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Abstract This study examined perceived challenges to
implementation of an empirically supported mental health
treatment for youth (Trauma-Focused Cognitive Behav-
ioral Therapy; TF-CBT) and explored the potential use of
technology-based resources in treatment delivery. The-
matic interviews were conducted with 19 approved
national TF-CBT trainers to assess their perspectives about
challenges to implementation of TF-CBT and to explore
their perceptions about the potential value of innovative,
technology-based solutions to enhance provider fidelity and
improve quality of care. These data offer some important
insights and implications for training in evidence-based
treatments, provider fidelity and competence, and patient
engagement, particularly for those interventions targeting
trauma-related symptoms among youth.
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Introduction

One in four US children experiences a mental health dis-
order with severe impairment and/or distress during their
childhood (Costello and Egger 2005; Kessler et al. 2011;
Merikangas et al. 2010). Ensuring that these children have
access to the highest quality mental health care is a top
public health priority. Efficacious child and adolescent
treatments exist for a wide range of mental health disorders
(Chorpita et al. 2011). However, these treatments are rarely
delivered with satisfactory fidelity in community-based
mental health service settings (Drake et al. 2003; Garland
et al. 2010; Kazak et al. 2010; McHugo et al. 2007; Ragh-
avan et al. 2010). This is not just a quality shortfall, but a
quality chasm (McCabe 2004), as an Institute of Medicine
report concluded in a review of health care and mental
health studies, stating that “there are large gaps between the
care people should receive and the care they do receive”
(Institute of Medicine; IOM 2001, p. 236). Statewide and
national dissemination and implementation initiatives are
underway to narrow these gaps (Ebert et al. 2011; Karlin
et al. 2010; Saunders 2009). However, the problem of pro-
vider fidelity continues to present major challenges that are
critical to address if care is to be improved.

Fidelity to evidence-based treatments (EBTs) is vari-
able, even among well-trained providers (Drake et al. 2003;
McHugo et al. 2007; McCabe 2004; IOM 2001; Saunders
2009). This is a major public health concern because high
EBT fidelity is associated with better patient outcomes
(Bond et al. 2011; McHugo et al. 1999; Schoenwald et al.
2004). Achieving a greater understanding of the challenges
experienced by providers when implementing empirically
supported mental health treatments, as well as the potential
value of innovative solutions, is therefore a top priority. To
this end, we conducted a qualitative study with 19 trainers
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who successfully completed a training program in Trauma-
Focused Cognitive Behavioral Therapy (TF-CBT; Cohen
et al. 2006), led by the treatment developers. TF-CBT is an
evidence-based treatment that addresses symptoms of
posttraumatic stress, depression and disruptive behavior
among children exposed to traumatic events. TF-CBT is an
ideal treatment model for a qualitative study of this nature
because it is among the most well-established treatments
for children in the mental health field, and because it
uniquely addresses multiple symptom domains (e.g., post-
traumatic stress, depressed mood, disruptive behavior). In
this study, we assessed approved national trainers’ per-
spectives about challenges that providers experience when
implementing TF-CBT, and explored their perceptions
about the potential value of innovative, technology-based
solutions to enhance provider fidelity and improve quality
of care.

Trauma-Focused Cognitive Behavioral Therapy is a
short term treatment model, comprised of eight specific
treatment components that comprise the acronym
“PPRACTICE” and includes Psychoeducation and Par-
enting skills; Relaxation; Affective expression and modu-
lation; Cognitive coping; development and processing of a
Trauma narrative; In vivo exposure; Conjoint sessions
where the child shares their Trauma Narrative (TN) with a
supportive caregiver; and strategies to Enhance future
safety and development. TF-CBT has been evaluated in
numerous randomized controlled trials and is among the
most well-established and widely disseminated mental
health treatments for children (Cary and McMillen 2012;
Cohen et al. 2004, 2011; Deblinger et al. 2011, 2006).

Method
Participants

Individual thematic telephone interviews were conducted
with a sample of 19 mental health professionals who suc-
cessfully completed a 15 month TF-CBT Train-the-Trainer
program led by the TF-CBT developers (Drs. Cohen,
Deblinger, and Mannarino). Because of their extensive
training activities, all trainers worked closely with front-
line providers and had first-hand knowledge of challenges
to delivery of TF-CBT with fidelity. They were therefore
ideally positioned to provide valuable qualitative data
about common barriers and challenges faced by commu-
nity-based providers, as well as to provide insight into the
potential value of technology-based resources designed to
improve quality of care. Collectively, the 19 professional
trainers in our sample had been TF-CBT trainers for at least
3 years (M = 5.8, SD = 1.8), had at least 8 years of
experience treating children (M = 17.1, SD = 5.2), and

trained over 5,000 providers during the past year alone
(M = 293.7, SD = 190.7). Most of the trainers (89 %)
engaged in multi-component training activities that inclu-
ded in-person workshops and monthly or bi-monthly con-
sultation calls with participating providers. Trainers were
from all regions of the U.S.; most were women (83 %) and
non-Hispanic White (81 %). The sample was evenly dis-
tributed between master’s- and doctoral-level degrees; all
were licensed mental health professionals.

Interview

The telephone interview consisted of two major sections: a
brief section on interviewee demographics and experience
(approximately 5 min), followed by a thematic interview
assessing trainers’ perceptions about challenges experienced
by providers when delivering TF-CBT (approximately
30 min). The thematic interview was semi-structured and
addressed several issues relevant to implementation of TF-
CBT with fidelity. First, trainers were asked specifically
about TF-CBT components that they believed were most
challenging for providers to deliver with a high degree of
fidelity and competence. Follow up probes asked the trainers
for their perceptions about why these specific components
were difficult for providers. Second, trainers were asked
which TF-CBT components they thought were the most
difficult to engage children or caregivers. Follow-up probes
inquired about the trainers’ perceptions on why these com-
ponents were challenging for engagement. After these issues
were addressed, trainers were asked an additional series of
questions about what they perceived as the potential values
and roadblocks associated with using technology-based
resources to enhance provider fidelity and competence and
patient engagement. This was described to them as follows:

One of the goals of our project is to develop tech-
nology-based tools to help providers deliver a high
quality of care and keep families actively engaged in
TF-CBT components, particularly those that are
known to be the most challenging to deliver. The
tools would be available on a tablet such as an iPad,
and would include things such as interactive educa-
tional games, a trauma narrative writing tool, and
video demonstrations to show caregivers specific
behavior management skills.

Follow-up probes inquired about what features or topics
should be included or excluded to ensure that these resour-
ces were engaging to children and their caregivers while also
being useful to providers. Additional probes were used to
generate ideas to ameliorate potential roadblocks to use of
technology-based resources and to assess how their use
might affect the therapeutic relationship. A copy of the full
thematic interview is included in the Appendix.
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Procedure

After IRB approval was obtained, we sent a single e-mail
invitation to the full group of approved TF-CBT national
trainers (n = 51). We aimed to conduct between 15 and 20
interviews to achieve saturation (Morse 2000). Participants
were not offered compensation. Thirty trainers (59 %)
responded to our e-mail invitation and agreed to be con-
tacted for interview. We were successful in scheduling
interviews with 25 of these trainers, resulting in 21 com-
pleted interviews. Two interviews were not able to be
coded for analysis due to audio-recorder malfunction,
resulting in a total of 19 coded interviews. A postdoctoral
fellow with training in, and experience delivering, the TF-
CBT model administered the interviews. Interviews were
20-55 min (M = 33) and were audio-recorded. Interviews
were transcribed, coded, and checked for accuracy.

Results
Data Analyses

Given the limited research on trainers’ impressions of pro-
vider fidelity and competence, the qualitative approach cho-
sen for this analysis is the constructivist grounded theory
comparative method to code incident-by-incident (Charmaz
2006). This approach was well suited for these data, as it
takes the context of the question into account, acknowledges
coders’ prior knowledge of research related to fidelity and
competence and the influence of this experience on the coding
processes, and provides guidelines for building conceptual
frameworks between coded constructs. A doctoral level psy-
chologist conducted primary line-by-line thematic coding
using NVivo-9 (2010) to mark identified thick descriptors.
Secondary and focused coding were then conducted to
impose superordinate thematic codes and hierarchical struc-
ture through the methods of constant comparison and analytic
induction (Glaser and Strauss 1967). This process ensures
both consistency in the coding and theme labeling within

Table 1 Domain 1: themes related to provider fidelity

categories and divergence between coding categories. These
results yielded 326 thematic codes. Consistent with Miles and
Huberman’s (1994) guidelines for similar sample sizes, only
codes that held for at least three transcripts were retained,
resulting in 249 themes. Themes were then organized into 17
superordinate thematic codes based on their presence, co-
occurrence, and non-overlap in the transcripts.

The superordinate thematic codes (presented in Tables 1,
2, 3, 4) fell into 4 larger domains: Fidelity, Competence,
Engagement Barriers, and Opinions about the Technology-
based Toolkit. During this stage of coding, Fidelity (Domain
1) was defined as provider problems in use of specific TF-
CBT components; Competence (Domain 2) was defined as
provider problems in knowing how to deliver the TF-CBT
components well; Engagement barriers (Domain 3) were
defined as problems getting patients to start, complete, or
participate consistently in treatment and were divided further
into predominantly caregiver versus child barriers. For each
of these 3 domains, specific TF-CBT model component
superordinate themes were coded based on which of the TF-
CBT model components (e.g., Psychoeducation, Relaxation)
were indicated. Opinions about the Technology-based tool-
kit (Domain 4), defined as provider comments about the
proposed toolkit, was further divided into anticipated barri-
ers or problems with use of the toolkit, general benefits of
the toolkit, and/or problems the toolkit may solve.

Inter-Rater Reliability

Approximately 20 % of interviews were randomly selected
and coded by a second, doctoral level, coder to assess
overall inter-rater reliability. As recommended by Bak-
eman and Gottman (1997), discrepancies in coding
between the primary and secondary coder were resolved
through discussion until consensus was reached. These
assessments were compared using NVivo-9 to calculate
transcript level kappa coefficients and then computing
average kappa’s for each theme. Kappas above 0.60 are
rated as reliable (Pellegrini 2004) and indicate consistency
in coding occurrence, commission, and omission, adjusted

Themes

No of references to
theme across sample

No of trainers
raising theme

Generally provider fidelity to trauma narrative sessions is poor
Generally fidelity to cognitive coping sessions is poor

Caregivers aren’t given rationale in psycho education

Providers don’t know how to involve caregivers in behavioral management

Providers generally have fidelity problems in teaching parenting skills

Providers fail to cover safety planning and body safety

Providers don’t address caregivers’ cognitive distortions about trauma

13 30
12 26
6 6
5 11
4 8
3 4
3 3
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Table 2 Domain 2: themes related to provider competence

Themes

No of references to
theme across sample

No of trainers
raising theme

Providers lack competency in cognitive therapy skill areas 14 59
Generally providers lack competency in exposure sessions 12 30
Providers lack competency in challenging negative thoughts in cognitive processing 10 33
Providers are unable to identify cognitive distortions 11 24
Lack competency noticing and addressing patient avoidance 8 15
Providers don’t understand how to do cognitive coping sessions 8 15
Lack necessary skills in flexibly adapting TF-CBT 7 22
Lack competency responding to child’s emotions appropriately 7 14
Lack competency in flexibly adjusting/adapting EBT to patient 7 14
Providers lack competence in cognitive processing of trauma narrative 7 13
Lack competency assessing level of detail necessary for narrative 6 22
Providers don’t understand trauma narrative development process 6 15
Providers lack flexibility in adjusting cognitive coping to case and trauma 6 9
Providers lack competency sharing narrative with caregiver 5 6
Providers lack flexibility in adapting/teaching psychoeducation 5 5
Providers don’t know how to creatively apply cognitive coping activities with children 5 5
Providers talk at children during psychoeducation and don’t teach 5 5
Lack competency in exposure-based therapies 4 5
Providers fear and avoid hearing child’s story 4 4
Providers do not competently transition from narrative and cognitive coping 4 4
Providers lack competency in sharing narrative 4 4
Providers can’t manage patient crises and progressing through therapy 3 5
Providers lack competency in assessment 3 6
Lack competency in cognitive therapy 3 4
Providers don’t get adequate training in model before being given complex cases 3 4
Providers lack competency in explaining treatment rationale to child 3 4
Competence in cognitive coping skills is not problematic 3 4
Providers don’t use Socratic questioning in psycho education 3 3

for chance. Of the 249 themes that resulted from the sec-
ondary coding, 219 had good-to-excellent levels of inter-
rater reliability and were retained (k range 0.61-1.00, x
M = 0.95). Thus, only 30 themes were unreliable; these
were not included in discussion. Kappa values for the 17
retained superordinate thematic codes ranged from 0.61 to
1.0 (M = 0.88), also indicating good-to-high levels of
inter-rater agreement. The resulting reliably coded themes,
number of trainers that addressed each theme, and the
number of references to the theme across the sample are
presented in Tables 1 through 4.

Verification

The resulting data interpretations also were reviewed for
validity through member checks (Kvale 1996; Manning
1997). In this case, several TF-CBT trainers, the inter-
viewer who conducted the thematic interviews and the TF-
CBT developers reviewed the identified themes and gave

feedback as to their validity. Our data interpretations were
reported to be generally consistent with their impressions.

Domain 1: Provider Fidelity

As seen in Table 1, most of the trainers believed that there
were some problems with whether or not providers
implemented specific TF-CBT components, which we
categorized as ‘fidelity’ to the model. These concerns fell
into several TF-CBT components specifically related to
trauma narrative development (13 trainers), cognitive
coping (12 trainers), psychoeducation (6 trainers), parent
behavior management (5 trainers), and enhancing safety (3
trainers). In identifying enhancing safety as a component
that poses a challenge to fidelity, one trainer commented,
“Well, it is not a difficult component, but it is that pro-
viders forget it like you drop it off the end of the model
and, you know it comes right after the narrative session
which a lot of providers have a really big build up to.” One
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Table 3 Domain 3: themes related to child and caregiver engagement

Superordinate Sub-theme No of trainers No of references to
categories raising theme theme across
sample
Child engagement Avoidance symptoms are the cause of child engagement problems 8 15
Trauma avoidance is a significant problem 14
Engagement of child patients isn’t problematic for any components of this 6 14
treatment protocol
Engagement of child patients in trauma narrative sessions isn’t problematic 4 10
Avoidance of trauma cues at start of treatment and in narrative process leads 4 5
to disengagement
Caregiver Caregivers don’t buy into TF-CBT treatment process and rationale 7 9
engagement Caregiver symptomatology and mental health limits engagement 6 29
Caregiver avoidance of hearing about trauma results in caregivers 6 10
disengagement
Caregivers believe treatment shouldn’t involve caregivers, only children 3 3

explanation for not implementing the trauma narrative was
related to provider avoidance. As one trainer noted, “Yeah,
I mean the trauma narrative is difficult because I think
there’s a lot of avoidance on behalf of the clinicians.
They’re concerned that they’re being mean. They’re con-
cerned that the child’s not ready....”

Domain 2: Provider Competence

Most of the trainers believed there were significant problems
in providers’ understanding of and abilities to deliver EBTs
more generally, and TF-CBT more specifically. We catego-
rized these responses as problems in ‘competence.” As one
trainer explained, “I think there are a lot of clinicians who
have a very nondirective approach to therapy and I think they
really struggle with aspects of TF-CBT because of that.”
Another trainer noted, “I think that is what gets in the way of
cognitive processing, too. They do not have enough training
themselves in how to do basic CBT behavioral analyses and
[cognitive] processing.” Several TF-CBT components iden-
tified by the trainers as containing skills that providers either
had difficulty doing well or did not fully understand are
common to a variety of cognitive-behavioral EBTs. For
example, trainers had concerns about providers’ skills in using
cognitive therapy generally (14 trainers), exposure sessions
(12 trainers), challenging negative thoughts in cognitive
processing (10), addressing (8 trainers) and appropriately
responding to avoidance (8 trainers), and flexibly adapting the
model (7 trainers) to the specific patient.

Regarding TF-CBT specifically, trainers identified devel-
opment and processing of the trauma narrative (10 trainers)
and psychoeducation (5 trainers) as components that posed
challenges to provider competence. Trainers’ concerns about
psychoeducation were related to providers talking at the child
rather than with them about the trauma (5 trainers). For the
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trauma narrative, trainers were concerned about providers’
abilities to: determine the necessary level of detail (6 trainers),
respond appropriately to child emotions (7 trainers), deal with
their own fear and avoidance (4 trainers), direct the cognitive
processing of the narrative (6 trainers), and facilitate sharing
of the narrative with the caregiver (5 trainers). A number of
trainers noted that challenging negative thoughts during
cognitive processing of the narrative was particularly difficult
(10 trainers). One trainer stated,

I think that these skill sets are probably the least
trained skill sets in clinical programs and so I think
that the therapist themselves just have the least
comfort in applying these skills...You know it’s one
thing to kind of try to do cognitive processing and it’s
another thing I think to be skilled and adept at it. I
think that they just haven’t had good solid training in
that.

Similarly, another trainer stated,

In terms of the cognitive processing component, I
think that’s a skill set that’s the most new in terms of
the skill set for most trainees that I’ve been working
with...it’s harder for them to sort of learn and wrap
their brain around what the goal is and how it’s done
most successfully.

Domain 3: Client Engagement

Although many trainers noted that child engagement was
generally not a concern (6 trainers), others suggested that
avoidance posed challenges with some of the model com-
ponents (Table 3). Of particular note, trainers expressed
their belief that trauma avoidance is a significant issue in
child engagement (7 trainers) and that avoidance of trauma
cues at the onset results in children disengaging before
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Table 4 Domain 4: themes related to opinions about e-resources for TF-CBT

Superordinate categories Sub-themes No of trainers  No of
raising theme  references to
theme across
sample
Benefits of eTF-CBT toolkit General provider excitement and enthusiasm 13 38
Toolkit will improve child-provider relationship 11 14
Toolkit will enhance child engagement and/or persistence in 9 33
treatment tasks
More tools/activities will improve competence 9 11
Toolkit will improve provider fidelity to treatment model 9 16
Toolkit will enhance child’s perception of treatment (fun) 5 7
Toolkit is portable and can be transported (outreach) 3 4
Toolkit will enhance provider buy-in and investment 4 4
in therapeutic model
Tech toolkit will not cause any harm 4 6
Barriers to eTF-CBT toolkit use Many aren’t good with technology and object to it 8 12
Don’t use an iPad, no one has iPad 7 14
Toolkit will not be TF-CBT and providers will 7 17
mistakenly believe it is
Technology will become an additional barriers to therapy 7 9
IPad are too expensive for regular therapists 6 9
Many agencies providers lack access to even computers 6 8
Providers won’t feel comfortable using if personal information 6 6
is entered
Agencies won’t fund iPad 5 12
Privacy becomes a problem if any personal info is entered into 5
application or web
Providers will use toolkit as babysitter for child patients instead of 5 6
for therapy
Tech can’t be used in outreach due to lack of internet or devices 5 5
Technology will harm privacy of narrative 4 5
Therapy rooms lack web access, often purposefully 4 4
Competency in rapport is already too low, toolkit will further hurt 4 4
provider-patient relationship
Older therapists won’t use these tools
Additional web security will be necessary if narrative included 3 3
eTF-CBT product will be usable and  Development group has previously developed useful and helpful 4 5

helpful because of excellence
of other similar tools

tools (e.g., TF-CBTWeb and CBTWeb)

treatment even really begins (4 trainers). One trainer
explained, “There are very reserved children who are
mostly avoidant. That can be difficult at all the phases of
the model because the child is scared or resistant or not
engaged in the therapy process overall.”

Whereas avoidance also was an issue for caregiver
engagement (6 trainers), other issues emerged. Specifically,
several trainers noted that caregivers’ own mental health
problems can negatively affect engagement in treatment. One
trainer noted that caregivers’ mental health problems require
that providers put in considerable extra work, stating that.

...a lot of times the parents are so low functioning
that they are just dealing with their own trauma.
Dealing with case management and handling these
things up front- if you don’t handle them, then it can
become a big barrier down the line to doing the rest
of treatment; they actually at some point undermine
what the therapist is trying to do with psycho edu-
cation for the child.

Trainers also highlighted caregivers’ inabilities to buy
into treatment as a major barrier to engagement (7 trainers).
One trainer noted that many caregivers believe treatment
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should only involve the child (3 trainers), making it diffi-
cult to convey that “helping them (the caregiver) under-
stand that in this treatment there is a parallel parent
component and that the degree to which you can help your
kid get better is depending on their participation.”

Domain 4: Opinions About the Proposed e-TFCBT
Toolkit

Finally, we inquired about trainers’ beliefs regarding the
utility of an e-based toolkit (e.g., I[Pad/tablet) to facilitate
TF-CBT implementation and whether they perceived any
barriers to its use (see Table 4). Overall, trainers shared
positive opinions about the idea of a tablet (13 trainers),
stating that it had the potential to improve the child-pro-
vider relationship (11 trainers), as well as positively impact
fidelity (9 trainers), competence (9 trainers), and engage-
ment (9 trainers). As one trainer explained,

...I'think the less the clinicians have to worry about the
mechanics of what they are doing, and find adequate
resources to do so, I think that allows them to relax a
little bit more and pay attention to the engagement and
potential challenges or threats to engagement.

Another trainer noted,

I think kids would feel very engaged. The child’s
generation connects through technology, right? I
mean, they actually connect much less face to face.
So, I think that it’s embracing that generation. I think
it makes therapy possibly more accessible to a kid
who is used to connecting with friends through tex-
ting and Facebook.

Beyond provider buy-in, trainers also believe this tool
can enhance children’s beliefs in the effectiveness of TF-
CBT (4 trainers). Trainers also indicated that this tool
might have tremendous utility for treatment delivered in
non-traditional, community-based settings (3 trainers). As
one trainer highlighted,

...A lot of clinicians (who) go to homes or, you know
do outpatient care in the community at homes or
schools. Then I could see it being a huge benefit there
if they could take it with them so that they do not
have to bring their big filing box with all of their
different themes and activities....

In contrast, many trainers noted that an e-toolkit could
be a barrier to therapy. For example, one trainer stated,

I think it is marvelous that we have lots of tools and
resources at our disposal to help playfully and inter-
estingly engage our clients, and to see how people are
interested in things like electronic media and apps for
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phones and things that are attractive and novel...but
it can actually end up serving the role of reinforcing
avoidance ... my biggest concern that these things
don’t get to be seen as the end in themselves and they
are simply a means to an end.

Additionally several providers expressed doubt regarding
the usefulness of a tablet-based toolkit for providers, many of
whom they believe are uncomfortable with technology (8
trainers). One trainer stated, “I think there’s always going to
be those therapists who are less comfortable with online
technology but I see that becoming a smaller and smaller
problem.” Several trainers noted that if personal information
could be entered into the application, this would lead to
privacy problems (5 trainers), would become problematic for
the privacy of the trauma narrative (4 trainers), and that they
would be unwilling to use the application (6 trainers).

Some trainers also were concerned that providers may
rely too heavily on a tablet-based toolkit when delivering TF-
CBT instead of using it as a supplemental tool (5 trainers) and
that this might negatively affect the provider-patient rela-
tionship. Specifically, trainers worried that if rapport and
competency were already low, a toolkit could further hurt the
provider-patient relationship (4 trainers) and that some
providers might use the tablet computer/iPad as a ‘babysit-
ter’ for child patients (5 providers). Similarly, many trainers
were concerned that providers would think that using the
toolkit alone would be sufficient to call the treatment ‘TF-
CBT,’ leading to providers deviating from the protocol and
having poor fidelity to the model (7 trainers). As a way to
address this problem, one trainer highlighted the importance
of developing a toolkit so that “it somehow communicates
that this is an enhancer and is not a replacer.”

Finally, trainers noted that providers may lack access to
the equipment necessary to use an e-toolkit, such as an iPad/
tablet (7 trainers), desktop computer (6 trainers), or internet
access (6 trainers). One trainer stated, “Okay, well the big-
gest challenge I know even for our agency would be that we
don’t have computers in our therapy room.” Trainers
expressed concern about the cost of the devices and the
required internet, stating that regular therapists could not
afford these devices (6 trainers), that patients would not have
access to them or to the internet to use them in their homes (5
trainers), and that agencies would be unwilling to provide
them due to their high cost (5 trainers).

Discussion

The primary aims of this study were to identify the most
common challenges experienced by providers in the
implementation of a trauma-focused evidence-based men-
tal health treatment. TF-CBT (Cohen et al. 2006) was
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selected as an exemplar because of its extensive empirical
support as well as our recognition that it shares common
core components with other evidence-based, cognitive-
behavioral mental health interventions for youth. In the
present study, thematic interviews were conducted with a
sample of key stakeholders, approved TF-CBT national
trainers. These trainers have extensive involvement in
training front-line mental health providers as well as sig-
nificant direct experience in delivery of the model, which
positioned them well to provide valuable data regarding
common challenges experienced by providers in treatment
delivery.

Trainer Perspectives on Challenges to Provider Fidelity,
Competence and Child/Caregiver Engagement

Consistent with previous research (e.g., Allen and Johnson
2012), many of the trainers reported that gradual exposure and
cognitive coping presented significant challenges to treatment
fidelity and provider competence. Explanations included
provider discomfort in directive treatment approaches, as well
as limited skill in delivering treatment and engaging patients
in these components. Despite extensive data indicating the
effectiveness of these treatment components (Bisson 2007;
Carr 2004; Deblinger et al. 2011; Silverman et al. 2008b, a;
Wethington et al. 2008), many providers express discomfort
and fear that these components will cause harm and undue
distress. Concerns that such discomfort and fear can affect the
fidelity and quality of care were reinforced by findings of the
current study. Innovative solutions are clearly needed to
identify new techniques that can assist providers in over-
coming these barriers—for example, via specialized training
and practice. Research exploring new directions in this area
may have far-reaching implications.

A second focus of the interviews was to examine chal-
lenges to engagement. Although many trainers did not
believe child engagement was problematic, those that did
frequently identified patient avoidance as the specific barrier
to engagement with both children and adults. Thus, as a
means of enhancing engagement and reducing the likelihood
that avoidance can negatively affect treatment, it is important
to address these issues directly at the outset and throughout
the treatment process and to provide a strong rationale for all
of the treatment components (Cohen et al. 2010, 2006). It is
also important to ensure that providers are appropriately
trained to recognize and creatively address subtle forms of
avoidance that may be driving disengagement. Due to the
multi-component, complex structures of many child mental
health treatments, these types of critical skills are often
underemphasized in training, and deficits in these skills often
go unrecognized in practice.

Trainers also believed caregivers’ own avoidance
interfered with their abilities to engage in treatment. Other

specific challenges to caregiver engagement included
caregivers’ insufficient beliefs in the treatment process/
rationale, their own symptoms or mental health problems
and/or their beliefs that their child should be the sole focus
of therapy. Whereas research has emphasized the impor-
tance of caregiver involvement to facilitate positive clinical
outcomes (Dowell and Ogles 2010; Deblinger et al. 2006,
1996), data from the current study indicate that engaging
the caregiver can be especially challenging. Thus, it is
important that providers develop the skills to recognize
situations where a caregiver’s own mental health symp-
toms interfere with engagement in treatment, and to make
referrals for individual treatment when indicated. Providers
need to highlight the integral role of the caregiver in the
therapeutic process from the outset of treatment and
explicitly and repeatedly provide the rationale for the
treatment approach. These issues are relevant to many
therapeutic interventions for children because of the inte-
gral role of the caregiver in the child’s recovery (Dowell
and Ogles 2010; McKay et al. 2001). Finally, it is impor-
tant to highlight that empirically supported strategies have
been identified to address logistical and perceptual barriers
to initial family engagement (McKay and Bannon 2004;
McKay et al. 2005) and to enhance active participation
throughout all phases of the treatment process (Tuerk et al.
2012). These should be incorporated as key components of
child and family-based treatments.

Trainer Perspectives on the Potential Value
of Technology-Based Resources

Many of the trainers noted that a tablet-based toolkit could
assist providers in overcoming some of these identified
challenges to the child-provider relationship, treatment
fidelity, provider competence, and child and caregiver
engagement. For example, a notable threat to provider
fidelity is lack of engagement with patients at various
phases of treatment. The use of innovative, technology-
based learning activities in session offers a possible way to
keep patients engaged and to reduce potential boredom and
disinterest in the treatment exercises, particularly when
working with children and adolescents (Matthews et al.
2008). Use of an iPad, computer, or other mobile or web-
based device has the potential to increase engagement,
particularly given children’s growing familiarity and
comfort in an increasingly technology-driven world (Rai-
nie 2009). Youth often have ready and instant access to
technology in all phases of their lives, making it likely that
this would enhance their interest, investment, and
engagement in the therapy process.

Regarding provider fidelity, inclusion of material within
a tablet-based resource that directly maps on to the specific
model components may help keep providers on track,
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facilitate progress through the treatment model, provide
reminders of treatment goals, and generate creative activ-
ities and ways to supplement the key principles/techniques
being taught in therapy. These resources also have the
potential to reduce therapist drift by providing tangible
reminders of key treatment components.

Whereas many trainers positively endorsed the use of
technology, there were also reservations. Predominantly
these related to concerns that agency-based or private-
practice providers have poor access to the internet and/or
computers (tablet or otherwise) either in their office or
while engaged in community-based outreach services,
limiting their ability to use this type of resource. Trainers
also expressed apprehension about cost as well as general
openness and skill in using technology, making it possible
that these resources would only be accessible to a certain
segment of the population and thereby limit widespread
dissemination and reach. Research that develops and
evaluates these types of technology-based resources should
prioritize cost-benefit analyses to ensure that sufficient data
are available to agencies to assist them in estimating the
value of such investments to their patient population and in
terms of their ability to offer high-quality care.

Questions regarding confidentiality, web security, and
general privacy also were raised as potential drawbacks to
the use of an e-based toolkit. Thus, any e-based toolkit
must include significant safeguards to protect privacy and
confidentiality. And finally, trainers indicated that fidelity
may be compromised if providers mistakenly believe that
sole reliance on a toolkit is equated with successful com-
pletion of a complex, multi-component treatment model,
such as TF-CBT. This highlights the importance of edu-
cating providers on the judicious use of a technology-based
resource as a way to enhance and supplement, rather than
detract from, the therapy process.

Limitations

This study had several limitations. First, thematic inter-
views were conducted with a small sample of professionals
engaged in a specific evidence-based treatment protocol.
Whereas the core TF-CBT components (psychoeducation,
parenting skills, relaxation strategies, cognitive coping) are
common to many other EBTs used in youth mental health,
this is still a specialized treatment approach. It is possible
that these findings may have relevance to other child-ori-
ented CBTs, but it is premature to draw this conclusion
without additional research.

Second, these data were provided by trainers regarding
their perceptions of provider behavior. In most cases,
trainers were relying on information drawn from provider
self-report and questions raised during consultation calls or
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workshops, discussions with other trainers, or behavioral
rehearsal activities during training workshops. It is likely
that a minority of the trainers had first-hand knowledge of
provider behavior via direct observation of treatment ses-
sions with actual patients. However, this was not directly
assessed in the current study, and the extent to which
trainers’ perceptions were based on direct observation of
provider behavior is unclear. Third, few inferences can be
drawn about trainers’ perceptions of providers’ strengths in
delivery of TF-CBT because the emphasis of the interview
was on problems or challenges to implementation.

A final limitation concerns the definitions of fidelity and
competence used in the current study. As noted in the lit-
erature (Fairburn and Cooper 2011; Perepletchikova et al.
2007; Schoenwald et al. 2011), there are considerable
challenges to the reliable and valid measurement of these
constructs, and, in the present study, no specific guidelines
or definitions were provided to interviewees to insure that
they were differentiating between these constructs. How-
ever, inter-rater reliabilities were in the good-to-excellent
range (x range 0.61-1.00, k M = 0.95) indicating that in-
terviewees and coders were able to make these distinctions.
Further, there appeared to be differences regarding
respondents’ opinions on the types of challenges faced by
providers in choosing to use a model component (i.e.,
fidelity) versus delivering the model with competence. It is
likely that greater focus on therapist skill results in greater
model adherence, and this continues to be an important
focus for future research. But, perhaps the most important
issue is to determine the ‘tipping point,” namely at what
point is a treatment delivered ‘well enough’ to achieve a
desired clinical outcome? Fairburn and Cooper (2011) refer
to this as ‘therapy quality’ and highlight that this may be
more critical than definitional distinctions, particularly in
clinical practice settings. We concur that this is an
important and fruitful area for future research.

Conclusions

These data offer some important insights and implications
for training in EBTs, provider fidelity and competence, and
patient engagement. Trainers were generally consistent in
their beliefs that certain CBT components pose more
challenges to providers than others. Thus, it may be
important for trainings to provide more in-depth focus on
these key components—for example, specific content and
opportunities for behavioral rehearsal in gradual exposure
and cognitive processing components appear to be integral
to helping providers achieve and maintain fidelity to this
type of treatment approach. Further, it appears that trainers
should not overlook the importance of ensuring that pro-
viders have basic CBT skills, rather than making a priori
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assumptions about the skill level of training participants.
This speaks to the importance of pre-training assessments
as well as engagement and discussion with agency leaders,
supervisors, and the providers themselves to determine the
level of provider skill prior to training and to incorporate
basic therapy skill training if this is indicated.

Third, recent technological advances offer an opportu-
nity to improve quality of care significantly by supporting
the effective delivery of best-practice interventions. Such
resources should be easy to use and should support the
therapeutic alliance to allow efficient and effective inte-
gration into everyday practice. A technology-aided
approach, if effective, may have potential to influence the
way that evidence-based treatments are delivered in com-
munity mental health settings. To this end, initial explor-
atory research studies are needed that direct the process of
developing such resources and that examine their potential
to improve the quality of mental health care throughout the
course of treatment. Findings from the present study
highlight trainers’ perceptions that technology may be a
valuable resource to facilitate treatment delivery if used
properly, and that such resources may have potential to
enhance provider fidelity and competence and increase
patient engagement.

Acknowledgments This study was supported by the South Carolina
Clinical and Translational Research (SCTR) Institute (NIH Grants
UL1 RR029882 and UL1 TR000062). Dr. Hanson is partly supported
by Grant 1790-SP from the Duke Endowment and Substance Abuse
and Mental Health Services Administration Grant No.
1U79SM061269-01 (PI: Hanson). Preparation of this article was
supported in part by the Implementation Research Institute at the
George Warren Brown School of Social Work, Washington Univer-
sity, through an award from the National Institute of Mental Health
(R25 MHO080916-01A2) and the Department of Veterans Affairs,
Health Services Research & Development Service (QUERI). Drs.
Hanson, Davidson, Gros, and Ruggiero are supported by NIMH Grant
RO1 MHO081056 (PI: Ruggiero). Drs. Hanson, Ruggiero, and David-
son are also supported by National Institute of Mental Health Grant
No. 1 R34 MH096907-01 (PI: Ruggiero). Views expressed herein are
those of the authors and do not necessarily reflect those of VA or
NIMH or respective institutions. This paper has not been presented or
published previously. The authors wish to acknowledge Kyle Brown,
Danna Lewsky and Amy Oliver for their assistance in manuscript
preparation.

Appendix

Semi-Structured Interview of Approved TF-CBT
National Trainers

Thank you for participating in our survey. The survey
should take about 30-45 min. First, we will ask you
questions about who you are and your experience as a TF-
CBT Train-the-Trainer. Next, we will tell you about our
plans to develop a technology-based resource designed to

help providers deliver TF-CBT with high fidelity and
competence and to promote child/caregiver engagement in
treatment. We will then ask you a series of questions to get
some ideas from you about how we can make this tool most
helpful for providers in their work with abused or trau-
matized children and their families. This interview will be
audiotaped so that we don’t miss anything. Do you have
any questions?

Section A. About You and Where You Work

AO01 OK, let’s start. These first questions will address
your experience providing treatment to children and
adolescents. First, how long have you been
conducting therapy with children?
How long have you been conducting therapy with
children who have experienced a traumatic event (such
as sexual abuse, physical abuse, witnessed violence,
natural or man-made disaster)? (months or years)
A03 Please estimate how many abused/traumatized
children you have treated in the past year. If
UNSURE, give ranges: (a) 1-5, (b) 6-10, (c) 11-20,
(d) more than 20. If number is high and/or seems
like a large part of caseload, what percentage of
your caseload would you estimate is comprised of
abused/traumatized children?
What is your primary role? (Supervisor, Provider,
Administrator, Other [specify])
A05 Next, a few more questions about your background
for statistical purposes. What is your discipline?
Are you a clinical psychologist, social worker,
counselor, physician, or something else [specify]?

A02

A04

A06 What degrees do you hold? (MD, PhD, MSW, EdD,
LMSW, LISW, PsyD, Other)

A07 Are you licensed? (Yes, No)

A08 [Interviewer circle gender—do not ask: male,
female]

A09 Would you mind telling me your age? [If REFUSE,
move on]

A10 Would you mind telling me what ethnicity/race do

you identify with? [If REFUSE, move on]
A1l What state do you live in?
Al12 In what year did you complete the TTT training?
A13 What type of TF-CBT specific training activities do
you provide? (check all that apply: in-person 1-day
workshop; 2-day initial/beginner workshop; 2 day
advanced/booster workshop; telephone consultation
calls; other—specify)
Approximately how many TF-CBT workshops have
you provided in the past year?
A15 Approximately how many providers have you
trained in TF-CBT over the past year?

Al4
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Section B. Orienting Participants to Project Goals
and Website Content

(Orient participants to the broad purpose of our project
using the two items below.) [Briefly cover these issues
(30-60 s)]

B1

B2

The goal of our project is to explore the usefulness of
technology-based resources for TFCBT to enhance
provider fidelity to the treatment model and increase
child/caregiver interest and engagement

These resources would be used by providers in
session to assist in engaging children and their
caregivers, and to help them stay on protocol

Section C. Semi-Structured Interview

Cl

C2

What TF-CBT components do you believe are the most
challenging for providers to deliver with high degree of
fidelity and competence? (provide list of components
for TF-CBT- PRACTICE) [If participant only provides
vague descriptions of TF-CBT, prompt them to tell you
what specific PRACTICE component(s) appear to
present the most challenge for providers]

Cla [For each component selected] In your
opinion, why do you think these components
present the most challenge for providers? [If
participant needs prompting provide these
examples: provider discomfort; provider lack
of familiarity with procedures; lack of
congruence between the treatment model and
the provider’s theoretical orientation or prior
experience; limited  experience  with
traumatized youth, or youth more broadly]
[For each component NOT selected] So, to
verify, it is your opinion that providers
generally do not have too much difficulty
administering  the  following  TF-CBT
components with fidelity and competence?
[If answer is no, seek clarity on other
components that present challenges and why]
Keeping children engaged in treatment is a common
obstacle to completing treatment and staying on
protocol. In your experience, which TF-CBT
components are most challenging in terms of
actively engaging the child? Which components are
most challenging in terms of engaging the caregiver?
(Provide list of components for TF-CBT PRACTICE)
[If participant only provides vague descriptions of
TF-CBT, prompt them to tell you what specific
PRACTICE component(s) appear to present the most
challenge for client engagement]

Cl1b
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C3

C4

G5

C2a  [For each component selected] In your opinion,
why do you think these components present the
most challenge for client engagement? [If
participant needs prompting provide these
examples: client discomfort/avoidance; boredom;
lack of perceived relevance; provider enthusiasm;
provider competence]

[For each component NOT selected] So, to
verify, it is your opinion that providers generally
do not have too much difficulty engaging
children and/or caregivers in the following TF-
CBT components with fidelity and competence?
[If answer is no, seek clarity on other
components that present challenges and why]
One of the goals of our project is to develop technology-
based tools to help providers deliver a high quality of
care and keep families actively engaged in TF-CBT
components, particularly those that are known to be the
most challenging to deliver. The tools would be available
on a tablet such as aniPad, and would include things such
as interactive educational games, a trauma narrative
writing tool, and video demonstrations to show
caregivers specific behavior management skills. In
your opinion, how can we make sure that this toolkit
adequately addresses the challenges that providers
experience in delivering TF-CBT? [Follow-up prompts:]

C2b

C3a What features would be most important for
this toolkit to be engaging to children?

C3b Caregivers?

C3c If the toolkit is going to be useful, providers

will need to find it valuable. How can we
make this valuable to them in their practice?
Do you think that a technology-based toolkit has
potential to enhance provider fidelity or competence?

C4a Why or why not? [will it reduce providers’
discomfort with delivery of certain treatment
components? Which ones?]

How do you think it could affect the
therapeutic relationship? Is it likely to help
it? Hurt it? Not affect it at all?

Do you think the toolkit would be useful
in addressing challenges to successfully
completing TF-CBT?

What types of concerns or challenges do you think
are important to consider in developing this web-
based resource to facilitate delivery of TF-CBT?
[Follow-up prompt]:

C4b

C4c

C5a Do you think there is a potential for harm? [if
YES] Why?
C5b IF YES: Can you think of some solutions to

these challenges? How can we address these
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issues that
prompt]:

C5c  What are some key barriers to using the
resource that providers will have? (aside from
cost/accessibility)

C5d Web-security concerns?

C5Se  Privacy concerns?

C5f IFYESTO ANY OF ABOVE: Can you think of
some solutions to these challenges? How can
we address these issues that you mentioned?

you mentioned? [Follow-up

D. Completion of Interview

That completes the questions I had for you. We appreciate
your time and thoughts. If you have questions or com-
ments, please feel free to call. Do you have any questions
before we wrap up?
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