speaking in school are ingenig with his school performance (he
does not ask questions, he has difficulty with clagsentations). Mike’s mother
reported that he does not have any friends, anduian she has invited other children
(specifically neighborhood children) to their hotwseplay with them, he is so quiet and
withdrawn that she has had to intervene to entette children. His father reported
believing that he “just prefers to be alone,” amaltthe is “a shy kid.”

Instructions:You have just completed the psychoeducation podfdreatment, and you
are about to embark on the sessions focusing cawviel exposure. In your last session
with Mike, you both agreed that his first exposwith be to practice picking up the
phone and calling his grandmother so that evert@lfeels comfortable calling his
friends on the phone. Mike indicated low levelsnkiety regarding this task. He
mentioned that in this situation he worried thantight feel short of breath, and that he
won’t know what to say on the phone. Before begigrihe actual exposure with Mike, it
IS necessary to prepare for the exposure.

Please demonstrate in a role-play how you would ppare for this exposure task
(e.g., making a phone call to his grandmother) witlthe staff member present on the
phone acting as Mike If you are not sure of how to proceed, pleasedoghe best that
you can (i.e., how you would normally treat an ansi youth in your clinical work).
Please prepare for 5 minutes prior to your schedpl®ne assessment. You have 8
minutes to complete the role-play. Please noteyitna will be taped for the whole 8
minutes regardless of whether or not you are fedshith the role-play for
standardization purposes.

Vignette 3

Background:

Your client, Ethan, is an 11 year old boy in tffegsade. According to his parents, he
speaks freely with them, but only rarely in schaotl when he does, he speaks very
softly. His teacher said that Ethan is liked byeotbhildren in class, but does not initiate
contact with them, and that he is withdrawn andallgwesponds to her with one- or two-
word answers.

Ethan did not speak to the diagnostician duringriteke interview. He nodded and
shook his head to respond, or shrugged his shaulderendorsed having difficulty
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calling friends, speaking to unfamiliar adults (sw&s ordering in a restaurant), making
eye contact with adults, and avoiding school pregems. Ethan’s parents are concerned
that his difficulties speaking in school are ingenig with his school performance (he
does not ask questions, he has difficulty with<la®sentations). Ethan’s mother
reported that he does not have any friends, anduinan she has invited other children
(specifically neighborhood children) to their hotwseplay with them, he is so quiet and
withdrawn that she has had to intervene to entette children. His father reported
believing that he “just prefers to be alone,” amaltthe is “a shy kid.”

Instructions:You have just completed the psychoeducation podfdreatment, and you
are about to embark on the sessions focusing cavimehl exposure. In your last session
with Ethan, you both agreed that his first exposuikebe to practice ordering for himself
at the restaurant down the street. Ethan indidatedevels of anxiety regarding this task.
He mentioned that in this situation he worried thathave stomach pain, and that he
might say the wrong thing and feel embarrassedmBdieginning the actual exposure
with Ethan, it is necessary to prepare for the sypa

Please demonstrate in a role-play how you would ppare for this exposure task

(e.g., ordering food at a restaurant) with the stdfmember present on the phone
acting as Ethan If you are not sure of how to proceed, pleasedughe best that you
can (i.e., how you would normally treat an anxigasth in your clinical work). Please
prepare for 5 minutes prior to your scheduled phasssssment. You have 8 minutes to
complete the role-play. Please note that youlvéltaped for the whole 8 minutes
regardless of whether or not you are finished withrole-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 piogd feelings they
might experience during the exposure (e.g. storaabl)?

Yes No

b. Expecting Bad Things to Happen/Anxious Cognitions
i. Did the therapist help the child identify what asus thoughts they
might have during the exposure (e.g., | might makeistake)?

Yes No

c. Attitudes and Actions that can Help
i. Did the therapist mention or have the child practeep breathing
and/or progressive muscle relaxation to cope witticaus bodily
feelings (e.g., belly breathing, squeezing lemons)?

Yes No
ii. Did the therapist help the child generate a cogiogight as a way
to cope with anxious thoughts (e.g., | can doveikif | make a
mistake, | can get through it)?
Yes No
iii. Did the therapist walk the child through problentvgtg possible
problems that may come up during the exposure, (gtwat to do if
you make a mistake — walk away, ask the questiamg®)

Yes No
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d. Rewards
i. Did the therapist plan a reward with the childflacing their fear
(e.q., special time with therapist, ice cream)?

Yes No

Core Adherence: /6

2. Other general considerations

a. Did the therapist ask the child’s anxiety ratingy(eSUDS rating) at any
point (e.g., What is your number, fear rating, )etc.

Yes No
b. Did the therapist use cognitive restructuring teghes to help the child
come up with a coping thought (e.g., How likelytithat you will mess
up? Has that ever happened to anyone you knowdseithat is the worst
that can happen)?
Yes No

c. Did the therapist have the child imagine engagmtipe exposure (e.qg.,
practicing calling the grandmother?)

Yes No

d. Was the therapist a coping model (i.e., gave amelaof when they felt
anxious and how they coped?)

Yes No
Additional Adherence factors: 14
TOTAL ADHERENCE SCORE (CORE+ADDITIONAL): /10
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Skill Ratings

1. How skillful was the clinician’s performance in paging the child for the
exposure using the cognitive-behavioral framewdrl? 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 exposisie?t(i.e. how all over the
place was the therapist, how organized were thdythey 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 biegbur ability. When answering

them, please consider your experience during teeJemonths.
1. How would you describe your primary (e.g., where gpend 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. | do not see youth clinically

h. Other (specify):

2. During the past 3 months, what was the age rangeuwsh that you worked with?

3. During the past 3 months, how many anxious youthydu treat?

4. Of the anxious youth you treated over the past 8thg) how many anxious
youth did you treat with cognitive behavioral theydCBT)?

5. During the past three months, how many anxioushydid you treat with another
treatment modality?

6. If anxious youth were treated with another treattrmeodality, please specify
what treatment you used:
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7. Please specify the primary components of any noii-tyBes 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 cognitbedravioral
components)
Family therapy
Other

- O

8. Over the past 3 months, how many sessions, ongeelid treatment for anxious
youth typically last?

9. Please circle the number that best describes todviement of parents in the
services provided for anxious youth during the Bastonths.

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 thatyypmu experienced in the
treatment of anxious youth over the past 3 months.
a. | felt the child needed more treatment then | hedtime to give him/her
The treatment | provided did not work/was insu#itt
The family was not supportive of treatment
| did not feel | knew how to help the child
The child was not engaged in or open to the treatinerovided
Other

~®ooo0CT
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APPENDIX C
Training Materials

. Comparisons between the three training conditions

Routine training materials
a.PowerPoint presentation

. Augmented training materials

a.PowerPoint presentation

b.interteach preparation guide

c. behavioral role-plays

. 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 Tirain

Learning Passive (didactic Passive (didactic Passive

strategy presentation) presentation) and (didactic
active (case vignettes, presentation), and
interactive exercises)| active (interteach,

behavioral role-play)

Learning Session by session Session by session Principles

content

Duration 6 hours 6 hours 6 hours
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2. Routine Training Materials (Powerpoint)

6/23/2010

Outline
Cognitive Behavioral Therapy (CBT) . )
for Anxious Youth S i + LunchBresk

¢+ Informed Consent * Pizza
The Coping Cat Approach
op g a pp oac Measures + 12:30-3:30
+ Coping Cat Program (con't)
Rinad S. Beidas, M.A. + 10:00-12:00
Child and Adolescent Anxiety Disorders Clinic HIIEER

*  Knowing when to use the * Measures

Temple University Coping Cat

* Discuss supervision logistics
. . TEMPLE UNIVERSITY .

r—ll (J . :wdencefor(opmg Cat
I 1 rogram
l§ CAADC .

Coping Cat Program

- L] P-. l
. o Some general statistics... &
What is anxiety?
+ 8-12% of children and adolescents ages 4-20
+ Nervous, scared, and worried

suffer from one or more anxiety discrders (AD)
+ Developmental considerations

+ Normal anxiety + Children with AD much less frequently referred

for help than those with externalizing problems

+ AD frequently comorbid with internalizing
disorders (i.e., other anxiety and depressive
disorders), and some types of externalizing
disorders

Standardized Measures for
Identifying Anxiety
Ident'fylng AnXIGtY + Diagnostic Interview
* Anxiety Disorders Interview Schedule
(ADIS; Silverman & Albana, 1536
+ Self-Report Measures
* Multidimensional Anxiety Scale for Children
(MASC; Stallings & March, 1995)

+ Social Anxiety Scale for Children-Revised
(SASC-R; La Greca & Stone, 1993)

+ Revised Children’s Manifest Anxiety Scale
(RCMAS; Reynolds & Paget, 1983)
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Measures (con't)

*

+

Parent & Teacher Report
+ Child Behavior Checklist
(CBCL; Achenbach, 159}

+ Teacher Report Form
(TRF; Achenbach, 1961)

+ Informal information gathering from other relevant
school personnel

Behavioral Observation
+ School
+ Home?

Identifying Anxiety

Potential red flags?

+ Extreme shyness
+ Isolation
+ Avoids social situations

+ Extreme discomfort
when the center of
attention

.

.

-

.

.

.

.

Potential red flags?

Expects bad things to happen
Excessive worry about upsetting others

Asks questions (or asks for reassurance) too
frequently

Perfectionism
Excessive worry about failure

W\ggies, is jittery, shaky, high strung, tense and
unable to relax

Avoids schoolwork for fear of making a mistake

Identifying Anxiety

Potential red flags?

+ Excessive distress upon separation from
parentsor loved ones

+ Worries that something bad is going to
happento caregiver or themselves when

separated

+ May refuse to go to sleep or school for
fear of being away from caregiver

.

-

.

.

-

.

.

-

Physical red flags

Trouble catching breath

Stomachaches/ headaches

Complains of nausea

Sweating

Dizzy, faint, or light headed

Heart racing or beating faster than normal
Shaking or feeling jittery

NOTE: Potential functional role

of physical complains

Determining “Disorder”

-

Is it developmentally appropriate?

.

Doesit cause significant distress?

.

Doesit cause interference in daily life, family, or social
relationships?

.

How long has this been going on?

.

Isthere another potential explanation (e.g., medical
issue?)
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Anxiety Disorders

.

SeparationAnxiety Disorder

-

Generalized Anxiety Disorder

-

Social Anxiety Disorder
Specific Phobia

Panic Disorder

.

-

-

Agoraphobia

.

Obsessive Compulsive Disorder

-

Post Traumatic Stress Disorder

Separation Anxiety Disorder

Developmentally inappropriate and excessive anxiety
about separation from caregiver

+ More common in younger children

+ More common in girls

Symptoms of SAD

+

Excessive distress upon separation

+

May involve fear that something bad is going to
happen to caregiver or nightmares with themes of
separation

.

May refuse to go to sleep or school for fear of being
away from caregiver

+

Onset before age 18

Generalized Anxiety Disorder
Excessive worry about everyday life matters
+ Previously Overanxious Disorder *OAD”
+ Decrease in boys as approach adolescence

+ More common in adolescents

Symptoms of GAD

+ Worry excessively about a number of things

+ Worry is hard to control

+

Associated with physical symptoms (3 in adults, 2 in
children)

-restlessness, easily fatigued, difficulty
concentrating, irritability, muscle tension, sleep
disturbance

Social Anxiety (Social Phobia)

Excessive fear of negative evaluation in social
situations

+ More common in adolescents

+ More commonin girls
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Symptoms of Social Phobia

+ In children, anxiety must occur with peers, not
justinteraction with adults

+ Exposure to feared situation almaost always
produces distress (in kids —crying, tantrums,
freezing)

+ Attemnpts to avoid social situations

Coping Cat Program

Comntive: Dutavioial Thar iy
for Amodacs Chiléross
Tharspiat Mamuet

CBT for youth anxiety

+ (BT is considered to be evidence-based inthe
treatment of anxious youth (Silverman, Pina, &
Viswesvaran, 2008).

+

Kendall and colleagues

+ RCT1:1994: 64% ne longermet principal diagnosis after
treatment

1996: 2-5 yearfollowup-- treatment effects maintained

RCT2:1997: 71% no longer met principal diagnosis

2004: 7.4 yrfju - treatment effects maintained, less likely
to have substance use problems

RCT3: 2008: 64% no longer met principal diagnosis after
treatment

CAMS: 2009: 81% improved with combination CBT & 55R|,
60% with CBT alone, 55% with SSRI alone, 24% placebo

Specifics on CBT for anxiety disorders
+ Coping Cat program (Kendall & Hedtke, z006).
+ Approximate length of treatment —16 sessions

+ 2 parts
+ Psychoeducation —the A e
Theresiek Marael
FEAR plan b=
+ Behavioral Exposure — r@
Facing fears with the FEAR Sy
plan =

Overview of
Coping Cat Program

+ Parta
+ Childlearns when he is anxious
+ Childlearns coping skills
+ F-E-A-R Plan

« Part2

+ Exposures: gradual and repeated practices in feared
situations

Rationale for CB Treatment

+ Three aspectsto anxiety
Physical: increases in sympathetic nervous system

activity
|:> Relaxation

Cognitive: “Expecting bad things to happen”

:> Cognitiverestructuring

Behavioral: Avoidance of threat

Problem Solving
Graded Exposure
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Cognitive Behavior Therapy

Model -

Thoughts

Actions

General Issues to Consider across Session
« Therapist Style
+ Coach
« Coping Modeling
« Self-disclose how you coped with anxiety
+ Celebrating success/Positive Reinforcement
+ Even small success!
+ STIC tasks (Show that | can)
+ Weekly homework
+ Bank (see next slide)
+ Workbook/Manual/Therapy Kits
« To be used in concert with the treatment

+ HAVE FUN!!

L memw
SU8Si0n 1 SESSI0N 2 5858100 3 Se5SI0 4
iflf%
L Coping Cat Program
Session-by-session
H‘N%
Treatment Outline Treatment Outline
1 Introduction 9. Second parent session
2. Feelings 10-16. Exposures: time to practice

Somatic reactions to anxiety; “F" step
First parent session

Relaxation

Self-talk, cognitive restructuring; "E” step
7. Problem-solving; “A” step

“R” step; FEAR hierarchy

o on s ow

16. Commercial: You did it!
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Part I: Psychoeducation
(Sessions 1-9)

Session 1: Building Rapport & Treatment
Orientation
= Session 1 Goals

* Build rapport
= Get to know one another
* Orient child to the program

= Learn to know when you are anxious and what d
- about it.

w = Turning down the "volume”
= Encourage/support the child’s participation
= Assign an initial STIC task.
= Engage in a fun end of session activity

Blg

Ways to $ESSi0N T NTPODUGTION
build rapport

+ "Ungame”
+ Personal Facts
Game in Workbook

Session 1: Building Rapport & Treatment

Orientation con’t
= Session 1 Goals

= Build rapport
= Get to know one another
* Orient child to the program

= Learn to know when you are anxious and what d
- about it.

w = Turning down the “volume”
= Encourage/support the child’s participation
= Assign an initial STIC task.

* Engage in a fun end of session activity [-#a4: &4
9,

Session 2: Identifying anxious feelings

Session 2 Goals
1. Keep building rapport.

2. Review STIC task from (~ p=
session 1. %
3. Introduce the idea that \“E\ : :\
feelings have different ° /]
physical expressions. ;. -
4. Normalize the experience of N&/
fear and anxiety. A 66
5. Construct a hierarchy of [ @ @ ) —38
feared situations. ~
6. STIC task N

Activities for Session 2

+ Feelings Spy

+ Feelings Charades
+ Feelings Collage
+ SUDS monitoring

181




6/23/2010

Feelings Charades Feelings Collage
. T
Ot geE
e
Session 2: Identifying anxious feelings
Session 2 Goals = ~
sSuUDsS s | 1. Keep building rapport. - ﬂ
™ A et 2. Review STIC task from session f/ 4=
o — =) | | q . 4 5
. e 3. Introduce the idea that i\é\ ~ D
| ' feelings have different 9@ )
3 physical expressions. = ®
o 4. Normalize the experience of .% i
3 fear and anxiety. ‘6
- 5. Constructa hierarchy of
P : feared situations (FEAR ) —
Pyramid).
6. STIC task
Session 3: Body Reactions to Anxiety
( FeaP Laoner )
o » eeling frightened?
@ Most Seary (B) Trembling? Stomachache?
| Butterflies? Headache?
Sweating? Pounding Heart?

Session 3 Goals
1. Review STIC from Session 2.
2. Discuss specific somatic reactions to anxiety.
3. Practice identifying somatic responses.

R 4. Introduce the “F” step.
@-‘ Least Scary 5. Prepare the child for the upcoming parent session.
® 6. STIC task.
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Activity for Session 3: Body Drawing Session 3: Body Reactions to Anxiety con't

Trembling? Stomachache?
Butterflies? Headache?
Sweating? Pounding Heart?

Session 3 Goals
1. Review STIC from Session 2.
2. Discuss specific somatic reactions to anxiety.
3. Practice identifying somatic responses.
4. Introduce the “F step.
FEELING FRIGHTENED?
5. Prepare the child for the upcoming parent session.
6. STICtask.

Session 5:RelaxationTraining «

i M he P
Session 4: Meet the Parents » Basdini Eaal

+ Orientation to program

1. Acknowledge parent
+ Information Gathering

session

. Review STIC

. Somatic feelings of
anxiety can create
muscle tension.

+ Transfer-of-control

+ Transfer of knowledge, skills, and methods from
therapist=> parent-> child

« What do we know about parents of anxious

hil ? § n
childrey . Relaxation Practice
+ Parent psychopathology?

+ Parenting behaviors that maintain anxiety? 5. STIC

+ ACCOMODATION AND AVOIDANCE

Session 6:

Identifying Anxious Thoughts Activities to hE|p YDUth

ihat f someone steals
e from my bad?17!

« Session 6 Goals 0 identify their anxious thoughts
* Review STIC task 5
+ Introduce the concepts of kWi * ThOUght Bubbles
self-talk semeing siupid « TicTac, What If?

3} y nd everyone wil
+ Discuss anxious self-talk

* Introduce the “E” step
+ EXPECTING BAD THINGS

+ Give Worry a Name

TO HAPPEN? Im scared fm

genna do bad on

- il X this test and then |

Practice coping self-talk ol

A to college and get
STic a good job!
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|
Thought Bubbles 5 TicTac, What if? —>

gasoball Story.
Scott goes to the baseball feld to play with his tearn, but it looks ke t s going to rain Scott starts tofeel his
heart beat fast and he begins 1o feel scared. Name ane “what if* thaught that Scott s having

tells his g0 0 3 birthday party for Sam's
friend Sam is taking a really long time ta get ready. e does.not want 1o go. Last time he wentta a
party, Hame one: ight he is having.

Elevator Story
o their spartment et to their

fit]e brother d t tosee et t
apartment the fastest. Matthew gets to hi floor irst, but he does not see his itle brather, Name one
“wehatif* thought he s having.

L =]

Butterlies Stary
Juliet has a test o take When ing, shetells her h
rfies in her stomach, Name ane “what

z)
i thought she s having.

ourmesyaf Axchenbrondet o, {1008

Courtesy of Aschenbrand st al. {2008)

Session 6:
Identifying Anxious Thoughts bt b
.
Give WOI'l'y a Name + Session 6 Goals e
¥ B
& WStk Review STIC task :
+ The Worry Monster Introduce the concepts o 1 talk, 1l say
. self-talk ot Ha
« WorryBrain : i and everyone wil
+ Discuss anxious self-talk
+ Voldemort $J
npw
+ Headgames J& * Introduce the “E” step
« Bossy Brain - .TDE::;S;T,G SAETHING: im scared I'm
+ DoubtingBees Joens dabad o
‘ i s st and then
Practice coping self-talk |
- ST!C o mnegadanba‘gct
Courtesy of O O - iy
Aschenbrand et al 9
(2008)

Questions to Ask Self

Coping Thought Quickies

1. Dol know for sure this is going to happen? + |candoit!

1 b h hat | fi ht? g . B .
2 Wha.lese might happen, other than what | first thought « Idid it |ElSttImE, lcandoit again.
3 Hasithappened before?
4 Hasthis happened to anyone | know? « Be brave.
s How many times has it happened before? + E . .

veryone makes a mistake sometimes.

6 After collecting the evidence, what are the odds of 7 Ky
7. So, what is a coping thought | can have in this situation? + Itis not likely that something bad will happen.

s Isworrying about this helping?
s What am | missing cut on because | am worrying?

« I'llget throughit.

GATHER EVIDENCE!
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Coping Thought Games

+ Red Light, Green Light, Coping Thought

. Anxi;[y producing situation is determined before the start of the
round.

The "it” person says "green light...red light” and tums around.

* Anyone caught moving has to give a coping theught for the anxious
situation or they are out of the round.

+ BraveThought Red Rover

+ Twoteams of apposing lines and the gna\ isto break though the other team’s
line with a strang enough coping though

. Theleamssw\{(huﬁ‘mthrEspe(tlcwhapFayS “anxiety” andwhonlavs "brave
thoughts.*

Courtesy of Aschenbrand et al. (z008)

Session 7: Reviewing self-talk
and problem-solving | d

« Session 7 Goals
* Review STIC task
* Review FE steps (of FEAR)
* Introduce the A step
+ Attitudes and Actions that help
+ Problem Solving
+ STIC

Putting together the CBT model

Situation Feelings Thoughts Actions
Bellranginclass | Heartracing, Somethingbad | Run aut of the
scared might happen classroom

Ask a friend over Sweaty palms, Theymight say na | Not ask the friend
scared over

Session 7: Reviewing self-talk
and problem-solving |

+ Session 7 Goals
* Review STIC task
+ Review FE steps (of FEAR)
* Introduce the A step

+ Attitudesand Actions that help
+ Problem Solving
+ STIC

Problem-Solving Skills

+ Define the problem

+ Explore solutions (even silly ones!)
+ Evaluate solutions

+ Select preferred alternative

W

ch

Attitudes and Actions that can help
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Session 8: Self-Evaluation and
Self-Reward

Session 8 Goals
Review STIC task
Introduce the R step
= Results and Rewards
Discuss the concept of self-rating and reward.
Practice rating self.

+ Acknowledge parent session.
Review the FEAR plan.

+ Review the FEAR ladder/pyramid.
= STIC

Putting it all together FEAR

Feeling frightened?
Expecting Bad Things to Happen?

Actions & Attitudes that can help

Results & Rewards

Building a Fear Hierarchy

Ask teacher for help =8
Da book repart Inframt of
class=8

Talktoa new kid myage =6 |

« Post-It Method

b

I Tripin front of someone = 5 |

+ Mountain-Climbing Analogy L X

l Splll something on my shirt and walk through the hallway = 4 |
L AN

| Aska friend to come over ta my house = 4 |

" | Say *hi" to the neighber = 2 I
+ Warheads or Sour Patch Kids Analogy v i

[ Callta order pizza =2

1
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Session 9: Meet the Parents I

+ Refine FEAR Pyramid with parental input

+ Review exposure tasks with parents with an
empbhasis on how they can be involved
+ Discuss potential obstacles

Practice! Practice! Practice!

EXPOSURES: “We'll go places and do things!”
Anxiety provoking situations

Aim is not to remove anxiety, but to be able to manage it.
Child should experience anxiety during exposures

Opportunityto practice newly acquired skills
= Gradual (step-by-step)

= Repetitionis key!

Stay in the situation until the anxiety decreases

Part II: Behavioral Exposure
(Sessions 10-16)

Sessions 10-16

+ These sessions all follow the same agenda. In
each session, the child completes an exposure
task ("challenge”).

+ The only difference between each session is that
the fears faced increase in level each session.

* 10-11: low anxiety situations
+ 12-13: moderate anxiety situations
* 14-16: high anxiety situations

Imaginal Exposures

+ Sometimes it is too difficult to reenact a fear, or
thefear is rated so highly, it is necessary to start
with an imaginal exposure.

+ Forexample: a parent dying, a robbery, very severe
fear of speaking to new people.

¢ The point of the imaginal exposure is to have the
youth imagine the feared outcome while
tolerating their distress and not avoiding.

+ Thiscan be a step before engaging in an in vivo
exposure.

InVivo Exposures

+ Challenges where we go places and do things! Be
creative!
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Exposure Session Goals

« Review STIC task
+ Review the idea that now that skills have been

learned, the youth will be practicing these skills
and facing fears.

+ Go through FEAR plan for the situation.

«+ Practice [low/medium/high] imaginal exposure.
« Practice [low/medium/high] in vivo exposure.

+ Process how the exposure went.

+ Plan exposure for next session.

+ STIC task

More on Exposures ...

+ Processing Exposures
*+ How does the child think he/she did?
+ Rememberto reward the child after the exposure
+ Chart the child’s SUDS ratings to demonstrate
decrease in anxiety in situation over time (Reduce at
least 50%)
« Exposures in and out of session

*+ Make sure the child practices the same exposures
outside of session

More on exposures...

« Problem-Solve ways to cope with potential
difficulties (learning from past exposures?)
+ What if the child refuses?
* Dealing with resistance
« Exposure for the therapist
* Learn to tolerate the child’s distress
+ Do not be drawn to protect the child
+ Subtle Avoidance

Building Motivation for Exposures

Sample Exposures

1 Separation Anxiety Disorder
+  Gotcha Game
“Fake" Sleepover
Treasure Hunt
2 Social Phobia
Walking with Toilet Paper on Your Shoe
Asking "Dumb” Questions
*  Water Balloons
Conducting s Survey
«  MessingUp Your Hair
3. Generalized Anxiety
Go with Your Gut
Drapping Books
Changing the Rules of a Game
Playing Perfection
4 Specific Phabia
«  EatingVomit Jellybeans
Making the Fake Vornit
+  Dissecting Gwl Vomit
Listening to the Thunder Tube

Time to Show-Off (Last Session)

+ Commercial
» Creative opportunity for child to show what he/she has

learned

* Drawing {
+ Poem ‘r":)/‘\‘—_f
« Article - A

+ Comic

* Skit

* Song
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Maintaining Gains

+ Remind the child that just because he/she is no

longer coming for weekly therapy, the practicing
continues ...

+ Problem-Solve practices that can be done in the
future

+ Discuss ways in which parents may be able to
help with the maintenance of gains.

Comorbidity/Other Considerations
e Depression

- Behavioral Activation
-Discover self-reward
-Address depressive cognition

Hyperactivity

e Increase structure
e Modify relaxation procedures
e Stop and think

* Model coping with mistakes

Sample Case

+ Dan

+ 7yearold male

+ Presented to the clinic with a primary diagnosis
of GAD

+ Had difficulty doing anything new, going on
highways, and when mom left for business trips.

Before Treatment

Gl distress, racing
heart

Cry and try to
avoid

189
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Treatment focus

+ Somatic activation (e.g., Gl distress, racing
heart, feel like throwing up)
*+ Progressive muscle relaxation
+ Deep breathing

Treatment focus

What if
something bad
happens?

+ Anxious self-talk
+ Cognitive restructuring
+ Problem-solving
+ Coping thoughts

/ﬁ{\f N
What if we crash
our car on the

highway? What if

mom dies? \

Exposures

Going somewhere new
Going on the highway

‘ Not sleeping with dad when mom goes on
atrip

Sitting in a dark room

After Treatment

Lessened
‘somatic
activation

Itis not likely
something bad
will happen

Facing lots of
fears

Thank you!

+ Specialthank youtoall  + Thanks to Phil Fizur
of the participants. + Thanks to Phil Kendall

+ Thanks to all of the + Thanks to Jenny Podell,
undergraduate research Shilpee Tiwari, Kristi
assistants: Kyle Peer, Hedtke, Andrea
Mamatha Chary, Stacey  Barmish, Erin Martin,
Austin, Anna Joanna Robin, Sasha

Slavachevskaya, Kayla Aschenbrand for
Brehm. materials for the

+ Thanks to Julie presentation.
Edmunds.
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3. Augmented Training Materials (Powerpoint)

6/23/2010

o . QOutline
Cognitive Behavioral Therapy
H ® 9:15-10:00 AM = Lunch Break
(CBT) for AHXIOUS YDUth = Informed Consent = Pizza
»  Measures % 12:30-3:30
= CBT for child anxiety
Rinad S. Beidas, M.A. @ 10:00-12:00
Child and Adolescent Anxiety Disorders Clinic = 3304

» Knowing when to use = Measures

Temple University cognitive behavioral
therapy (CBT) for child
0% e g®g andaty:

n Dc = Evidence for CBT

= BT for child anxiety
ghild and adolescont slisic.

= Discuss supervision
logistics

: e o =
What Is anxlety? Some general statistics. g

& Nervous, scared, and worried ;
d T ) @ 8-12% of children and adolescents ages 4-20
@ Developmental considerations suffer from one or more anxiety disorders (AD)

® Normal anxiet

’ ? m Children with AD much less frequently
referred for help than those with externalizing
problems

m AD frequently comorbid with internalizing
disorders (i.e., other anxiety and depressive
disorders), and some types of externalizing
disorders

Standardized Measures for
Identifying Anxiety

= Diagnostic Interview.
= Anmxiety Disorders Interview Schedule
(ADIS; Silverman & Albano, 199
& Self-Report Measures
= Multidimensional Anxiety Scale for Children
(MASC; Stailings & March, 1995)

= Social Anxiety Scale for Children-Revised
(SASC-R; Lt Greca & Stovie, 1993}

» Revised Children’s Manifest Anxiety Scale
(RCMAS; Reynolds & Paget, 1983}
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=

o]

Measures (con't)

Parent & Teacher Report
= Child Behavior Checklist
(CBCL; Achenbach, 1991)
= Teacher Report Form
(TRF; Achenbach, 1991)
= Informal information gathering from other relevant
school personnel

Behavioral Observation
= School
= Home?

Determining “Disorder”

o]

Is it developmentally appropriate?
@ Does it cause significant distress?

=@ Doesitcause interference in daily life, family, or
social relationships?

@ How long has this been going on?

@ Is there another potential explanation (e.g., medical
issue?)

Anxiety Disorders

ol

Separation Anxiety Disorder
Generalized Anxiety Disorder

B a

Social Anxiety Disorder
8pecific Phobia

m Panic Disorder

@ Agoraphobia

Obsessive Compulsive Disorder

o]

ol

Post Traumatic Stress Disorder

o}

Separation Anxiety Disorder

Developmentally inappropriate and excessive
anxiety abotit sepatation from caregiver

= More common in younger children

@ More common in girls

m

m

m

o

Symptoms of SAD

Excessive distress upon separation

May involve fear that something bad is going
to happen to caregiver or nightmares with
themes of separation

May refuse to go to sleep or school for fear of
being away from caregiver

Onset befote age 18

Generalized Anxiety Disorder

Excessive worry about everyday life matters
= Previously Overanxious Disorder “OAD”
= Decrease in boys as approach adolescence

= More common in adolescents
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Symptoms of GAD

o

Worty excessively abott a number of things

o

Worry is hard to control

Social Anxiety (Social Phobhia)

Excessive fear of negative evaluation in social
situations

= More common in adolescents

= Associated with physical symptoms (3 in

adults, 1in children) M in irl

-restlessness, easily fatigued, difficulty Bl Anargicommonin giis

concentrating, irritability, muscle tension, sleep

disturbance

CBT for youth anxiety
H i = CBTisconsidered to be evidence-based in the
sym pto ms Of SOCI al P h Ob 1a treatment of anxious youth (Silverman et al. 2008).

2 In children, anxiety must cccur with peers, not @ Kendalland colleagues

just interaction with adults

= Exposure to feared situation almost always
produces distress (in kids - crying, tantrums,
freezing)

o}

Attempts to avoid social situations

=

RCT1:1994: 64% no longer met principal diagnosis after
treatment

1996: 2-5 year follow up— treatment effects maintained
RCT2:1997: 71% no longer met principal diagnosis
2004: 7.4 yr f/u - treatmenteffects maintained, less likely
to have substance use problems

RCT3: 2008: 64% no longer met principal diagnosis after
treatment

= CAMS: 2009: 81% imptoved with combination CBT &
S5RI, 60% with CBT alone, 55% with SSRIalone, 24%
placebo

Independent research teams find similar results

GENERAL ISSUES TO
CONSIDER WHEN TREATING
ANXIOUS YOUTH WITH CBT

=

O]
O]

O]
O]
O]
O]
O]
O]

General Issues to Consider across
Session

Therapist Style

Normalizing anxiety

Good clinical skills/therapeutic
relationship

Session Structure

Weekly Homework

Role of Parents
Reinforcement

SUDS ratings

Identifying feared situations
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CBT Therapist Style

m Coach

Psychoeducation re: anxiety
1) Anxiety is normal and adaptive. Fight or flight.

aohs _ iSh,

2 Firealarm analogy.

3 Learn about clues that tell you that you are feeling
nervous

4 Teaching skills to cope with anxiety - not curing
anxiety (Radio volume analogy).

-

Good clinical skills/therapeutic
relationship

=Listening
=Eye-contact
=Validating
and
supporting
=Building the
relationship

Understanding wha the othar parson

5 going (hrough and boing there

Session structure

® Setting an agenda
& Example for relaxation session
= Review homework task
= Review that somatic cues are clues we are anxious
» Feeling tense vs. relaxed
= Belly breathing
= Relaxation
= Assign homework for next week

Weekly Homework
Homework is a
central
component of
CBT
Crucial to ensure
youth practice
CBT skills in real
life settings.

B

TR TN 3050 3 (%) - e

B

Positive Reinforcement

[

@

T

=
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SUDS Identifying feared situations

Most Scary (8)

el Thermuoser

Least Seary (1)

Role of Parents
® Transfer-of-control
= Transfer of knowledge, skills, and methods from
therapist=> parent=> child
= Parent becomes coach
© Be mindful of BUILDING BLOCKS OF CBT
= Parent psychopathology?
= Parenting behaviors that maintain anxiety?
ACCOMODATION AND AVOIDANCE

A\

Cognitive Behavior Therapy

Format of workshop Modal

= Highly interactive!
@ Learn basic principles of CBT for child anxiety.
» Coping Modeling
Somatic Identification/Relaxation
Identifying and challenging anxious self-talk
Problem Solving
Behavioral exposure
m After learning each principle, break into groups of

= Interteach: Teach one another the principle (5 minutes)
= Role-play: Practice implementing the principle in
assigned roles. (15 minutes) Thoughts

Actions
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Rationale for CB Treatment

= Three aspects to anxiety
Fhysical: increases in sympathetic nervous system

activity
|:> Relaxation

Cognitive: “Expecting bad things to happen”

) Cogritiverestrnctiring

Behavicral: Avoidance of threat
Problem Selving
Gradad Bxposure

Modeling

= Modeling is based onsocial learning in which
nonfearful behavior is demonstrated in an anxjety-
provoking situation to illustrate an appropriate
response (Bandura, 1969, 1986).
= Typesof modeling
= Self-disclosure
= Coping: Where the therapist discusses an anxiety
provoking situation, how they dealt with it, and
diffieulties they experlenced.
a Roleplay with Julie
= Mastery: Where the therapist shows themselves to be an
expett in handling anxiety provoking situations

Discussion

=

Describe the differences between coping
modeling and mastery modeling, and detail
why one is preferred over the other.

Explain the rationale behind self-disclosure in
CBT for child anxiety.

=

Role-play

@ Theclientis a 9-year-old female who has a fear
of separating from her parents.

Somatic Identification

Body Drawing
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Relaxation <
Somatic Activation is counteracted by
relaxation training. (e.g., breathing,
squeezing lemons)

Discuss

@ 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.

Role-Play Identifying Anxious Thoughts
@ 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.

1. First, start by helping
youth identify their
self-talk generally (non
anxiety provoking
situations).

2. Present the idea that
our thoughts affect
how we feel and act.

Activities to help youth identify
their anxious thoughts and Thought Bubbles
thinking traps
= Thought -
Bubbles
= Give
Worry a
Name

Couttesy of Aschonbeand et al.
£2005)
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= Headgames

Courtesy of
Aschenbrand et al.
(2008)

@ Mr. Stuck

Give Worry a Name

The Worry Monster
Worry Brain
Voldemort

Bossy Brain
Doubting Bees -

Challenging anxious thoughts

Do I know for sure this is going to happen?

What else might happen, other than what T first thought?
Has it happened before?

Has this happened to anyone | know?

How many times has it happened before?

After collecting the evidence, what are the odds of

So, whatis a coping thought I ean have in this situation?
Is worrying about this helping?

s Whatam I missing out on because | am worrying?

GATHER EVIDENCE!

B PR EEE

Coping Thought Quickies

I can do it!

I did it last time, T can do it again.

Be brave.

Everyone makes a mistake sometimes.

Itis not likely that something bad will happen.
I'll get through it.

(o}

=

Discuss

Discuss the role of self-talk in the CBT model
and how it influences behavior.

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.

Role-Play

& 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 ina
car accident) when she is not with them.
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Preparation Guide for AT Training Condition (moaktm Boyce and Hineline’s (2005)

interteach method)

Prepare to discuss each of the following questorriepics with your workshop

partners.

1)

2)

3)

4)
5)

6)

7)

8)

Coping modeling:

Describe the difference between coping modelingraadtery modeling, and
detail why one is preferred over the other.
Explain the rationale behind self-disclosure in GBiTchild anxiety.

Identifying somatic cues and relaxation:

Now that you know how to do relaxation trainingemdify several problems that
may occur when engaging in relaxation with youemis. Problem-solve some
ways to work around these difficulties.

Addressing child self-talk:

Discuss the role of self-talk in the CBT model dnmv it influences behavior.
Discuss a recent situation in which you felt ansiddentify your anxious self-
talk. Then challenge these anxious thoughts usiegjtiestions provided and
come up with a coping thought.

Problem solving:

Practice problem-solving with your workshop par{egm a low anxiety-
provoking situation (e.g. you don't like oysterd gaur date ordered them for
dinner). Engage in problem-solving in a high atyjerovoking situation (e.g.
you have to give a speech in front of the worksaiog you aren’t prepared).

Exposure tasks and prevention of avoidance:

What do you think the main point is of an expogask? Discuss what you would
do if the child will not engage an exposure.
Do you have any concerns about exposing kids to fis@red situations?
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Role-play 1: Coping modeling
The client is a 9-year-old female who has a feaepiarating from her parents.
Therapist: You are the therapist for this client. Rovide an example of a time when
you felt anxious (e.g., you were on a plane and fdaghtened). Ensure to use coping

modeling rather than mastery modeling in an effortto allow the child to see that

everyone feels anxious and that we can learn skills cope with the anxiety.
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Role-play 1: Coping modeling

The client is a 9-year-old female who has a feaepiarating from her parents.

Client: You are a 9 year old who fears separatingrbm her parents.
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Role-play 1: Coping modeling

The client is a 9-year-old female who has a feaepiarating from her parents.

Observer: You are the observer in this situation. Rase look for the following
principles in the therapist-client interaction. Check off which principles the
therapist engaged in. When you give feedback to tiberapist, please make sure to

mention positive behaviors and behaviors that theherapist can work on.

Therapist introduces a personal situation in tich s/he
felt anxious (e.g., | was on a plane and | was st of
flying).

Therapist engages in coping modeling (e.gwhs really
scared, and at first, | had all of these scary thaghts
that the plane might crash. | took some deep breath
and had the coping though that “flying is safer tha
driving”).

Therapist displays good clinical skills (e.gmakes eye
contact, validates the child, allows the child tim¢o

speak).
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Role-play 2: Somatic Cues & Relaxation

The client is a 9-year-old female who has a feaepiarating from her parents. When it is

time to separate from her parents, she becomedemsg and has an upset stomach.

Therapist: You are the therapist for this client. Introduce deep breathing, and

engage in a brief progressive relaxation exerciseith the child. Make sure that the

child experiences feeling tense and then feelinglaged.
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Role-play 2: Somatic Cues & Relaxation

The client is a 9-year-old female who has a feaepiarating from her parents. When it is

time to separate from her parents, she becomedemsg and has an upset stomach.
Client: You are a 9 year old who fears separatingrdm her parents. When it is time

to leave mom and dad, you start to feel like you ha 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 feaepiarating from her parents. When it is

time to separate from her parents, she becomedemsg and has an upset stomach.

Observer: You are the observer in this situation. Rase look for the following
principles in the therapist-client interaction. Check off which principles the
therapist engaged in. When you give feedback to thberapist, please make sure to

mention positive behaviors and behaviors that theherapist can work on.

Therapist introduces how anxiety affects ourddy (e.qg.,
when we feel nervous, there are signs from our body
like a stomachache).

Therapist differentiates between feeling teesand
feeling relaxed (e.g., spaghetti body versus robbbdy)
Therapist teaches the child deep breathing.

Therapist engages in muscle relaxation for &tast one
set of muscles (e.g., squeezing lemons, jawbreaker)
Therapist displays good clinical skills (e.gmakes eye
contact, validates the child, allows the child tim¢o

speak).
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Role-play 3: Identifying and challenging child stdfk

The client is a 9-year-old female who has a feaepiarating from her parents. When it is
time to separate from her parents, she becomegemsg and has an upset stomach. The
client worries that if she is alone, something haltlhappen to her (e.g., someone may
kidnap her). The client also worries that somethoad will happen to her parents (e.g.,

they will die in a car accident) when she is natwthem.

Therapist: You are the therapist for this child. Introduce the idea of anxious self-
talk and coping self-talk. Help the child generateoping thoughts in the face of
anxious thoughts. Also try to help the child be aetective and gather evidence of the

likelihood of her anxious fears.
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Role-play 3: Identifying and challenging child stdfk

The client is a 9-year-old female who has a feaepiarating from her parents. When it is
time to separate from her parents, she becomegemsg and has an upset stomach. The
client worries that if she is alone, something haltlhappen to her (e.g., someone may
kidnap her). The client also worries that somethoad will happen to her parents (e.g.,

they will die in a car accident) when she is natwthem.

Client: You are a 9 year old who fears separatingrobm her parents. When you are
not with your parents, you have thoughts that soméiing really bad will happen to
you, like you will be kidnapped by a bad person. Yo also worry about what might
happen to your parents when you aren’t with them (ke they might die in a car

accident).

212



Role-play 3: Identifying and challenging child stdfk

The client is a 9-year-old female who has a feaepiarating from her parents. When it is
time to separate from her parents, she becomegemsg and has an upset stomach. The
client worries that if she is alone, something hatihappen to her (e.g., someone may
kidnap her). The client also worries that somethoad will happen to her parents (e.g.,

they will die in a car accident) when she is natwthem.

Observer: You are the observer in this situation. Rase look for the following
principles in the therapist-client interaction. Check off which principles the
therapist engaged in. When you give feedback to thberapist, please make sure to

mention positive behaviors and behaviors that theherapist can work on.

Therapist introduces the idea of self-talk (g., We have
thoughts, and this can affect how we behave).
Therapist differentiates between anxious seiélk (e.qg. |
will be kidnapped) and coping self-talk (e.g. It'shot
very likely that I will be kidnapped based on the
evidence).

Therapist helps child ask questions that allothe
child’s anxious self-talk to shift (e.g., How likey is that
to happen? Has that ever happened before? Do you
know anyone who has been kidnapped?)

Therapist displays good clinical skills (e.gmakes eye
contact, validates the child, allows the child tim¢o

speak).
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Role-play 4: Problem-solving

The client is a 9-year-old female who has a feaepiarating from her parents. When it is
time to separate from her parents, she becomedemsg and has an upset stomach. The
client worries that if she is alone, something hatihappen to her (e.g., someone may
kidnap her). The client also worries that somethiad will happen to her parents (e.g.,
they will die in a car accident) when she is natwhem. Her behavioral manifestation

of her separation anxiety is that she tantrums véienhas to separate from her parents,
and frequently will not physically let go of her ther. The child also insists upon
sleeping with her parents each night. The paneotdd 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 axiety-provoking situation (e.g.
she doesn't like broccoli but her mom made them fodinner). Now try it in a high

anxiety-provoking situation (e.g. sleeping alone iher bed).
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Role-play 4: Problem-solving

The client is a 9-year-old female who has a feaepiarating from her parents. When it is
time to separate from her parents, she becomedemsg and has an upset stomach. The
client worries that if she is alone, something hatihappen to her (e.g., someone may
kidnap her). The client also worries that somethiad will happen to her parents (e.g.,
they will die in a car accident) when she is natwhem. Her behavioral manifestation

of her separation anxiety is that she tantrums véienhas to separate from her parents,
and frequently will not physically let go of her ther. The child also insists upon
sleeping with her parents each night. The paneotdd also like to sleep without their

child.

Client: You are a 9 year old who fears separatingrdm her parents. It's very hard to
sleep in your own bed at night, and you feel muchager 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 feaepiarating from her parents. When it is
time to separate from her parents, she becomedemsg and has an upset stomach. The
client worries that if she is alone, something hatihappen to her (e.g., someone may
kidnap her). The client also worries that somethiad will happen to her parents (e.g.,
they will die in a car accident) when she is natwhem. Her behavioral manifestation

of her separation anxiety is that she tantrums véienhas to separate from her parents,
and frequently will not physically let go of her ther. The child also insists upon
sleeping with her parents each night. The paneotdd also like to sleep without their

child.

Observer: You are the observer in this situation. Rase look for the following
principles in the therapist-client interaction. Check off which principles the
therapist engaged in. When you give feedback to thberapist, please make sure to

mention positive behaviors and behaviors that theherapist can work on.

Therapist introduces the idea of problem-solag (e.g.,
brainstorming solutions to problems).

Therapist helps child practice problem solvig in low
anxiety-provoking situation (e.g., broccoli for dimer)
Therapist helps child practice problem solvig in a high
anxiety-provoking situation (e.g., sleeping in owibed).
Therapist displays good clinical skills (e.gmakes eye
contact, validates the child, allows the child tim¢o

speak).
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Role-play 5: Behavioral Exposure

The client is a 9-year-old female who has a feaepiarating from her parents. The client
worries that if she is alone, something bad wipppen to her (e.g., someone may kidnap
her). The client also worries that something bativaippen to her parents (e.g., they will
die in a car accident) when she is not with theer. behavioral manifestation of her
separation anxiety is that she tantrums when shédhseparate from her parents, and
frequently will not physically let go of her mothére child also insists upon sleeping
with her parents each night. The parents would l#e to sleep without their child.
When it is time to separate from her parents, stefnes very tense and has an upset
stomach. The child’s behavior is interfering beeatle client has trouble going to school
and has not made many friends because she is ingitil go on play-dates without her

parents.

Therapist: You are the therapist for this client. Ran the first exposure with the
child. Give the child a few options of exposures #t she may be willing to try with
you (e.g., scavenger hunt by herself, 5 minutes ale in the room without her
parents, having her mom drop her off to therapy wihout coming in). Let the child
decide what the first exposure is, and then go ahéand plan for the exposure by
using the principles you have learned throughout ta day. Plan for the exposure by
discussing somatic symptoms in the body, anxiousdhbghts, coping
thoughts/challenging anxious thoughts and actiondat may help her anxiety (e.g.,

deep breaths, one set of progressive muscle relaiat), 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 feaepiarating from her parents. The client
worries that if she is alone, something bad wipppen to her (e.g., someone may kidnap
her). The client also worries that something bativaippen to her parents (e.g., they will
die in a car accident) when she is not with theer. behavioral manifestation of her
separation anxiety is that she tantrums when shédhseparate from her parents, and
frequently will not physically let go of her mothére child also insists upon sleeping
with her parents each night. The parents would l#e to sleep without their child.

When it is time to separate from her parents, stefmes very tense and has an upset
stomach. The child’s behavior is interfering beeatle client has trouble going to school
and has not made many friends because she is ingitil go on play-dates without her

parents.

Client: You are a 9 year old who fears separatingrdm her parents. It is the first

time to practice facing your fears. Your therapistwill 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 feaepiarating from her parents. The client
worries that if she is alone, something bad wipppen to her (e.g., someone may kidnap
her). The client also worries that something bativaippen to her parents (e.g., they will
die in a car accident) when she is not with theer. behavioral manifestation of her
separation anxiety is that she tantrums when shédchseparate from her parents, and
frequently will not physically let go of her mothére child also insists upon sleeping
with her parents each night. The parents would l#e to sleep without their child.
When it is time to separate from her parents, stefnes very tense and has an upset
stomach. The child’s behavior is interfering beeatle client has trouble going to school
and has not made many friends because she is ingitil go on play-dates without her
parents.
Observer: You are the observer in this situation. Rase look for the following
principles in the therapist-client interaction. Check off which principles the
therapist engaged in. When you give feedback to thberapist, please make sure to

mention positive behaviors and behaviors that theherapist can work on.

Therapist gives the child a choice in which eflenge to
do.

Therapist discusses somatic cues to anxietyetbhild
may feel during the challenge

Therapist discusses anxious cognitions thelldrmay
feel during the challenge.

Therapist provides the child with coping streegies to
face the anxiety (e.g., deep breathing, relaxatiopping
thoughts, challenging anxious thoughts).

Therapist plans a reward for fears faced.
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Therapist displays good clinical skills (e.gmakes eye
contact, validates the child, allows the child timéo

speak).
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9.

Computer Training Materials

Table of Contents

Introduction (40 min)

Session 1: Building rapport and treatment orieata{RO min)
Session 2: Identifying anxious feelings (35 min)

Session 3: Identifying somatic responses to anXi&@ymin)
Session 4: Meeting with parents (10 min)

Parent Meetings: General comments for Session 4 &h8 min)
Session 5: Relaxation training (60 min)

Session 6: Identifying anxious self-talk and leagnio challenge anxious
thoughts (30 min)

Second meeting with parents (15 min)

10. Exposure tasks: Overviews of sessions 10-16 (6) min
11.Session 16: Final practice, producing a commeraia, 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 parene tmvolved in treatment

225



Session 5 screenshot: “Watch it” of relaxationrirag
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Session 6 screen shot: Challenging anxious sélf-tal
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Session 8 screen shot: Tip about rewards

228



Session 9 screen shot: Sample question from kngeleldeck at end of session module
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Exposure sessions screen shot: “Watch it” clip
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Session 16 screen shot: “Watch it” commercial
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