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Abstract Despite the central role of training and con-

sultation in the implementation of evidence-based psy-

chological interventions (EBPIs), comprehensive reviews

of research on training have highlighted serious gaps in

knowledge regarding best practices. Consultation after

initial didactic training appears to be of critical importance,

but there has been very little research to determine optimal

consultation format or interventions. This observational

study compared two consultation formats that included

review of session audio and feedback in the context of a

program to train clinicians (n = 85) in community mental

health clinics to deliver cognitive therapy (CT). A ‘‘gold

standard’’ condition in which clinicians received individual

feedback after expert consultants reviewed full sessions was

compared to a group consultation format in which short

segments of session audio were reviewed by a group of

clinicians and an expert consultant. After adjusting for

potential baseline differences between individuals in the two

consultation conditions, few differences were found in terms

of successful completion of the consultation phase or in

terms of competence in CT at the end of consultation or after

a 2 year follow-up. However, analyses did not support

hypotheses regarding non-inferiority of the group consulta-

tion condition. While both groups largely maintained com-

petence, clinicians in the group consultation condition

demonstrated increases in competence over the follow-up

period, while a sub-group of those in the individual condition

experienced decreases. These findings, if replicated, have

important implications for EBP implementation programs,

as they suggest that observation and feedback is feasible in

community mental health setting, and that employing this

method in a group format is an effective and efficient con-

sultation strategy that may enhance the implementation and

sustainability of evidence-based psychotherapies.

Keywords Implementation � Evidence-based

psychological treatments � Training � Consultation

Introduction

Despite the development and identification of evidence-

based psychological interventions (EBPIs) for a variety of

disorders and problems and demonstration of their
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successful transport into the community (Franklin et al.

2000; Juster et al. 1995; Simons et al. 2010), EBPIs have

not been widely adopted in clinical practice. One common

reason cited for this disconnect is the dearth of providers

who are trained to deliver EBPIs (Weissman et al. 2006). In

response to this shortage of providers, policymakers have

issued mandates, provided incentives, and devoted billions

of dollars to train providers from a variety of disciplines

(e.g., social work, psychology, drug and alcohol coun-

selors) in public mental health settings to utilize EBPIs

(Karlin et al. 2010; McHugh and Barlow 2010). EBPIs tend

to be complex, multisession treatment packages that

involve provider’s skillful selection and execution of a set

of interventions (Carroll et al. 2010; Chorpita and Regan

2009). Training prepares providers to deliver EBPIs, and

has been shown to increase both consumer access and

clinician fidelity (adherence to the protocol and compe-

tence, or skill) to EBPIs (Feldstein et al. 2008; Fixsen et al.

2005; Stirman et al. 2004).

Comprehensive reviews of research on training have

highlighted serious gaps in knowledge regarding best train-

ing practices (Beidas and Kendall 2010; Herschell et al.

2010; Rakovshik and McManus 2010). Much of the previ-

ously conducted research on training strategies has com-

pared in-person training strategies to the use of treatment

manuals and internet-based training strategies (Herschell

et al. 2010). Findings from these studies have indicated that

manuals, workshops, or web-based trainings result in poorer

training outcomes than training that involves consultation or

supervision. Consultation is defined as ongoing support in

the form of focused interaction with a specialist in an effort to

increase competence in the area of the specialist’s expertise

(Edmunds et al. 2013). Intensive consultation or supervision

after initial training has been the only training strategy to

result in benchmark levels of treatment fidelity among the

majority of providers who received these strategies in pre-

vious research (Baer et al. 2004; Beidas et al. 2012; Miller

et al. 2004; Sholomskas et al. 2005). Most such research has

been conducted with brief interventions such as motivational

interviewing for substance use disorders. The impact of

consultation on clinician fidelity to longer treatment proto-

cols for other mental health disorders, which typically

include a greater number of interventions and techniques, has

not been explored as extensively. However, findings to date

suggest that more intensive consultation is associated with

better outcomes (Beidas et al. 2013), and researchers have

found no substitute for this critical element of training

(Herschell et al. 2010).

While a need for consultation after initial didactic

training has been identified, there remains a need to better

understand the impact of the organizational framework of

supervision processes on training outcomes (Ögren 2009),

and to identify processes by which clinicians can be trained

to deliver psychotherapy competently (Milne 2014). Both

the supervision and consultation literatures have identified

the need to determine optimal processes for preparing

individuals to deliver psychotherapy competently. Some

have suggested that supervision and consultation should

foster deliberate practice, a process that has been hypothe-

sized to contribute to the development of expertise in psy-

chotherapy by allowing clinicians to work toward mastery in

a well-defined, specific task, to receive immediate feedback,

to have opportunities to repeat their efforts, and to exploit

the opportunity for improvement afforded by errors (Le-

wandowsky and Thomas 2009). Edmunds et al. (2013) have

proposed that the processes of instruction, case review, self-

evaluation, and feedback can foster skill development.

The emphasis on feedback in supervision and consultation

models, combined with findings that clinicians are not

always able to accurately assess their level of skill or

adherence to a psychotherapy protocol (Brosan et al. 2008;

Tracey et al. 2014) support the importance of feedback when

training clinicians. Researchers have considered observation

and feedback to be a ‘‘gold standard’’ for psychotherapy

training (Beidas and Kendall 2010), and an essential element

of training psychotherapists for clinical trials.

A critical barrier to the widespread use of individual

feedback is its feasibility (Rakovshik and McManus 2010).

Large-scale training programs may be limited by the

number of experts available to review sessions and provide

feedback (Ruzek and Rosen 2009), and smaller public

sector settings lack the considerable funds required to

provide such intensive training. In an attempt to address the

limitations of the gold standard training method and of

consultation without observation, a method of group con-

sultation with observation and feedback was developed in

the context of a community-academic training program

(Creed et al. 2014). This model allows expert EBPI training

consultants to review portions of sessions each week with a

group of providers, and offer individualized feedback in the

context of the group meeting. A potential advantage to this

model is that providers are exposed to a broader sample of

case material and peer examples than they would be in

individual consultation, with more specific and accurate

feedback than they could receive in group consultation

with no observation. However, research findings have

suggested that group supervision requires a sense of safety

and supportive relationships to facilitate learning (Fleming

et al. 2010). In the context of settings such as community

mental health settings, which are often characterized by

high caseloads and stressful environments, clinicians may

experience discomfort when receiving feedback or allow-

ing others to observe their sessions (Stirman et al. 2012),

and this might limit the benefits of feedback.

Most published studies have not included observation in

comparisons of consultation to no consultation (e.g.,
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Henggeler et al. 2013; Sholomskas et al. 2005). To date,

very few studies have investigated how well specific con-

sultation strategies such as feedback prepare practitioners

to deliver and sustain EBPIs in the context of service

delivery. In one study, Miller and colleagues compared

several motivational interviewing training strategies,

including workshop only and consultation with and without

session review. While consultation with and without ses-

sion review produced similar changes in clinician fidelity,

only the strategy that included session review resulted in

client behaviors that were associated with better treatment

outcomes (Miller et al. 2004). However, this study

employed individual consultation strategies among a set of

highly motivated clinicians who were not trained in their

work setting. The impact of observation and feedback

strategies remains untested in service delivery settings.

Researchers and policymakers have indicated the need for

natural experiments to advance the existing literature on

effective and efficient strategies to enhance implementation.

Research on implementation efforts in routine care settings

can provide information about the effectiveness of strategies

for training and consultation when deployed with more

representative populations and under the constraints typi-

cally found in typical service settings. The goal of the current

study was to compare two different consultation strategies,

individual observation and feedback and group consultation

with feedback, in the context of a program to implement CT

in a large, urban behavioral healthcare system. Because each

model includes observation and individualized feedback, we

hypothesized that both consultation strategies would result in

significant changes in CT competence, and that the less

intensive group consultation condition would be non-inferior

to the more time- and cost-intensive individual consultation

condition. Furthermore, we expected that a similar propor-

tion of clinicians in each group would achieve and maintain

competence in CT.

Method

Setting and Treatment

The Beck Initiative (BI) is a collaborative effort between

The University of Pennsylvania (Penn), The Philadelphia

Department of Behavioral Health and Developmental

disAbilities (DBHIDS), and DBHIDS agencies to train

providers within the network in CT (Creed et al. 2014;

Stirman et al. 2009). DBHIDS is a billion-dollar mental

health system with over 300 provider agencies that are

heterogeneous in size, structure, populations served, and

availability of resources.

CT is a psychosocial treatment that identifies and

changes dysfunctional thinking, behavior, and emotional

responses by helping individuals develop skills for modi-

fying beliefs, relating to others in different ways, and

changing behaviors (Beck 2005). Since 2007, the BI has

offered CT training workshops and follow-up consultation.

During the time that data were collected, training focused

on conveying essential CT strategies and applying them to

depression and problems that commonly co-occur with

depression in community mental health settings (e.g.,

substance abuse, suicidal ideation or behavior, anxiety)

through the use of a transdiagnostic, case conceptualization

approach. Training in case conceptualization entails help-

ing providers to use a cognitive theoretical approach to

organizing their client’s relevant life experiences, core

beliefs, and thinking patterns, thereby forming a foundation

for understanding the client’s current problems and plan-

ning effective CT interventions.

Consultation Program

The BI program includes the following elements (termed

ACCESS; Stirman et al. 2010), with the first five elements

occurring during the training and consultation phase:

Assess needs and barriers (engage stakeholders and assess

their needs and current EBP fidelity through meetings,

surveys, work samples, interviews) and Adapt training to

meet their needs as required, Convey the basics through

initial didactics, Consult on case material and on strategies

to overcome barriers during consultation and through

meetings with key personnel, Evaluate work samples to

provide feedback, Study outcomes in ways that are feasible

and acceptable to the agency, and Sustain by anticipating

and addressing future barriers, maintaining communica-

tion, recertifying trained clinicians every 2 years, and

making a plan for training future staff. BI training con-

sultants use the ACCESS approach to serve as external

facilitators and consultants.

All participating clinicians first attended a 22 h didactic

workshop. The workshop was immediately followed by a

baseline assessment of CT competence, and then 6 months

of participation in one of the two consultation models

discussed below (see Fig. 1 for a timeline). In addition,

submission of audio recordings of at least 15 sessions over

the course of the 6-month consultation period was required

for clinicians to complete the program successfully. A

subset of session recordings were rated for fidelity for the

purposes of providing feedback, determining successful

program completion for participants, and for program

evaluation. Two years after consultation ended, clinicians

submitted a session for review if they wished to retain

designation as a CT provider.

All participating agencies also agreed to allow trained

clinicians to engage in an internal, peer-led CT consulta-

tion meeting twice per month after the 6-month expert-led
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consultation phase ended (over the 2-year follow-up phase

of this study, and beyond). BI training consultants main-

tained a limited presence at these meetings (e.g., attended

once per quarter), and provided feedback on full CT ses-

sions when clinicians applied for recertification in CT at

the 2-year follow-up. With the approval of institutional and

municipal Institutional Review Boards, this study utilized

the ratings that were conducted in the context of the

training program to compare the two consultation strategies

that were employed during the first few years of the pro-

gram, which focused on training clinicians to provide CT

to adult outpatients.

Consultation Conditions

Individual Feedback

For the first year and a half of the program, an individual

feedback model was employed at all participating agencies.

Four to eight clinicians participated at each agency. Par-

ticipating clinicians submitted audio recordings of sessions

to their consultant each week for 6 months. In addition to

assessing a baseline level of competence, consultants

conducted fidelity ratings on the session using the Cogni-

tive Therapy Rating Scale (Young and Beck 1980) and

provided the numerical ratings along with specific feed-

back about case conceptualization and intervention deliv-

ery during an individual, 1 h telephone meeting. A 1 h in-

person group consultation meeting was also held each

week for group discussion and additional didactics, but no

recordings were reviewed during these meetings.

Group Consultation and Feedback

After the first 18 months of the program, the format of

consultation was changed to a group consultation model for

all subsequently participating agencies. In this condition,

cohorts of clinicians met weekly for 2 h with a consultant.

At the first consultation meeting for each cohort, clinicians

established ground rules for delivery of feedback and

confidentiality regarding patient information and each

other’s skills in learning CT, with the goal of increasing

their comfort level sharing work samples in the group

setting. Each participant provided session recordings, and

5–10 min segments of recordings were reviewed by the

group. At the beginning of the 6-month consultation phase

of training, segments were often selected by the therapist to

demonstrate efforts to deliver specific interventions. Later

in the consultation phase, therapists were instructed to

choose segments during which they experienced challenges

or successes to share with the group. At times, consultants

also played random segments of sessions to assess whether

CT was being used throughout a given session. The

consultant and the other clinicians provided feedback on

the content of the recording. Three full sessions were rated

for fidelity; one that was submitted at the beginning of the

consultation period (baseline), one at mid-consultation, and

one at the end of the 6-month consultation period. Clini-

cians were provided with written feedback and CTRS

scores for those sessions.

In both consultation conditions, consultants were post-

doctoral-level psychologists with expertise in CT and prior

training in supervision. Consultants received 6 months of

training in consultation by co-leading a consultation group

with a more experienced consultant prior to facilitating

consultation groups. Consultants met regularly and followed

standard procedures to ensure that consultation was consis-

tent within each consultation condition. Most consultants led

more than one consultation group, and most led at least one

in each format. Depending on the size of the training cohort,

one to two consultants facilitated consultation meetings.

Participating Agencies and Clinicians

The sample comprised clinicians who treated adults on an

outpatient basis. Consultation was provided to an average

of 8 clinicians (range 6–10), typically from a single

agency. Nine of the participating agencies provided gen-

eral outpatient services, but had clinics that also provided

specialty care for specific conditions (e.g., substance

abuse, severe mental illness), and three agencies provided

care to adults with substance use disorders. Clinicians in

the first six agencies that participated in the program

(n = 47) received individual consultation. The subse-

quent six agencies (n = 38) participated in group con-

sultation. The group consultation condition included one

cohort of clinicians from two different agencies, both of

which provided care to a similar population. The results

section includes a more detailed description of partici-

pating clinicians’ characteristics.

Measures

Clinician Characteristics

Prior to their participation in the (BI), clinicians provided

demographic data and information about their prior train-

ing and experience with CT, caseload, theoretical orienta-

tion, and beliefs about cause of therapeutic change.

Fidelity Assessment Instrument

Because the training program emphasized a case concep-

tualization approach rather than the use of a specific

manual, general competence in CT, rather than adherence,

was selected as the primary outcome. The CTRS (Young
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and Beck 1980) is an 11-item scale that measures cogni-

tive-behavioral therapist competence. Expert raters evalu-

ate a complete session and assess general therapeutic skills,

the therapist’s ability to structure the session, and the

therapist’s ability to intervene using the most appropriate

CT methods. BI training consultants received training in

conducting the ratings using a standard set of recordings

and accompanying ratings, and attended monthly meetings

in which a session was rated and discussed by all training

consultants to ensure consistency in rating. Per-judge

reliability was assessed periodically. Two-way, random

effects single-measure intra-class correlations for absolute

agreement were computed for the 15 sessions rated by all

training consultants, with a resulting ICC = 0.61, indicat-

ing good agreement according to Cichetti’s commonly

cited conventions for interpretation of ICCs (Cichetti

1994). The convention for CT clinical trial clinician (CTRS

total score C40; Shaw et al. 1999) was used as a threshold

to indicate competency in the (BI), and raters agreed about

achievement of this standard for 93 % of the 15 sessions

that were rated by all raters.

Analytic Strategy

Because clinicians were not randomized into training

conditions, we generated a propensity score for use as a

covariate in statistical models (Eckardt 2012; Harder et al.

2010; Schafer and Kang 2008). A propensity score uses

background data on non-randomized participants that

might plausibly impact non-random assignment to a par-

ticular condition or the outcome variable of interest, in this

case CT competence, to build a model to predict the

probability that they will be assigned to one condition

versus the other. By using it as a covariate in our analyses,

we adjusted for possible pre-existing differences between

the two consultation conditions. The propensity score was

calculated to include the following variables, which may

have impacted assignment to the individual or group con-

sultation condition or the outcome of interest: baseline

CTRS score, whether the clinician worked with a specific

population as opposed to a general mental health popula-

tion, the agency where the clinician worked, CT orienta-

tion, years of experience, and whether or not the clinician

was a social worker.

We compared the consultation conditions in three ways.

First, to compare the proportion of group members’

achievement of CT competence, we conducted logistic

regressions with the propensity scores and consultation

condition included in the model. Next, we tested for non-

inferiority of the group versus individual consultation

strategies (Blackwelder 2004; D’Agostino et al. 2003;

Nacasch et al. 2014), examining whether the difference

between the groups at post-consultation is smaller than a

predetermined clinically meaningful difference (i.e., the

noninferiority margin [‘‘delta’’]). To estimate a difference

that would be clinically meaningful, the deltas were

determined using the criterion for statistically significant

and reliable change in competence established in a recent

evaluation of a training program for CT, a difference of 4.5

points on the CTRS (Branson et al. 2015). We would

regard a difference of less than 4.5 as supporting the

hypothesis of non inferiority. A sample size of 84 is

required to be 80 % sure that the lower limit of a one-sided

95 % confidence interval. Therefore, due to attrition over

the course of the follow-up, only the post-consultation data

is examined for non-inferiority analyses.

Additionally, to compare patterns of change in CT

competence over time and to examine the data of therapists

nested within agencies, mixed-effects hierarchical regres-

sion models were employed. These models accommodate

several features of the data such as repeated measurements

and nested data, and allow for evaluation of fixed and

random effects (Bryk and Raudenbush 1992; Raudenbush

1997). All available session ratings were used for clinicians

in the group consultation condition (typically 3–5 ratings;

including baseline, mid-consultation, post-consultation,

and the 2-year follow-up, plus any other sessions rated

during fidelity monitoring, to provide feedback, or for

program evaluation). Because clinicians in the individual

consultation condition had weekly ratings but the group

condition did not, we restricted analyses to include the

individual consultation condition’s baseline, mid-consul-

tation, post-consultation and 2-year follow-up scores, along

with one additional randomly selected session from each

half of the consultation period for a total of five timepoints.

Change from baseline to each assessment point was

calculated.

We first examined the slope of change in CTRS scores

over the course of the consultation period, which was the 6

months following the baseline assessment. Three-level

models with repeated measurements (level-1), nested

within therapists (level-2), nested within agency (level-3)

were performed. The continuous outcome (i.e., change in

CTRS rating from baseline) was modeled using maximum

likelihood estimation. Because we modeled the slope of

change from an individual’s baseline competence, change

at the first timepoint in the model was always 0, and the

models were therefore specified with the no intercept

command. The level-1 model included an uncentered linear

term computed as the number of weeks between each

assessment and the training workshop. The level-2 com-

ponent of the model included a dichotomous indicator for

training intervention condition (individual vs. group feed-

back), propensity scores, baseline competence, and agency

as covariates, and cross-level interactions were specified

between condition, baseline skill and the level 1 terms. We
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examined the deviance statistic (a log-likelihood-based

goodness-of-fit statistic) and the amount of within-subject

variance accounted for to identify the best way to model

change over time. A linear pattern of change resulted in the

best fit. Robust standard errors were used to compute the

test statistics.

To examine the slope of change in competence at the

2-year follow-up, we conducted a three-level piecewise

model of changes in competence over time (Singer and

Willett 2003). For this analysis, the time variable was

recoded so that it was zero for every participant at the post-

consultation assessment. Thus, the time variable for the

2-year follow-up time period was number of weeks since

the post-consultation assessment, while this time variable

for the assessment points prior to the end of consultation

was set at -1 multiplied by the number of weeks between

the baseline and post-consultation assessment. When these

two time variables were entered into the Level 1 equation

predicting the outcome variable, the regression coefficient

for first time variable provided an estimate of change

during the post-consultation period while the regression

coefficient for the second time variable represented the

difference in the rate of change over time between the

consultation phase and the post-consultation phase. As with

the prior analysis, the continuous outcome (i.e., change in

CTRS rating from post-training) was modeled using max-

imum likelihood estimation. The level-2 component of the

model included a dichotomous indicator for consultation

intervention condition (individual vs. group feedback),

propensity scores, post-consultation competence, and

agency as covariates, and cross-level interactions were

specified between condition, post-consultation competence,

and the level 1 terms. As this analysis was intended to

examine change in the post-consultation phase, we report

the estimates for the first time variable (i.e., change over

time during the follow-up period). All models were also

run without propensity scores to compare results. Since

clinicians were nested within agency in this sample, we

also examined the proportion of variance in change over

time accounted for by agency and by individual clinician in

the 3-level models by calculating ICCs (rho). All statistical

analyses were conducted using SPSS version 19 (IBM,

Armonk, NY, USA).

Results

Clinician Characteristics

Table 1 describes characteristics of the 85 clinicians who

treated adults and enrolled in the BI between 2007 and

2009, 25 % of the clinicians listed Cognitive Behavioral

Therapy as their primary theoretical orientation. Although

most endorsed some prior exposure to CT (72 % through

reading, and 28 % through didactics), the modal number of

supervised hours of CT training was 0. The mean caseload

size was 40 clients (SD = 28; range 3–85).

Group Comparisons

Test of Non-inferiority

Table 2 presents adjusted and unadjusted mean compe-

tence scores for baseline, mid-consultation, and post-con-

sultation. To estimate group means, mixed-effects

hierarchical regression analyses were conducted both with

and without propensity scores as covariates and results

were compared. Since the pattern of results did not differ

substantially and model fit statistics indicated a marginally

better fit for the model that included propensity scores,

adjusted means were used for the calculations used to

assess non-inferiority, and results of the adjusted models

examining change over time are presented.

The tests of noninferiority did not support the hypothesis

that the group consultation strategy was noninferior to the

individual consultation strategy. At post-consultation, the

upper endpoint of the one-sided 95 % confidence interval

for the observed group differences is greater than our

predetermined index (t[69] = 2.1359, p = 0.0362, 95 %

CI of observed delta [0.259, 7.58]). The observed effect

sizes for differences between groups were d = -0.47 in

favor of the individual consultation condition at the post-

consultation timepoint, but d = 0.68 for the 2-year follow-

up, favoring the group consultation condition. Both of

Table 1 Sample characteristics

Age M = 34; SD = 10

Gender

Female 72 %

Male 28 %

Race/ethnicity

White 69 %

African American 25 %

Hispanic/Latino 5 %

Education and discipline

Psychology/Counseling (Master’s) 54 %

Social work (Master’s/LCSW) 33 %

Family therapy (MFT) 5 %

Other (e.g., Drug and Alcohol Counselor) 5 %

Psychology/psychiatry (MD/PhD) 3 %

Years of experience

0–5 21 %

5–10 29 %

[10 52 %
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these effect sizes are in the ‘‘medium to large effect’’ range

of Cohen’s d scale.

Comparison of Change Over Time

Figure 1 represents patterns of change across the 6 month

consultation phase and the 2-year follow-up phase.

Consultation Phase Change in scores from baseline dif-

fered significantly over the course initial consultation, F (1,

13) = 27.84, p\ 0.001, b = 0.524, SE(b) = 0.115.

Baseline CTRS score was not a significant predictor of

change, F (1, 364) = 1.79, p = 0.192, b = 0.036,

SE(b) = 0.027. Although a significant baseline by training

condition interaction was observed, F (1, 381) = 10.20,

p = 0.002, b = -0.419, SE(b) = 0.131, a condition by

time interaction was not observed, F (1, 16) = 0.147,

p = 0.706, b = -0.082, SE(b) = 0.215. A condition by

time by baseline competence interaction was also not sig-

nificant, F(1, 31) = 0.006, p = 0.940, b = -0.001,

SE(b) = 0.009. These results indicate that the slope of

change in competence did not differ in the two consultation

conditions, and that differences in baseline competence did

not appear to impact the slope of change in competence.

Change between post-consultation and follow-up. At

post-consultation, the CTRS scores differed between

groups (F 1, 299) = 5.97, p = 0.0156, b = 0.070, SE(b) =

0.028, with clinicians in the individual consultation con-

dition scoring higher than those in the group consultation

condition. However, the results of the piecewise model to

examine the slope of change over the 2-year follow-up

period did not indicate a main effect of time over the fol-

low-up, F (1,84) = 0.004, p = 0.951, b = 0.001, SE(b) =

0.017; or by consultation model, F (1, 387) = 0.005,

p = 0.945, b = 0.145, SE(b) = 2.11. There was a signifi-

cant consultation model by time interaction, F (1,

67) = 7.53, p = 0.008, b = 0.407, SE(b) = 0.148 and a

significant post-consultation competence by model by time

interaction, F (1, 65) = 6.52, p = 0.013, b = -0.009,

SE(b) = 0.003. Closer examination of the data revealed

greater increases in competence over time for clinicians in

the group consultation model. To examine the interaction

between competence, consultation condition, and time, we

categorized clinicians as lower- and higher-scoring at post-

consultation in two ways. First, we used a median split, and

second, we divided into groups based on a CTRS score of

43 or below (indicating that clinicians scored less than

‘‘very good’’ on one or more CTRS items), and those

scoring 44 or above. The pattern of change was the same

each way that the groups were classified, so we present

results (see Fig. 2) for the latter categorization strategy.

High-performing clinicians in the individual consultation

group experienced the largest reduction in CTRS scores

(M = -6.00; SD = 1.69), and lower-performing clini-

cians in the individual consultation group experienced a

slight decrease (M = -0.744; SD = 1.64). In contrast,

both high- and lower-performing clinicians in the group

Table 2 CTRS scores at

baseline, mid-consultation,

post-consultation, and 2 year

follow-up

Individual (n = 47) Group (n = 38) Overall (n = 85)

M SD M SD M SD

Unadjusted model

Baseline 25.80 10.90 20.84 6.00 23.58 9.33

Post-consultation 39.50 7.26 37.97 9.24 38.72 8.17

Two-year follow-up 42.59 9.03 51.02 9.41 45.74 9.93

Adjusted model

Baseline CTRS 23.62 10.90 23.54 6.01 23.58 9.33

Post-consultation 40.58 7.26 36.66 9.24 38.62 8.27

Two-year follow-up 43.40 9.03 49.62 9.14 46.50 9.06

Adjusted models included propensity scores as a covariate and post-consultation and follow-up CTRS

included Baseline CTRS as an additional covariate
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consultation conditions tended to experience increases in

CTRS scores over time (M = 6.55; SD = 8.57 for the

higher performing group; M = 7.88, SD = 2.16 for the

lower-performing group).

The proportion of variance in change over time

accounted for by agency, and by clinician, were both low.

Intraclass Correlations (rho) for indicated that the propor-

tion of variance accounted for by agency was (q = 0.009),

and by clinician was (q = 0.001). These results suggest

that neither agency nor clinician-level factors accounted for

a substantial amount of variance in the change in compe-

tence over time. Therefore, we did not investigate other

models that included interactions between consultation

model, time, and agency.

Achievement of Competence

As Table 3 indicates, the individual and group consultation

conditions did not differ significantly in terms of retention

in consultation or successful completion of the training

program (defined as a CTRS score of 40 or above on a

session selected from the last weeks of consultation). The

2-year follow-up data were also compared. Both recertifi-

cation data (proportion of clinicians who participated in

CT-oriented continuing education activities and ongoing

agency-level CT consultation, and scored 40 or above on

the CTRS at the 2 year follow-up) and total CTRS scores at

the 2-year follow-up were examined. Slightly over half

(53 %) of the clinicians were eligible for recertification

after 2 years, as many of the participating clinicians had

left the system or moved into a different role in which they

no longer provided psychotherapy. Additionally, three

agencies (two that had participated in the individual model

and one that participated in the group model) did not

pursue recertification. As Table 3 indicates, there was a

non-significant trend indicating that clinicians in the indi-

vidual consultation condition were more likely to be

recertified. However, among clinicians who submitted

recordings for recertification, the mean CTRS score was

higher for the clinicians in the group consultation condi-

tion, and the difference was marginally significant.

Discussion

This study compared two strategies for providing post-

workshop consultation in (CT) in a program to implement

CT in an urban community mental health system. Because

previous research has indicated the need for a more rig-

orous examination of the effective elements of post-di-

dactic consultation and feedback (Beidas and Kendall

2010; Herschell et al. 2010), this study addresses an

important area of interest in the field. In general, this study

supports theory that suggests that clinicians’ skill improves

when they receive feedback and have the opportunity to

make changes based on that feedback (Tracey et al. 2014).

Fig. 2 Interaction between post-consultation CTRS score, consulta-

tion model, and time over a 2-year follow-up

Table 3 Comparison of consultation outcomes: adjusted and unadjusted results of logistic regressions

Unadjusted rates Unadjusted Adjusted

Individual

(n = 47)

Group

(n = 38)

Overall

(n = 85)

v2 p Odds

ratio

95 %

confidence

interval

v2 p Odds

ratio

95 %

confidence

interval

Retention 96 % 89 % 93 % 1.18 0.277 2.65 0.458–15.31 0.243 0.642 2.35 0.078–70.53

Successful

completion

84 % 68 % 77 % 2.99 0.078 0.385 0.131–1.13 1.96 0.161 0.211 0.024–1.86

Two-year

follow-upa
36 %/77 % 18 %/

100 %

28 % 3.17 0.075 0.398 0.145–1.10 3.64 0.056 0.109 0.01–1.062

df = 1 for all analyses

Successful completion was defined as a CTRS score C40. Logistic regressions for adjusted models included propensity scores as a covariate
a Percentages are presented first for the overall sample and next for the portion of the sample eligible for recertification in each consultation

condition
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While our analyses did not support hypotheses regarding

non-inferiority, we found that the majority of clinicians in

both the group and individual model of consultation

achieved the required level of competence in CT by the end

of the 6-month consultation phase. The results of longitu-

dinal analyses indicated that consultation model was not a

significant predictor of change in CTRS skills over time

during the 6-month consultation phase. Furthermore, nei-

ther clinician nor agency contributed substantially to the

variance in changes in competence over time, suggesting

that the consultation strategies that were tested can be

effective across different community-based agencies and

individuals. Previous research indicated differences in the

organizational social context of agencies that participated

in the BI (Stirman et al. 2013), and these findings support

those of Kolko and colleagues, who found that clinicians

could be successfully trained even within more negative

organizational climates (Kolko et al. 2012).

This study, like others before it (Kolko et al. 2012;

Swales et al. 2012), suggests that factors such as turnover

may be an even greater threat to sustainment than erosion

of skill. While nearly half of the clinicians were not eligible

for recertification after 2 years due to turnover and other

factors, competence status was generally maintained

among those clinicians who had achieved competence at

post-consultation and who were eligible for recertification

2 years after they completed consultation. It is important to

note that because the 2-year follow-up recording was

selected by the clinician for review, the 2-year data pro-

vides information about skill retention in CT, but not about

the extent to which the clinicians actually deliver CT in

their everyday practice after the consultation phase has

ended. Thus, these results suggest that for clinicians who

remain engaged in their agencies’ internal, non-expert-led

CT consultation, retention of competence can be expected.

However, differences in the trajectory of the CTRS scores

were found by consultation condition. Clinicians in the

group consultation model achieved increases in skill over

the 2-year follow-up, while competence scores for those

who received individual consultation decreased over time.

Furthermore, relative to clinicians in the group consultation

condition, clinicians in the individual consultation condi-

tion tended to experience less change if they were lower-

performing at post-consultation, and greater decreases in

competence if they had higher scores on the CTRS at post-

training.

These findings imply that clinicians in the group con-

sultation model, who continued to review recordings of

their CT sessions in a group peer-consultation format after

the consultation phase was completed, may have continued

to improve their skills with feedback from their peers. It is

possible that this form of ongoing consultation prevented

decreases in skill or regression to the mean. Those in the

individual consultation group, who continued to discuss

cases during peer consultation but were not trained to

review recordings as a group, did not have opportunities to

improve through feedback on their work samples. Previous

research has provided some evidence that clinician reports

of in-session behaviors and interactions may not be as

accurate as observer review, and therefore it is possible that

opportunities for corrective feedback are lost when con-

sultation does not include review of, and feedback on work

samples (Brosan et al. 2008).

Although a more rigorous, randomized comparison is

necessary before firm conclusions can be drawn, these

findings suggest that the group consultation model, which

requires less time for expert consultants to review sessions

and provide feedback, may still be a promising alternative

to more time- and cost-intensive individual session review

and feedback. In light of the contrast between the time and

costs associated with expert consultation (2 h per week in

the group model versus approximately 17 h per week for

the individual model with a group of 8 clinicians), the

group model is likely to be much more feasible in under-

resourced settings, and should therefore be explored in

further research. Additionally, our findings suggest that a

model of training inclusive of audio review is feasible and

provides an environment conducive to learning CT for

clinicians from diverse backgrounds in very busy com-

munity mental health settings. At the time that the data

were collected, the training program had almost no

exclusion criteria for clinicians, and the participating

clinicians had a range of prior clinical experience, limited

prior CT training, and endorsed diverse theoretical

orientations.

Although the challenges associated with the use of

observational fidelity monitoring strategies are important to

consider in implementation efforts (Schoenwald et al.

2011), data from this project indicates that recording ses-

sions on a digital audio recorder and presenting them for

feedback was feasible and acceptable to clinicians. In both

consultation conditions, clinicians routinely recorded their

CT sessions and submitted them for review and feedback,

and rates of compliance were high. Previous mixed-meth-

ods research that included individuals from this sample

indicated that clinicians believed that session observation

was an important aspect of consultation (Stirman et al.

2012). Adding opportunities to review work samples and

receive feedback in an efficient group format may be a

viable and important enhancement to consultation after

initial didactic training.

This study offers an important step in understanding the

optimal structure of consultation models, but it has some

practical and methodological limitations. A significant

amount of therapist attrition and clinician selection of

sessions at the 2-year follow-up precluded a thorough study
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of the retention of CT skills over time or the extent to

which clinicians continued to utilize CT in their day-to-day

work. Because 2-year follow-up scores were only available

for clinicians who had achieved competence during con-

sultation, our sample size for these analyses is small and

the analyses should be considered exploratory. These

analyses also cannot determine whether clinicians who did

not initially meet criteria for competence in CT would have

experienced similar patterns of change. However, by

examining those clinicians who successfully completed

their initial consultation and remained in their agency’s

internal CT consultation, this study presents preliminary

evidence that including audio review in an ongoing con-

sultation format can be beneficial. Because we examined

data from an ongoing training initiative, neither clinicians

nor agencies were randomized to a training condition, and

program evaluation data were utilized to measure out-

comes. Although we adjusted for pre-existing differences

between conditions that may have been present, due to the

naturalistic design of this study, a randomized comparison

will be necessary before more firm conclusions can be

drawn about the superiority of a particular consultation

strategy. While it is possible that in generating propensity

scores to adjust for differences between groups, we did not

include factors in the model that may have accounted for

differences in baseline status or outcomes, we included a

number of factors identified in prior literature that may

have contributed to potential differences in outcomes

(Eckardt 2012). We also cannot rule out historical con-

founds due to the timing of the two different interventions.

However, no policy changes related to EBPIs or reim-

bursement policy were made within the system during the

period during which the data were collected. Additionally,

the consultants all had roughly the same level of experience

in leading consultation groups, so differences in experience

or expertise in terms of consultation and training is unlikely

to account for differences in outcomes. It is possible,

though, that levels of interest and enthusiasm for CT

training differed between the two groups, if the awareness

of the BI was higher, or its reception more positive among

clinicians in the group consultation condition due to pub-

licity within the network. Future research should include an

examination of these potentially important factors. Finally,

we employed the CTRS, the most commonly-used measure

of competence for cognitive therapy in both research and

training programs, but researchers have noted limitations to

this measure, including its emphasis on general competency

rather than competency in discrete CT skills and difficulty

achieving high inter-rater reliability (Branson et al. 2015).

The results of this study suggest a number of potential

directions for future research. Comparisons of consultation

with and without an observation and feedback component,

and studies to determine the minimum necessary amount of

observation and feedback to achieve successful training

outcomes are necessary. An examination of training at

varying degrees of intensity based on baseline skill level

could provide guidance for mental health systems that need

to determine the most efficient strategy for training clini-

cians in EBPIs. Studies to assess the cost-efficiency of

training and consultation strategies are also needed.

Despite the limitations of this study, it capitalizes on a

natural experiment to provide much-needed data on

strategies for consultation. In light of the challenges of

training and consultation in busy community mental health

settings, the identification of effective and potentially

scalable strategies can enhance efforts to make EBPIs

available to underserved populations.
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