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Appendix 1: Standard Measures
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Directions: For each time, assess the therapist on a scale from 0 to 6, and record the rating on the
line next to the item number. Descriptions are provided for even-numbered scale points. If you ;JNDERSTANDING
believe the therapist falls between two of the descriptors, select the intervening odd number (1, 3,

5). For example, if the therapist set a very good agenda but did not establish priorities, assign a

rating of a 5 rather

If the descriptions for a given item occasionally do not seem to apply to the session you are rating,

than a 4 or 6.

feel free to disregard them and use the more general scale below:

0 1

2 3 4 5 6

Poor  Barely Adequate  Mediocre  Satisfactory Good Very Good  Excellent

Please do not leave any item blank. For all items, focus on the skill of the therapist, taking into
account how difficult the patient seems to be.

Part . GENERAL THERAPEUTIC SKILLS

1. AGENDA

0  Therapist did not see agenda.

2 Therapist set agenda that was vague or incomplete.

4 Therapist worked with patient to set a mutually satisfactory agenda that
included specific target problems (e.g., anxiety at work, dissatisfaction with
marriage.)

6  Therapist worked with patient to set an appropriate agenda with target
problems, suitable for the available time. Established priorities and then
followed agenda.

2. FEEDBACK

0  Therapist did not ask for feedback to determine patient’s understanding of, or
response to, the session.

2 Therapist elicited some feedback from the patient, but did not ask enough

2
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Therapist repeatedly failed to understand what the patie1
thus consistently missed the point. Poor empathic skills

Therapist was usually able to reflect or rephrase what th
said, but repeatedly failed to respond to more subtle con
ability to listen and empathise.

Therapist generally seemed to grasp the patient’s “interr
by both what the explicitly said and what the patient cor
subtle ways. Good ability to listen and empathise.
Therapist seemed to understand the patient’s “internal r¢
was adept at communicating this understanding through
and non-verbal responses to the patient (e.g., the tone of
response conveyed a sympathetic understanding of the ¢
Excellent listening and empathic skills.

4. INTERPERSONAL EFFECTIVENESS

Therapist had poor interpersonal skills. Seemed hostile,
some other way destructive to the patient.

Therapist did not seem destructive, but had significant i1
At times, therapist appeared unnecessarily impatient, alc
difficulty conveying confidence and competence.

Therapist displayed a satisfactory degree of warmth, cor
genuineness, and professionalism. No significant interp

Therapist displayed optimal levels of warmth, concern, «
genuineness, and professionalism, appropriate for this p:
session.

questions to be sure the patient understood the therapist’s line of reasoning. COLLABORATION

during the session or to ascertain whether the patient was satisfied with the
session.

0

Therapist did not attempt to set up a collaboration with |

e Cn Lo P . v o



e e e B S <2 i Tt et e

possible to take an active role during the session (e.g., by offering choices) so 4  Therapist focused on specific cognitions or behaviours r
they could function as a “team”. problem. However, therapist could have focused on mo
or  behaviours that offered greater promise for progress.

6. PACING AND EFFICIENT USE OF TIME 6  Therapist very skillfully focused on key thoughts, assun

etc. that were most relevant to the problem area and offered

0  Therapist made no attempt to structure therapy time. Session seemed aimless. for progress.
2 Session had some direction, but the therapist had significant problems with
structuring or pacing (e.g., too little structure, inflexible about structure9toSTRATEGY FOR CHANGE (Note: For this item, focus on the qual
slowly paced, too rapidly paced). strategy for change, not on how effectively the strategy was implen
change actually occurred.)
4 Therapist was reasonably successful at using time efficiently. Therapist
maintained appropriate control over flow of discussion and pacing. 0  Therapist did not select cognitive-behavioural technique
6  Therapist used time efficiently by tactfully limiting peripheral and 2 Therapist selected cognitive-behavioural techniques; ho
unproductive discussion and by pacing the session as rapidly as was overall strategy for bringing about change seemed vaguc
appropriate for the patient. promising in helping the patient.
4 Therapist seemed to have a generally coherent strategy 1
Part II. CONCEPTUALIZATION, STRATEGY, AND TECHNIQUE reasonable promise and incorporated cognitive-behaviol
7. GUIDED DISCOVERY 6  Therapist followed a consistent strategy for change that
promising and incorporated the most appropriate cogniti
0  Therapist relied primarily on debate, persuasion, or “lecturing”. Therapist techniques.
seemed to be “cross-examining” patient, putting the patient on the defensive,
or forcing his/her point of view on the patient.
~10. APPLICATION OF COGNITIVE-BEHAVIOURAL TECHNIQUI
2 Therapist relied to heavily on persuasion and debate, rather than guided  item, focus on how skillfully the techniques were applied, not on he
discovery. However, therapist’s style was supportive enough that patient disvere for the target problem or whether change actually occurred.)
not seem to feel attacked of defensive.
0 Therapist did not apply any cognitive-behavioural techn
4 Therapist, for the most part, helped patient see new perspectives through
guided discovery (e.g., examining evidence, considering alternatives, 2 Therapist used cognitive-behavioural techniques, but the
weighing advantages and disadvantages) rather than through debate. Used flaws in the way they were applied.
questioning appropriately.
4 Therapist applied cognitive-behavioural techniques witk
6  Therapist was especially adept at using guided discovery during the session to

explore problems and help patient draw his/her own conclusions. Achieved an 6  Therapist very skillfully and resourcefully employed co;
excellent balance between skilful questioning and other modes of intervention. techniques.

8. FOCUSING ON KEY COGNITIONS OR BEHAVIOURS 11. HOMEWORK



4 Therapist reviewed previous homework and assigned “standard” cognitive
therapy homework generally relevant to issues dealt with in session.

Homework was explained in sufficient detail. For instructions on the use of the scale, see: Young J.E, & Beck, A.T. (Augt
Therapy Scale Rating Manual.
6 Therapist reviewed previous homework and carefully assigned

homework drawn from cognitive therapy for the coming wdeélr permission to use this scale or a copy of the Rating Manual, please write
Assignment seemed “custom tailored” to help patient incorporate new

perspectives, test hypotheses, experiment with new behaviours University of Pennsylvania, Centre for Psychotherapy Res:
discussed during session, etc. Room 754, Science Centre
3600 Market Street
Philadelphia, PA 19104-2648

Part I1I. ADDITIONAL CONSIDERATIONS

12. (a) Did any special problems arise during the session (e.g., non-adherence to homework,
interpersonal issues between therapist and patient, hopelessness about continuing therapy,
relapse?)

YES NO
(b) Ifyes:

0  Therapist could not deal adequately with special problems that arose.

2 Therapist dealt with special problems adequately, but used strategies or
conceptualisations inconsistent with cognitive therapy.

4 Therapist attempted to deal with special problems using a cognitive
framework and was moderately skilful in applying techniques.

6  Therapist was very skilful at handling special problems using cognitive
therapy framework.
13. Were there any significant unusual factors in this session that you feel justified the

therapist’s departure from the standard approach measured by this scale?

YES (please explain below) NO

Part IV. OVERALL RATINGS AND COMMENTS

14. How would you rate the clinician overall in this session, as a cognitive therapist?
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SECTION 4

The 40-item Learning Styles Questionnaire

This short questionnaire will help you discover your learning style preferences. We all
develop learning ‘habits’ that make us happier to learn in some ways and less happy to
learn in other, less familiar, ways. Most people are only vaguely aware of their learning
preferences. This questionnaire will clarify your preferred ways of learning so that you are
in a better position to select experiences that suit your style and/or to broaden your scope

by strengthening under-utilised styles.

There is no time limit for the completion of this questionnaire. It will probably take you 5 to
10 minutes. The accuracy of the results depends on how honest you are. There are no
right or wrong answers. If you agree more than you disagree with a statement put a tick (v)
in the box. If you disagree more than you agree with a statement put a cross (x) in the box.

Be sure to mark each item with either a tick or a cross.

1 I quite like taking risks.

5 Before taking part in a discussion or meeting, | like to read the appropriate
papers and prepare carefully.

3 | like to be absolutely correct about things.

4 | like practical, tried and tested techniques.

5 | often do things just because | feel like it, rather than thinking about them
first.

6 | make decisions only after weighing up the pros and cons of different
possibilities.

. | prefer to solve problems using a systematic approach that reduces
guesswork and uncertainty.

8 What matters most is whether something works in practice.

9 | actively look for new things to do.
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10 | prefer to establish the facts and think things through before reaching a
conclusion.

11 | like to check things out for myself rather than take them for granted.

1 When | hear about a new idea or technique, | immediately start working out
how to apply it to my situation/problems.

13 | like the challenge of trying out different ways of doing things.

14 | prefer to have as many bits of information about a subject as possible. The
more | have to sift through the better.

15 | am quite keen on sticking to fixed routines, following procedures and
keeping to timetables.

16 In discussions, | like to get straight to the point.

17 | prefer to jump in and do things as they come along rather than plan things
out beforehand.

18 | prefer to base decisions on hard evidence and not to trust a hunch or
intuition.

19 I like to fit things into some sort of pattern, framework or model.

20 | tend to judge people's ideas on their practical merits.

21 In discussions, | usually come up with lots of spontaneous ideas.

9 | prefer to look at a problem from as many different angles as | can before
starting to solve it.

23 | prefer to evaluate the soundness of my ideas before sharing them.

o4 In meetings and discussions, | put forward ideas that | know are down-to-
earth and realistic.

25 Usually | talk more than | listen.

o6 If I have to write a report or a formal letter, | prefer to have several rough
drafts before settling on the final version.

Licence No.: 9047 Reproduced under Licence to Oxford University Must not be photocopied
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27 | am rather fussy about how | do things — a bit of a perfectionist.

28 | find that | can often work out more practical ways of doing things.

29 | find rules and procedures take the fun out of things.

30 | like to consider many options before | make up my mind.

31 | believe that careful, logical thinking is the key to success.

32 | prefer ideas with an obvious relevance to my life and work.

33 I’'m usually the ‘life and soul’ of the party.

34 I like to think through the consequences before taking action.

35 | like to understand the assumptions, principles and rationale upon which
things are based.

36 In my opinion, it doesn’t matter how you do something, as long as it works.

37 | enjoy the excitement of a crisis situation.

38 | usually do more listening than talking.

39 | like meetings and discussions to be structured and orderly.

40 | do whatever | need to, to get the job done.

Licence No.: 9047 Reproduced under Licence to Oxford University Must not be photocopied
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®D.1N.0.:

KonTakTHbIlil Te1ed)0oH:

E-mail:

AHKETA I10 CTHUJIIO OBYYEHU A

DTOT KOPOTKas aHKeTa MoMOokeT Bam ompenenuts Bammu npenmodreHus B ctuiie o0ydeHus. Bee Mbr
puoOpeTacM «IPUBBIUKI B 00YUCHUH, KOTOPHIC PAIyIOT WIH PACCTPAUBAIOT HAC B 3aBUCUMOCTH OT
TOTO, KAKHM 00pa30M MBI YyCBamBaeM HH(POPMaNU0. BOTBITMHCTBO JTI0IeH UMEIOT JIMIIb MTOBEPXHOCTHOE
MIpEACTaBIICHUE 00 WX MPEIITOUYTECHUAX B O0yUYCHUH. JTa aHKEeTa MOMOKET MPOSCHUTH Bamm
MIPEAOYTEHHS C TeM, YTOOBI BBl MOTITH BEIOMpATE IS ce0s1 HanbosIee MPeAOYTHTEIbHBIC TPAKTUKA JTS
3¢ GexTUBHOTO OOyICHHS.

s 3amonmHeHus aHKeThl Bam, Bo3MosxHO, moTpedyercs 5 - 10 MHH., XOTS OTpaHHYESHHS 110 BpeMEeHH HeT.
To4yHOCTB pe3ynbTaToB OYJEeT 3aBHCETh OT TOTO, HACKOJIBKO BBl ObLIM WecTHBI pH 3amoHeHuH. He
CYILECTBYET MPaBUJIbHBIX UM HEMPAaBUIBHBIX OTBETOB. Eciiu BbI ckopee coriacHsl, 4eM HE COTJIACHBI €
YTBEPIKICHHEM, TIOCTABBTE YTBEPANTEIbHBII 3HaK ( V), ecitu ke BbI ckopee He COrmacHs! ¢
YTIBEPKACHUEM, YEM COTJIACHBI, TOCTaBbTe 3HAK Hecoriacus ( X ). O603HaubTe CBOE COIIACHE MU
HECOTJIaCue C KaXKIbIM U3 YTBEPKICHUH.

0 1. MHe 10CTaTOYHO HPaBUTHCS PUCKOBATH

O 2. [Ipexnae, yeM NPUHATH yYacTHE B TUCKYCCHUH, S MIPEANOYNUTAIO TIOUUTATh
COOTBETCTBYIOIIYIO0 HHPOPMAIUIO U TIIATEIHHO MOATOTOBUTHCS

0 3. MHe HpaBUTCS OBITH a0COIIOTHO TOYHBIM

[0 4. MHe HpaBaTCA IPaKTUYHbIE, IPOBEPEHHBIE BPEMEHEM TEXHUKHU

O 5. 5 gacTo nenaro 4To-TO, MOTOMY YTO TaK YyBCTBYIO, @ HE IOTOMY, YTO 0OyMBIBAIO 3TO
3apaHee

O 6. 5 npuHUMarO penieH s TOJIbKO MOCIIe TOT0, KaK OLEHIO BCE «3a» U «IIPOTUB»
Pa3IMYHBIX BO3MOXKHOCTEN

O 7.5 npeanodMTaro pemarh 3aJa4i, UCIOIb3Ysl CUCTEMAaTUYECKUI MOIXO01, KOTOPBIH

CHIDKAET HEeOIpeIeJIeHHOCTh

8. Jlnst MeHs camoe TJIaBHOE, YTOOBI YTO-TO paboTaIo Ha MPAKTHKE

9. 51 aKTUBHO HIIly HOBBIE€ BUABI IESITEIHLHOCTH

10. S npennounTato oleHUTH (HAKTHI U Bce 00IyMaTh Mepesl IPUHITUEM PEleHUs

o o o o

11. S nmpennounTaro BCce NPOBEPATH CAMOCTOSTENBHO, & HE BOCIPUHUMATh KaK CaMo

co0oii pazymeroreecs

0 12. Korga s y3Haro 0 KakoW-TO HOBOM HJIe€ WU MPAKTUKE, 5 Cpa3y CTapAKOCh NPUMEHUTH
€€ K MOE€H CUTyaIuu

0 13. MHe HpaBUTCS IPUHUMATh BBI30B MPOOOBATH HOBbIE BEILIU

O 14. 4 npenmnoynTaro UMETh Kak MOKHO 0oJibIiie HH(OpMAIIMK KacaTeIbHO KaKOTO-TO

npeameta. Uem 6ombIie nHGOpMAIAY JIJIs1 aHATN3a, TEM JIyUIIIe

JInuensns Ne 9047, monmydyeHa Ha OCHOBaHHH JHIEH3NH OKC(HOPICKOTO YHUBEPCUTETA
Konuposanue 3anpermieHo
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[0 15. 51 cKkIIOHEH K YCTaHOBIIEHHBIM IIPOLIETyPaM, HHCTPYKLHAM, PACIIUCAHUIO.

[0 16. Bo Bpemst o0Cy>k1eHHsI sl TPEMOYUTAI0 CPa3y MEPEXOIUTh K CYTH Jena

O 17. 4 npennouunTaro CIpaBiIsAThCA € 33la4aMU IO MEPE UX MOCTYILJIEHUS, a HE
IIJJAHUPOBATh BCE 3apaHee

O 18. A npennouynTaro IpUHUMATE PEIICHNS HA OCHOBAHUH OYEBUHBIX JOKA3aTENIbCTB, a

HE JIOBEPSITh MHTYHULINH

19. 5l npennounTaro COOTHOCUTH BEIH ¢ KaKOW-THM00 MOJIEeNIbI0, OCHOBOM HJIM IPUMEPOM

20. S mpeamouymnTaro OLIEHUBATH JIFOJEH 110 UX TPAKTHUYECKHUM 3aciyram

21. Bo BpeMst 00CYyX/IeHHUS S 4aCTO BBICKA3BIBA0 CIOHTAHHO BO3HUKIITUE UCH

o o o o

22. 5 mpennoynTaro OLIEHUTh MPOOJIEMY C Pa3IMYHbIX CTOPOH MPEXE, YeM MPUCTYIHUTD

K €€ PeIICHUIO

O

23. 5l mpennoynTaro OLIEHUTh YO IUTENbHOCTh MOMX UEH Mpexk/ie, YeM BbICKa3bIBAaTh X

[0 24. Ha cobpaHusix 1 BO BpeMsl 00CYXA€HUM 5 IPENOYNTAI0 OTCTauBaTh IPU3EMIICHHBIE,
peaTCTUYHbIE UIEU

[0 25. OOBIYHO 51 TOBOPIO OOJIBIIE, YEM CITYIIAI0

[0 26. Ecniu MHe HyXHO HamucaTh OTYET WK OPUIHATIBHOE MMUCHhMO, s IPEATIOYUTAIO
c/IeJIaTh HECKOJILKO YEPHOBBIX KOMUHN MpPeXk e, YeM YTBEPAUTh (PMHAIBHYIO BEPCHIO

O 27. 51 HeMHOT0 HEPBHUYAIO IO TOBOAY TOT0, KaK 5 JeJar0 4TO-TO: B KAaKOW-TO Mepe, 5 —

nepPeKIuOHNUCT

28. 51 cuuraro, 4TO 4acTO MOTY HaXOIUTh 0OJIee TPAKTUIHBIE CIIOCOOBI PEIICHHUS 3a7a9

29. 4 cuuraro, 4TO NMpaBmiIa U MPOLEAYPHI ACNAIOT BEIIM MEHEE MPUBJIEKATEIbHBIMU

30. A nmpeanounTaro pacCMOTPETh PA3INYHBIE BAPUAHTHI MPEKIIC, YEM ONPEIETUTHCS

31. 4 cuurato, 4TO THIATENBHOE, TIOTHYECKOE 00 TyMBIBAHNE — KIIFOU K yCIIEXY

32. MHe HpaBsATCA UIeH C OUYEBHIHON 3HAUUMOCTBIO JIJIsI MOEH KU3HU WU paOOThI

33. 51 00BIUHO «ayIIa KOMITAHUN

o o0 oo ogo oo™

34. 5l npennouunTaro AyMaTh O MOCIEACTBUSIX MPEXKIE, YEM MPEANPUHUMATE Kakue-1100

JIEUCTBUS

O

35. S npeanounTaro NOHUMATh NPEAITOCHUIKH, IPUHLUIIBI U PALIMOHATIBHYIO
COCTABJIAIONLLYIO BEIIEH

36. MHe ka)keTcs, ecii 4TO-TO paboTaeT, TO He BaKHO, KaK ThI ATO JIeacllb
37. S Hacnaxaarch OUIYIIEHUSIMH KPU3UCHON CUTYyallMU

38. 51 oOpruHO OoJIbLIE CYIIA0, YEM FOBOPIO

39. MHe HpaBHTCSI, KOT/1a BCTPEUN U 00CYKIACHHS YETKO CTPYKTYPHUPOBAHBI

o 0o oo O

40. 5 nenato Bce, UTO HYXHO, YTOOBI C/IeTaTh paboTy

JInuensns Ne 9047, monmydyeHa Ha OCHOBaHHH JHIEH3NH OKC(HOPICKOTO YHUBEPCUTETA
Konuposanue 3anpermieHo
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TRAINING ACCEPTABILITY RATING SCALE (TARS): CBT training

Instructions: Based on the training that you received, please rate your agreement
with the following statements on this scale:
1 = strongly disagree

2 = moderately disagree
3 = slightly disagree

4 = slightly agree

5

moderately agree

6 = strongly agree
The first six statements concern the appropriateness or acceptability of the
workshop's content: do you think that the material was 'socially valid'?

CIRCLE YOUR
LEVEL OF
AGREEMENT
I General acceptability: I 2 3 456
this approach to CBT training would be appropriate for a
variety of mental health service providers.
2 Effectiveness: 1 2 3 456
the CBT training will be beneficial for mental health service
providers who receive it
3 No negative side-effects: I 2 3 456
the CBT training will not result in therapy that leads to harm
to clients
4 Appropriateness: 1 2 3 456
most participants would accept that this CBT training
programme provided an appropriate approach to training in
cognitive behavioural therapy
5 Consistency: I 2 3 456
the CBT training was consistent with common sense and
good practice in helping mental health service providers to
provide CBT treatments
6 Social validity: 1 2 3 456

most mental health service providers would approve of
training in this therapy method (e.g. would recommend it to
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others)

The next 12 questions focus on your impressions of the teaching process and
outcomes (i.e. how competently you think the training was conducted, and whether it
was helpful or not).

For each question please circle the statement that best expresses your opinion.

PLEASE CIRCLE ONE ANSWER:

7  Did the training improve your understanding of CBT treatments?
Not at all A little Quite a lot A great deal

8  Did the training help you to develop CBT skills?
Not at all A little Quite a lot A great deal

9 Has the training made you more confident as a CBT therapist?
Not at all A little Quite a lot A great deal

10 Do you expect to make use of what you learnt in the training in your clinical
practice?
Not at all A little Quite a lot A great deal

11 How competent were the presenters/ supervisors?
Not at all A little Quite a lot A great deal

12 In an overall, general sense, how satisfied are you with the training?
Not at all A little Quite a lot A great deal

13 Did the training cover the topics it set out to cover?
Not at all A little Quite a lot A great deal

14 Did the presenters/ supervisors relate to the group effectively?
(e.g. made you feel comfortable and understood)
Not at all A little Quite a lot A great deal

15 Were the presenters/ supervisors motivating? (e.g. energetic, attentive and
creative)

Not at all A little Quite a lot A great deal

16 How much were you able to implement the training in your practice?
Not at all A little Quite a lot A great deal

17 What was the most helpful part of the training for you personally?
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18 What change, if any, would you recommend? (e.g. to the content or training
methods)

D. Milne
DM/KM/11th October, 2007, DCP pilot of EBS manual

(Part I from Davis, J.R, Rawana, E.P & Capponi, D.R. (1989).
Acceptability of behavioural staff management techniques.
Beh Res Treatment, 4, 23-44,

Part I from Milne & Noone 1996; CFF Project, HATQ).
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OLEHKA DOPEKTUBHOCTHU TPEHHUHI'A (O3T)

Nucrpyknum nuis 3anojaHenus: OneHure o0ydyeHne KOTHUTUBHO-TIOBEACHUYECKOM
Tepanuu, KoTopoe Bbl monmyuyminu B paMkax ceMHHapa, HOCPeaCTBOM skype-o0ieHus
WK 000MMH 3TUMH CIIOCOOAMHM, UCTIONB3YS CIEAYIONIYIO HIKATY:

= IIOJIHOCTBIO HE cOrjlaceH / He corjlacHa
= He BIOJIHE COIJaceH / corjiacHa

= CKOpPEC HC COIJIACCH / He coryacHa
CKOpEC COorjiaCCH / cornacHa

BIIOJIHE COTJIaceH / corjiacHa

= IIOJIHOCTBIO COTJIAacEH / corjlacHa

AR LN~
I

YTBCp}KlICHI/ISI 1-6 xacarorcs MMPUMCHUMOCTHU / I0OJI€3HOCTH JaHHOI'O TPCHUHTIA.
Cuwnraere 1u BLI, 4TO ITOJIYYCHHOC O6y‘I€HI/I€ ABISACTCA COIII/IaJ'IBHO-BHa‘II/IMBIM?

OnennTe, HACKOJILKO
BrbI coritacHsl ¢

HUKETPUBEACHHBIMU
YTBEPKICHUAMHU

1 O0mass npUMEeHUMOCTh: 00yYeHUE KOTHUTHBHO- I 2 3 4 5 6
NOBEACHUYECKOM Tepanuu Oy1eT THTEPECHO MHOTUM
YUPEKACHUSIM U KOHCYJIbTaHTaM, MPEI0CTABISIOIINM
YCIIYTH B 0071aCTH MEHTAJIBHOTO 3/10POBbSI.

2 D¢dPeKTUBHOCTDH: MPOXOKICHUE TAHHOTO 00yUEHUS, I 2 3 4 5 6
BEPOSITHO, OYJIET MOJIE3HO ISl BHIILICYTOMSHYTHIX
YUpEeXKACHUN 1 KOHCYJIBTAHTOB.

3 OTtcyTrcTBHE OTPHLATEIbHBIX NO00YHBIX 3¢ P eKTOB: I 2 3 4 5 6
UCIIOJIb30BaHUE KOTHUTHUBHO-TIOBE/IEHYECKOMN TepaInu,
BEPOSITHO, HE IPUUUHUT BpEJ] KJIUEHTaM.

4 YmecTHOCTB: OOJIBITMHCTBO YYACTHUKOB MPU3HAIIO OBI, I 2 3 4 5 6
41O 00y4YeHHEe 00€CTICYMIIO YMECTHBIN MOIX0]T K
00y4eHHIO0 KOTHUTUBHO-TIOBEIEHYECKON TEparuH.

5 IlocqenoBaTebHOCTh: B O0y4YEHUU MTOCIIEI0BATEIBHO 1 2 3 4 5 6

COBMEIIAJIMCH KaK 3[paBblii CMBIC] (IOHUMaHUE
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IIPOIIECCOB), TaK U MPAKTUKA JIJIsi 00eCTIeUeHUS Ty qIIIeH
MTOMOIIM YUPEKIACHUAM B IPEAOCTABICHUN YCIYT
KOTHUTHUBHO-TIOBEICHYECKON TEePaIH.

CounajibHasi 3HAYMMOCTh: OOJIIIUHCTBO 1 2 3 4 5 6
CIICIMAIU3UPOBAHHBIX YUPEKICHUN 0100pAT

IPOXOXKACHUE TAHHOT'O TPEHUHTA (a TaKXe, BO3MOXKHO,

PEKOMEHAYIOT MTPOXOXKIAEHUE MOJOOHOT0 O0yUeHUS

JIPYTUM YUPESKICHUSIM).

Cnenyromue 12 BonmpocoB kacaroTcs Bamux BrieuatiaeHuid OT 00y4YeHuUs U ero
pe3ynbraroB. Hackonbko mosiaHo, mo Bamemy MHeHUI0, OBIIIO pacKpBITO COACPIKAHUE,
¥ OBLIO JIM TaHHOE O0y4eHHUE TTOJIe3HBIM?

I[JIH KaXXIa0T1ro BOIIpOCa BLI6CpI/IT€ OTBCT, KOTOpBIﬁ HauoOoJiee OTpaXacT Bamm
BIICYATJICHUA.

TTOXAJIYHUCTA, BRIBEPUTE, OJIH OTBET:

7

10

11

12

13

Oo0yuenue yayuymniao Bame nonnmManue MeTog0B KOTHUTHBHO-
NnoBeeHYeCKOH Tepanum?
Huckonbko Hemnuoro JlocTaTo4uHO OucHb

Oo0yuyenue nmomoraso Bam pasBuTh HaABbIKH, HEOOXOAMMBbIE 1JISl IPOBEICHMSI
KOTHMTUBHO-NIOBEIeHYeCKOW Tepanuu?
Huckomnbko Hemnuoro JlocTaTo4yHO OucHb

YyscrByerte jin Bbl ce0s1 00/1ee yBepeHHO KAK CHEHAJINCT KOTHUTHBHO-
NMOBeeHYEeCKOM Tepanum 1mocJje NpoxoKaAeHus o0yueHus?

Huckonbko Hemnuoro JlocTaTo4yHO OucHb

Cumnraere jiu Bbl, 4TO CMOkKeTe HCIOJIb30BATH MOJYYeHHbIE B pAMKAX
00yueHHsI 3HAHHMS B CBOCH KIMHUYECKON MPaAKTHKe?

Huckonbko Hemnuoro JlocTaTo4yHO OucHb

HackoJibKk0 KOMIIETEHTHBI ObLIIM TPeHEPbI, IPOBOAUBIINE 00y4YeHHne?
Huckonbko Hemnuoro JlocTaTo4uHO OucHb

HackoJibk0 Bbl y10B/j1€TBOpeHbl TPEHUHIOM B LEJIOM?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

BbL1u 1M pacKphITHI IPeABAPUTENbHO 3asiBJICHHBIE TEMbI B paMKax
JAHHOTO O0y4YeHus?
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14

15

16

17

18

Huckonbko Hemnuoro JlocTaTo4uHO OucHb

Hackoabko 3¢ ¢peKTHBHO B3aUMOeHICTBOBAIM TPEHEPHI ¢ TPyNoi
(uyBcTBOBAIM JiM BBI ce0Ost MOHATHIMHI, KOM(DOPTHO)?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

MotuBupoBaau a1 Bac TpeHepsl B nmpounecce o0yueHus (ObLIN JIM OHU
JHEPrUYHbIMH, BHUMATEIbHBIMA U TBOPYECKUMHM)?

Huckonbko Hemnuoro JlocTaTo4uHO OucHb

Kakast yacTb 00y4yenusi Oblj1a HanOoJ1ee moJsie3Ha s Bac auuno?

332

Kakue nzmenenus Bol PEKOMEH/I0BAIH ObI BHECTHU, €CJIM TAKOBBIC HMCHOTCH

(HanmpuMep, B coepKaHNe TPEHUHIA WIH MeTOAbl 00y4YeHus1)?

Moxkanyiicra, caesaiite Jo0bie Jpyrue KOMMEHTAPpHH, KOTOPbIe, HA Bam

B3IJISI, OyAYT MOJIE3HBI.
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Beck Anxiety Inventory
Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how much you

have been bothered by that symptom during the past month, including today, by circling the number in the
corresponding space in the column next to each symptom.

Not At All Mildly but it Moderately - it Severely — it
didn’t bother me | wasn’t pleasant at bothered me a lot
much. times

Numbness or tingling 0 1 2 3
Feeling hot 0 | 2 3
Wobbliness in legs 0 1 2 3
Unable to relax 0 1 2 3
Fear of worst 0 1 2 3
happening

Dizzy or lightheaded 0 | 2 3
Heart pounding/racing 0 1 2 3
Unsteady 0 1 2 3
Terrified or afraid 0 1 2 3
Nervous 0 1 2 3
Feeling of choking 0 | 2 3
Hands trembling 0 1 2 3
Shaky / unsteady 0 1 2 3
Fear of losing control 0 1 2 3
Difficulty in breathing 0 | 2 3
Fear of dying 0 1 2 3
Scared 0 1 2 3
Indigestion 0 | 2 3
Faint / lightheaded 0 1 2 3
Face flushed 0 1 2 3
Hot/cold sweats 0 1 2 3

Column Sum

Scoring - Sum each column. Then sum the column totals to achieve a grand score. Write that
score here

Interpretation

A grand sum between 0 — 21 indicates very low anxiety. That is usually a good thing. However, it is
possible that you might be unrealistic in either your assessment which would be denial or that you have
learned to “mask™ the symptoms commonly associated with anxiety. Too little “anxiety” could indicate that
you are detached from yourself, others, or your environment.

A grand sum between 22 — 35 indicates moderate anxiety. Your body is trying to tell you something. Look
for patterns as to when and why you experience the symptoms described above. For example, if it occurs
prior to public speaking and your job requires a lot of presentations you may want to find ways to calm
yourself before speaking or let others do some of the presentations. You may have some conflict issues that
need to be resolved. Clearly, it is not “panic” time but you want to find ways to manage the stress you feel.

A grand sum that exceeds 36 is a potential cause for concern. Again, look for patterns or times when you
tend to feel the symptoms you have circled. Persistent and high anxiety is not a sign of personal weakness or
failure. It is, however, something that needs to be proactively treated or there could be significant impacts to
you mentally and physically. You may want to consult a physician or counselor if the feelings persist.
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HIKAJIA TPEBOI'N BECK

HNucrpykums: J[aHHBINA CIMCOK COAECPKUT HanOoJIee paclipoCTpaHEHHbIE CHMITOMBI TPEBOTH.
[Toxkamyiicta, TIIATENBHO U3YyUUTE KaX bl MyHKT. OTMeTbTe, HacKoJIbKO Bac 6ecriokonn
KaXIbI U3 3TUX CUMIITOMOB B TEUCHHE HOCHEJIHEVI HEJIEJIN, Bxiro4asi ceroAHsIuIHuml
JI€Hb, IOCTABUB KPECTHUK B COOTBETCTBYIOIIECH KOJIOHKE CIIpaBa.

Coscem Caerka. YmepeHnHo. OueHb CHIILHO.
He 0ecIoKonI He cmmmkom Merst | OT0 OBUTO HEMpHATHO, | S ¢ Tpymom Mor
0 Oecriokom HO 5T MOT 3TO 9TO BBIHOCHTE.
1 TIEPEHOCHUTH 3
2

1. OmymieHue
OHEMEHUS WA
IOKAJIBIBAHUSA B TEJIE

2. OmyuieHue xapa

3. Apoxsb B HOrax

4. HectocoOHOCTE
pacciabuThCs

5. Crpax, uto
MPOM3OMIET caMoe
MJI0X0€

6. T'0JIOBOKpYKCHHE
WM OIYILIEHHE
JIETKOCTH B TOJIOBE

7. YckopeHHOE
cepeOneHue

8.HeycroitunBocTth

9. OmyiieHue yxaca

10. HepBo3HOCTh

11. Ipoxsb B pykax

12. OurymieHue yaybst

13. IIIaTKOCTH TOXOAKH

14. Ctpax yTpatbl
KOHTPOJIs

15. 3aTpyHEHHOCTH
JIBIXaHUS

16. Ctpax cmepTH

17. Ucnyr

18. XKXenynouHo-
KHIIEYHEIE
pacCcTpoucTBa

19. O6mopokn

20. IIpunuB KpoBH K
JUIY

21. Ycuneunoe
MOTOOTAeNIeHHE (HE
CBSI3aHHOE C Kapoii)
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Beck Depression Inventory

Choose one statement from among the group of four statements in each question that best
describes how you have been feeling during the past few days. Circle the number beside
your choice.

1 | 01do not feel sad. 8 | 0 Idon't feel I am any worse than anybody else.
11 feel sad. 1 I am critical of myself for my weaknesses or
2 I am sad all the time and I can't snap out of mistakes.
it. 2 I blame myself all the time for my faults.
3 I am so sad or unhappy that I can't stand it. 3 I blame myself for everything bad that
happens.
2 | 0 I am not particularly discouraged about the | 9 | 0 I don't have any thoughts of killing myself.
future. 1 I have thoughts of killing myself, but I would
1 I feel discouraged about the future. not carry them out.
2 I feel I have nothing to look forward to. 2 I would like to kill myself.
3 I feel that the future is hopeless and that 3 I would kill myself if I had the chance.
things cannot improve.
3 | 01do not feel like a failure. 10 | 0 I don't cry any more than usual.
11 feel I have failed more than the average 1 I cry more now than I used to.
person. 2 I cry all the time now.
2 As I look back on my life, all I can see is a 3 T used to be able to cry, but now I can't cry
lot of failure. even though I want to.
31 feel I am a complete failure as a person.
4 | 01 get as much satisfaction out of things as I | 11 | 0 I am no more irritated by things than I ever
used to. am.
1 I don't enjoy things the way I used to. 1 I am slightly more irritated now than usual.
2 I don't get any real satisfaction out of 2 I am quite annoyed or irritated a good deal of
anything anymore. the time.
3 I am dissatisfied or bored with everything. 3 I feel irritated all the time now.
5 | 0 I don't feel particularly guilty. 12 | 0 I have not lost interest in other people.
11 feel guilty a good part of the time. 1 I am less interested in other people than I used
2 I feel quite guilty most of the time. to be.
3 I feel guilty all of the time. 2 I have lost most of my interest in other people.
3 I have lost all of my interest in other people.
6 | 0 1don't feel I am being punished. 13 | 0 I make decisions about as well as I ever could.
1 I feel I may be punished. 1 I put off making decisions more than I used to.
2 I expect to be punished. 2 I have greater difficulty in making decisions
3 I feel I am being punished. than before.
3 I can't make decisions at all anymore.
7 | 0 1don't feel disappointed in myself. 14 | 0 I don't feel that I look any worse than I used to.

1 I am disappointed in myself.
2 I am disgusted with myself.
3 I hate myself.

1 I am worried that I am looking old or
unattractive.

2 | feel that there are permanent changes in my
appearance that make me look unattractive.

3 I believe that I look ugly.
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15 | 0 I can work about as well as before. 19 | 0 I haven't lost much weight, if any,
1 It takes an extra effort to get started at lately.
doing something. 1 I have lost more than five pounds.
2 I have to push myself very hard to do 2 I have lost more than ten pounds.
anything. 3 I have lost more than fifteen pounds.
3 I can't do any work at all. (Score 0 if you have been purposely
trying to lose weight.)
16 | 01 can sleep as well as usual. 20 | 0 I am no more worried about my health
1 I don't sleep as well as [ used to. than usual.
2 I wake up 1-2 hours earlier than usual and 1 I am worried about physical problems
find it hard to get back to sleep. such as aches and pains, or upset
3 I wake up several hours earlier than I used stomach, or constipation.
to and cannot get back to sleep. 2 I am very worried about physical
problems, and it's hard to think of much
else.
3 I am so worried about my physical
problems that I cannot think about
anything else.
17 | 0 I don't get more tired than usual. 21 | 0 I have not noticed any recent change
11 get tired more easily than I used to. in my interest in sex.
2 I get tired from doing almost anything. 1 I am less interested in sex than [ used
3 I am too tired to do anything. to be.
2 I am much less interested in sex now.
3 I have lost interest in sex completely.
18 | 0 My appetite is no worse than usual.

1 My appetite is not as good as it used to be.
2 My appetite is much worse now.
3 I have no appetite at all anymore.

SCORING

1 — 10: These ups and downs are considered normal.
11 — 16: Mild mood disturbance

17 — 20: Borderline clinical depression
21 — 30: Moderate depression

31 —40: Severe depression

over 40: Extreme depression
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HIKAJIA JEITPECCHUHA BECK

Hucmpykyua: ITOT ONPOCHUK COCTOUT U3 21 MyHKTa, KAXKIbIA U3 KOTOPBIX COIEPKUT HECKOJIBKO
BbICKa3bIBaHUH. [lokanylicta, mocne TIIaTeTbHOrO MPOYTEHHS BBHIOEPUTE B KAXKIOM ITyHKTE OIHO
BBICKa3bIBaHUE, KOTOPOE JIy4Ile BCETO ONMUCHIBAECT Balle caMO4yBCTBHE B TE€YEHHE MOCIEAHNAX ABYX
Henenb, BKIIOYAs CErOAHAIIHMN JeHb. OOBenuTe Kpy>KKOM HOMep BbIOpaHHOro Bamu
BBICKa3bIBaHWA. Eciau B onHOM nyHKTe BaM B paBHOM CTENeHM MOAXOIAT HECKOIBKO
BBICKa3bIBaHUI, IOMECTUTE B KPYKOK BBICKA3bIBAaHHE C HAHOOJIBIIIUM HOMEPOM. Y OeauTech, 4to Bol
BbIOpany He 0osiee OJJTHOTO BBICKA3bIBAHUS VISl KaXKJIOTO MYyHKTA, BKJIIOYasi MyHKT 16 (M3MEeHeHUs

CHa) ¥ MyHKT 18 (M3MEeHeHus anrneruTa)

TOCKA

0. 51 He UCTIBITBIBAIO TOCKH
1. 5l ICTBITEIBAIO TOCKY 3HAYUTEIBHYIO YacTh

1;PeMeHH
2. 51 Bce BpeMst HCIIBITBIBAIO TOCKY

3.5 HacCTONBKO HECYACTIIUB U MUCHBITHIBAIO
TaKyIo TOCKY, 9TO O0I0Ch HE BBIIEPIKATH ATOTO.

YYBCTBO HAKA3AHHOCTH

0.4 He 9yBCTBYIO, UTO 3aCITy)KHJI HaKa3aHUE

1. 51 4yBCTBYIO, YTO MOTY OBITH HaKa3aH

2.5l 3acimy:XKHBar0 HaKa3aHUs

3.4 9yBCTBY10, 9YTO MEHS 3aCIy>KEHHO
HaKa3bIBaIOT

HECCUMU3M

0. 5] He okHMIaro IIOXOT0 OT OyAYIIETO

1. 51 oxuparo ot Oyaymiero 0oJblie
HETPUATHOCTEH, Y4eM 0OBIUHO

2.5 He xay, 9TO B OyAyIIEeM y MEHS BCE
CJIOKUTCS XOPOIIIO

3. 51 uyBCTBY10, UTO MO€ OyayIiee Oe3HaIEKHO,
1 U3MEHEHHUS MOTYT OBITh TOJBKO B XYIIIYIO
CTOPOHY

HPOIIJIBIE HEYJAYH

0.5 He uyBCTBYIO ce0s HEYIAYHUKOM

1.4 mor %BI JONMYCTUTh MEHBIIIC HEeyAa4

2.0raaapIiBasich Ha3al, I BUKY MHOXKECTBO
Heyau

3.4 9yBCTBYIO ce0s MOJHBIM HEYTAYHUKOM

OTBPAIIEHUE.K CEBE

0. 4 orHOIIYCH K ceOe Tak ke, Kak BCeraa
1. 5] yTpaTiI YBEpEeHHOCTh B cebe

2.4 pa3zouyapoBad B cebe

3. 51 cebs TepneTs HE MOTY

YTPATA YAOBOJBCTBUA

0. moyydaro MaKCUMYM YJIOBOJILCTBHUS OT
BeIlel, KOTOPBIC BCEeTia MEHS PaOBaIH

1. MeHs He paxyeT To, 9TO OOBIYHO PaJ0BaIIO
2. 5l momy4aro OY€Hb Majio yIOBOJIBCTBHS OT
BelleHd, KOTOPbIe 0OBIYHO MEHS Pa0BaIIN

3. 51 He MOTY TTOJTYYUTh YIOBOJILCTBUE OT TOTO,
4TO OOBIYHO MEHS PaoBajIo

CAMOOBBUHEHNUA

0. 51 xpuUTHKYO WK OOBUHSIO ceOs He Ooee,
4yeM 00BIYHO

1. 51 6onee KpUTHYEH K cebe, 4eM 0ObITHO

2. 5] xpuTHKYIO ce0s 32 BCE CBOM OIINOKHU

3. 51 oOBHHSIO CeOST BO BCEM ILIOXOM, YTO
MIPOUCXOTUT

YYBCTBO BUHBbBI

0. 5] "He uyBCTBYIO ce0s1 0COOEHHO BUHOBATHIM
1. 5l HCTIBITBIBAIO YYBCTBO BUHBI 32 MHOTOE,
CIICJIAaHHOE MHOIO

2. 5l HICUBITHIBAIO YYBCTBO BHHBI OOJIBITYIO
JacTh BPEMEHH

3. 51 ucnpITHIBal0 YyBCTBO BUHBI TOCTOSHHO

CYUIINAAJBHBIE MBICJIA UJIA

KEJAHUS

0. Y MeHs HeT MBICJIEH O caMOyOHniicTBe

1. Y MeHs ecTh MBICJIH O caMOyOHUIiCTBE,
HO sl HC IPUBEIY UX U JICHCTBHE

2. 51 xoTen ObI IOKOHYHUTH C COOOM

3. 51 OBl MOKOHYHII C COOOM ITPH MOIXOIAIICH
BO3MOKHOCTH

BECIHHOKOMCTBO

0. 51 He Gosee GecrOKOECH MK BO30YKICH,
yeM O0OBIYHO

1. 5 ucneITEIBaro0 Ooblee OECIIOKONCTBO 1
BO30YyKJIEHHE, YeM OOBIYHO

2. 51 HCUBITBIBAIO TAKOE OECIOKOMCTBO U
BO30YI>KIEHHE, UTO TIHKEIIO CUIETh
CITOKOMHO

3. 5] ucupITEIBar0 Takoe OECIIOKOMCTBO U
BO30Y>KAE€HHE, YTO BEIHYKIEH JIBUTATHCS
HMJIM 9TO-TO J€JaTh

IIJIAY

0.5 nnauy He OoJIbIIEe, YeM OOBIYHO

1. 5l mrauy Goubiiie, 4yeM OOBIYHO

2.5 mnagy mo KaXXaoMy HE3HAYUTCILHOMY
IMOBOY

3.5 xouy miakaTh, HO HE MOT'Y

YTPATA UHTEPECOB

0.4 He yTpaTUia HHTEPECOB K APYTUM JTIOAIM
" 3aHATHSIM

1. 51 ucnpITHIBalO MEHBIINN UHTEPEC K APYTUM
JIIOJISIM U 3aHATHSAM, Y€M OOBIYHO

2. 51 D 3HAYATEIILHON CTEIICHU yTPaTHI
HHTEPEC K APYTHUM JIIOISIM U 3aHATUIM

3.MeHns TpyAHO 4eM-IH00 3aMHTEPECOBATH

PA3BAPAKUTEJIBHOCTD

0.5 He Gosiee pa3apa>kUTEJICH, YeM OOBIYHO

1. 4l Gonee pa3apakuTeieH, 4eM OOBIIHO

2. 51 3HaunTENHLHO OOJIEE pa3aApPaAKUTEIIEH, YEM
OOBIYHO

3. 51 ucneITEIBAO pa3JpakeHUE NOCTOSHHO

HEPEIIUTEJBHOCTb

0.5 mpuHUMalo peleHus TakK ke JIETKO,
KakK Bcerza

1. MHe 3HaYUTEIBHO TPYAHEE, YeM OOBIUHO,
OPUHUMATH PEIICHUS

2. TTpunsTre Jr000T0 pelIeHHs - npodiieMa
IJIST MEHSI

N3MEHEHUSA AIIIIETHUTA

0. Moii anmmeTAT HEe U3MEHUIICS

la. Mo armmeTuT HeCKOJIIbKO CHIXEH,

IO CPAaBHEHUIO C OOBIYHBIM.

16. Moli aNIeTUT HECKOJIbKO MOBBIIIEH, ITO

CPaBHEHUIO C OOBIYHEBIM.

2a Motii anmeTuT 3HAYNTESIILHO CHIDKCH,
110 CPABHEHUIO C ITPEKHUM

206 Mo¥ anmneTuT 3HaYUTESIIBHO MTOBBIIICH,
0 CPAaBHCHHUIO C IIPEIKHUM

3a Y MeHs COBCEM HET almeTuTa

36 1 noCTOSIHHO XO4y eCTh
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YYBCTBO HUKYUEMHOCTHA

0 s He 9yBCTBYIO Ce0sl HUKYEMHBIM

1 51 He 9yBCTBYIO ce0s TAKUM XK€ IIECHHBIM U TIOJIC3HBIM,
Kak Bcerjaa

2 S] ayBCTBYIO ceOsl MEHEe IICHHBIM, YeM JpYyTHe

3 51 ayBCTBYIO ce0sl OJHOCTHIO HUKYEMHBIM

TPYAHOCTU COCPEJOTOYEHUA

0 51 Tak e XOpOIIO MOTY COCPEOTOUUTHCS, KaK BCErAa
1 51 He MoOTy TaK K€ XOpPOLIO COCPEAOTOUNTHCS, KaK
OOBIYHO

2 MHe TpyIHO IONTO yACp)KHBaTh BHUMaHUE HA YeM
160

3 51 He MOT'y COCPEIOTOYUTHCS HU HA YEM

HOTEPSA DHEPTUHN

0 S Tax >xe PHeprudeH Kak OOBIIHO

1 V MeHs MEHBIIIE YHEPTHH, YeM OOBITHO

2 V MeHs HeZI0CTaTOYHO YHEPTUH, YTOOBI CIIENIaTh
MHOTO

3 V MeHs HeT cujl HU Ha 4TO

YCTAJOCTH

0.4 ycraro He OObIIE, YeEM OOBIYHO

1. 5l ycraro ckopee, ueM OOBIYHO

2.M3-3a yCcTaIOCTH 5 HE MOTY BBIIOJIHSTH
MHOTHE MPUBBIYHBIC AJIsI MEHS JIeja

3.3-3a yCTaAJIOCTH 5T HE MOTY BBITIOJIHUTH
OOJIBIITMHCTBO MPUBBIYHBIX JIEJT

NU3MEHEHUNUS CHA

0..51 curro Tak ke, Kak BCerga

la S cruTro HECKOJILKO OOJIbIIe, YeM OOBIYHO

16 I crutro HECKOJIBKO MEHbIIIE, YeM 0O0bIuHO 2a S
CIUTFO 3HAYUTEIBHO OOJIbIIIE, YeM OOBIYHO

26 51 crutro 3HAYUTENILHO MEHBIIE, YeM OOBIYHO

3a 51 criro OOMBIIYIO YacTh JTHSI

30 51 npocsiarochk Ha 1-2 Jaca paHbIIe, H IIOTOM HE
MOTY 3aCHYTb

YTPATA NUHTEPECA K CEKCY

0. 41 mo 3aMedaro HUKaKUX N3MSHCHUU B MOEM
UHTEPECE K CeKCY

1. 51 mCcUBITHIBAIO MEHBITUH HHTEPEC K CEKCY,

9YeM OOBIYHO

2.Moii mHTEpEeC K CeKCY 3HAYUTCIbHO CHU3HJIICS

ceryac

3. 51 TOJTHOCTBIO YTPATUII UHTEPEC K CEKCY
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Agoraphobic Cognitions Questionnaire
Client ID ...oocevveeeeceeenees Date cueeeeeeeeieereeaenes

Below are some thoughts or ideas that may pass through your mind when you are nervous
or frightened. Please indicate how often each thought occurs when you are nervous. rate
from 1-5 using the scale below:

1 2 3 4 5
thought thought thought occurs thought thought
never rarely during half of usually always
occurs occurs the times occurs occurs

....... when I am nervous

Please rate all items.

1. I am going to throw up 1 2 3 4 5
2. Tam going to pass out 1 2 3 4
3. Imust have a brain tumor 1 2 3 4 5
4. I'will have a heart attack 1 2 3 4 5
5. Twill choke to death 1 2 3 4 5
6. Tam going to act foolish 1 2 3 4 5
7. Iam going blind 1 2 3 4 5
8. I will not be able to control myself 1 2 3 4 5
9. I will hurt someone 1 2 3 4 5
10. Tam going to have a stroke 1 2 3 4 5
11. Tam going crazy 1 2 3 4 5
12. Tam going to scream 1 2 3 4 5
13. Tam going to babble or talk funny 1 2 3 4 5
14. T am going to be paralyzed by fear 1 2 3 4 5
15. other ideas not listed (please describe and rate them)
........................................................................................ 1 3 4 5
........................................................................................ 1 2 3 4 5
........................................................................................ 1 2 3 4 5

copyright 1984, Dianne L. Chambless
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Copyright © 2005 by R. I. Kotov, N. B. Schmidt, & A. V. Antipova

Agoraphobic Cognitions Questionnaire
Russian Adaptation

Wuctpykuus. [Toxanylicta, ykakuTe, Kak 9acTo CIEAYIOUINE MBICIH MPUXOAIT BaM B ronosy,
Kkorzaa Bel 6eciokouTtech. OLIEHUTE YaCTOTY 3TUX MBICIIEH, UCIIOJB3YS CIEAYIOIINE
COOTBETCTBHUSI:

1 = Takast MBICIIb HUKOT /12 HE BOSHUKAET

2 = Takast MBICJTb OBIBa€T PEIKO

3 = Takast MbICJIb BO3HUKAET MPUMEPHO B TIOJIOBUHE CITy4acB

4 = Takast MBICJTb BOBHUKAET B OOJBIITMHCTBE CITy4acB

5 = Takas MBICIb BO3HUKAET BCET/Ia

31 nymaro, 4To :

1.  MeHs cTOUIHUT

2. Sl norepsio co3HaHME

3. Y MeHs omyXxoJb MO3ra

4. 'V Mens Oyzer cepAe€UHbI PUCTYT
5. S 3anoxHych

6. Sl noBeny cebs rimyno

7. S cnenny

8. Sl He cmory ce0si KOHTPOJIMPOBAThH
9. S xoro-HuOynp u300b10

10. VYV meHs OyJeT UHCYJbT

11. S coliny c yma

12. 1 He cMoOry clep>KaTbCs U 3aKpUvy
13. 51 Gyxay roBopuTh INIyNO MM HECBA3HO

14. S Oyay mapain3oBaH CTpaxom
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Client ID .

1. Pleass indicato the degree 0 which you avoid the following places or sinasions hecause of

discomfort or anxiety. Rate your amouat of avoicancc

companion and when you are alone. Do this by using :he following scale:

when you are with @ Tusted

1 2 3 4 5
Sever avold racclyavoid  avotdabouwr  avoidmost  always avoid
alf of the ime  of the time

Cizcle the number for each situation or pi

2ad when aione. Leave slank sitwations that o not 2pply (© you

= under both conditions: when accompasied

Plages _ When accompanied When alone
23 e 1203 4
203 4 5|t o2 3 4 3
T3 4 5| i 2 3 a4 3
CIASSIOOMS e 203 4 51 23 4 5
Department Soses ... 1053 4 51 2 3 4 5
Restaurants.. 23 4 5 23 4 3
Muscums 2 4 3 203 4 s
Elevato i o2 405 1 2 3 & 3
Auditoriams or sadiums 1oz 4 st 3 4
[ 2 4 5 L 2 2 4
High pla 12 4 5|1 2 3 4 5
Please teil how high |
Enclossd places . L 2 3 4 5|1 2 5 a4 s
When Waen alone
3 4 sl 2 3 4 3
1Lz 3 4 5:3i 1 3 4 3
Riding in When When alone
Buses ‘ 1203 4 5iL 2 3 4 s
Trains P12 3 4 si1 2 3 4 s
Subways oz 4 51 2 3 4 5
Adrplanes. 2 03 4 5|1 2 3 4 s
BOALS o : 2 3 4 5|1 2 3 4 s
Driving or riding ia car Wher Wher alone
A at anyrim L2 3 4 501 2 3 4 5
B. or expressways. 1 2 3 4 5|1 3z 3 4 s

coyyright 1984, Dianne L. Chaubless
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e E— W a3 42

Standing n lines. L2 3 4 5

Crossing bridges. P2 3 4 5

Partes or social gatherings T2 03 45

Walking on she street iz 03 4 s

Staying ar home alon 12 3 4 s
Being faraway fromhome . L 2 3 4 12 3 4 |
Other (specify): i R B i
[t 2 3 ¢ 5|1 2 3 4 5|

©

. Afte compieting the first step, circle the five items with which you are most concerned. OF
the tems listed, these are dhe five sitaations or places where gvoidance/anxiezy most
efects your life in a negative way

‘Panic attacks
3. We detine a panic amack as:

1. A high leve of aexiery accompanied by.
smong body reactions (seart palpitations, swesting, muscle remors, dizziness, nauses) with..
the temporary loss of the ability to plan. think, or reason and.
4. the intense desice 1o sscape or tlee the sitation. (Noce: This is different from high
Pleass indicae the total number of panic aracks you bave had in the Iast 7 day:

anxiety o fear alone).
in the ust 3 weeks: E

How severe or intense have the panic attacks been? (Place an X on the tins below):

very Al moderately very exemely
miid severe severs severs
1 2 3 4 5
Safety zane

4. Many peoplc are able 1 tavel alone frecly in an area (usuaily arownd their home) called
their safety zone. Do you have such a zone? If yes, please describe:

2. its location: ]

b. its size (¢.g. radius fom horae): |

apyright 1981, Cianne L. Chambless
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Mobility Inventory for Agoraphobia
Russian Adaptation

Wuctpykuus. [oxanyiicta, ykaxxuTe, Kak yacTo Bsl n3beraere cieayonmx MeCT HIu
cUTyalui u3-3a Auckomdopra nim decnokoricrea. OeHUTE YaCTOTY TaKOTO
n3beranus, korga Bel oqus. Mcnone3yiiTe cienyromye noka3aTesnu:

1 = Hukorna He u3beraro

2 = Penko uzberaro

3 = H306eraro npuOIU3UTEIHLHO B TIOJOBUHE CITy4YacB
4 = U36eraro 00JbLIYIO YACTh BPEMEHU

5 = Us0Oeraro Bcerma

1. Teatpsl

2. IIponykTOBBIE Mara3uHbI

3. Knaccel unu ayauropuun

4. YHuBepmaru

5. PecTopansl

6.  Myszenu

7.  Jludte

8. CTtaauoHbl

9. [Mapaku uiam CTOSTHKU

10.  BeicoThl

11.  3amxnHytble npoctpancTBa (Hampumep, TyHHEM)

12.  OtkpsIThIe IpOocTpaHCcTBa BHE nomeleHui (Hanpumep, nosns, mupokue
YITUIIBI)

13.  OTKpbITBIE IPOCTPAHCTBA BHYyTpH nometenuii (Hanpumep, 6oibmue
KOMHATBI, 3aJIbI)

IHoe3aku B:

14.  ABrtoOycax, Tposuieidycax

15.  Tloe3max

16.  Metpo

17.  Camonerax

18.  Kopabusax unm 1oaKax

19.  Mamunax, Bcerna

20. MamunHax, Ha CKOPOCTHBIX aBTOMAaruCTpalsax
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Appendix 1.6h Mobility Inventory for Agoraphobia (Russian
Copyright © 2005 by R. I. Kotov, N. B. Schmidt, & A. V. Antipova

Curyanum:
21.  CrosaTh B ouepensx
22. [TepexoauTh MOCTBI
23. Beuepunku unu cobopuia
24. WUnru no ynuue
25. BbeITE OMa 0tHOMY
26. Haxonurtescs mpaneko oT I10M
27. Kunoreatpsl
28. Poiaku
29 [Ton3zemHubie IEpexob

344

[Tannyeckas aTaka — 3TO CUJIbHBIN MPUCTYT cTpaxa. [loaBepriuecs eil ouymarT
BHE3aIHBIN CTpax M MHOT/Ia HE MOTYT OOBSICHUTH, YEr0 OHU, COOCTBEHHO, OosATcs. B
IIPOLIECCE 3TOM aTaKW BO3HUKAIOT TAKUE OTUETIMBO BBIPAKEHHBIE CUMIITOMBI KaK
CTECHEHHOE JIbIXaHHe, CepALeONEHUs, TPOXKb, IOTCHUE U TOJIOBOKPYKEHHUE,
BBI3bIBAIONINE HEPEAKO CTPax HEM30eKHOM cMepTH. MoKeT HACTyUTh BpeMEHHas
yTpaTa cnocOOHOCTH aHAJIM3UPOBATh CUTYAIMIO U TUIAHUPOBATh CBOU AelicTBus. Ha
BpEMsI MOXKET BO3ZHUKHYTh ITyTaHUIIA B MBICJISIX, BBI3BIBAIOLIAS CTPaX COMTH C yMa WU
NOTEPATh KOHTPOJIb HaJ co00ii. HacTo Bce 3TO MPUBOIUT K CHIIBHOMY JKEJIaHUIO U30eraTh
KaKuX-1100 CUTYyaIlMil UM POCTO YOeraTh U3 ONpeeIeHHbIX MECT.

Ecnu Takue npucTynsl ObIBatoT y Bac, ykaxkute, moxanyicra, X KOJIMYECTBO 32

nociuequue 7 ,Z[HEI?'I:
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TRAINING ACCEPTABILITY RATING SCALE (TARS): CBT training

Instructions: Based on the training that you received, please rate your agreement
with the following statements on this scale:

1 = strongly disagree

2 = moderately disagree
3 = slightly disagree

4 = slightly agree

5

moderately agree

6 = strongly agree
The first six statements concern the appropriateness or acceptability of the
workshop's content: do you think that the material was 'socially valid'?

CIRCLE YOUR
LEVEL OF
AGREEMENT
I General acceptability: I 2 3 456
this approach to CBT training would be appropriate for a
variety of mental health service providers.
2 Effectiveness: 1 2 3 456
the CBT training will be beneficial for mental health service
providers who receive it
3 No negative side-effects: I 2 3 456
the CBT training will not result in therapy that leads to harm
to clients
4 Appropriateness: I 2 3 456
most participants would accept that this CBT training
programme provided an appropriate approach to training in
cognitive behavioural therapy
5 Consistency: I 2 3 456
the CBT training was consistent with common sense and
good practice in helping mental health service providers to
provide CBT treatments
6 Social validity: 1 2 3 456

most mental health service providers would approve of
training in this therapy method (e.g. would recommend it to
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others)

The next 12 questions focus on your impressions of the teaching process and
outcomes (i.e. how competently you think the training was conducted, and whether it
was helpful or not).

For each question please circle the statement that best expresses your opinion.

PLEASE CIRCLE ONE ANSWER:

7  Did the training improve your understanding of CBT treatments?
Not at all A little Quite a lot A great deal

8  Did the training help you to develop CBT skills?
Not at all A little Quite a lot A great deal

9 Has the training made you more confident as a CBT therapist?
Not at all A little Quite a lot A great deal

10 Do you expect to make use of what you learnt in the training in your clinical
practice?
Not at all A little Quite a lot A great deal

11 How competent were the presenters/ supervisors?
Not at all A little Quite a lot A great deal

12 In an overall, general sense, how satisfied are you with the training?
Not at all A little Quite a lot A great deal

13 Did the training cover the topics it set out to cover?
Not at all A little Quite a lot A great deal

14 Did the presenters/ supervisors relate to the group effectively?
(e.g. made you feel comfortable and understood)
Not at all A little Quite a lot A great deal

15 Were the presenters/ supervisors motivating? (e.g. energetic, attentive and
creative)
Not at all A little Quite a lot A great deal

16 How much were you able to implement the training in your practice?
Not at all A little Quite a lot A great deal

17 What was the most helpful part of the training for you personally?
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18 What change, if any, would you recommend? (e.g. to the content or training
methods)
19 Please make any other comments that you would like to offer.
20 Did the supervision improve your understanding of CBT treatments?
Not at all A little Quite a lot A great deal
21 Did the supervision help you to develop CBT skills?
Not at all A little Quite a lot A great deal
22 Has the supervision made you more confident as a CBT therapist?
Not at all A little Quite a lot A great deal
23 In an overall, general sense, how satisfied are you with the supervision?
Not at all A little Quite a lot A great deal
D. Milne

DM/KM/11th October, 2007, DCP pilot of EBS manual

(Part I from Davis, J.R, Rawana, E.P & Capponi, D.R. (1989).
Acceptability of behavioural staff management techniques.
Beh Res Treatment, 4, 23-44,

Part I from Milne & Noone 1996; CFF Project, HATQ).
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OLEHKA D2OPEKTUBHOCTHU TPEHHUHI'A (O3JT)

I/IHCprKIII/II/I AJIA 3aII0OJITHCHUA . OIIGHI/ITG 06y‘I€HI/I€ KOFHHTHBHO-HOBG)IGH‘IGCKOﬁ
TCparnu, KOTopoc Bri IMOJIYYHUJIN B paMKaX 3TOT'O ITPOCKTA.

= IIOJIHOCTBIO HE cOrjlaceH / He corjlacHa
= He BIOJIHE COIJIaceH / corjiacHa
CKOpPEC HC COIJIACCH / He coryacHa
CKOpEC COorjiaCCH / cornacHa

= BIIOJIHE COIJIaceH / corjiacHa

= IIOJIHOCTBIO COTJIAaCEH / corjlacHa

AN R W=
I

YTBCp}KlICHI/ISI 1-6 xacarorcs IMPUMCHUMOCTHU / I0OJI€3HOCTH JaHHOI'O TPCHUHTIA.
Cuwnraere 1u BLI, 4TO ITOJIYYCHHOC 06y‘1€HI/I€ SABIIACTCA COIII/IaJII)HO-BHa‘II/IMBIM?

OnennTe, HACKOJILKO
BrbI cortacHsl ¢

HUKEPUBEACHHBIMU
YTBEPKICHUAMHU

1 O0mass npUMeHUMOCTh: 00yYeHUE KOTHUTHBHO- I 2 3 4 5 6
NOBEACHYECKOM Tepanuu Oy 1eT MHTEPECHO MHOTUM
YUPEKACHHUSAM U KOHCYJbTaHTaM, IIPEI0CTaBISIOIIUM
YCIIyTH B 0071aCTH MEHTAJIBHOTO 3/10POBbSI.

2 D¢dPeKTUBHOCTDH: MPOXOKICHUE TAHHOTO 00yUEHUS, I 2 3 4 5 6
BEPOSITHO, OYJIET MOJIE3HO ISl BHIILICYTOMSHYTHIX
YUpEeXKACHUI U KOHCYJIHTAHTOB.

3 OTtcyTrcTBHE OTPHLATEIbHBIX MO00YHBIX 3¢ PeKTOB: I 2 3 4 5 6
UCIOJIb30BaHUE KOTHUTHUBHO-TIOBE/ICHYECKON TEparuH,
BEPOSITHO, HE IPUUUHUT BpEJ] KJIUEHTaM.

4 YmecTHOCTB: OOJIBITMHCTBO YYACTHUKOB MPU3HAIIO OBI, I 2 3 4 5 6
410 00y4YeHHEe 00€CTICYMIIO YMECTHBIN MOIX0]T K
00y4YeHHIO0 KOTHUTUBHO-TIOBEIEHYECKON TEparuH.

5 IocqenoBaTebHOCTh: B O0y4YEHUH MTOCIICI0BATEIBHO 1 2 3 4 5 6

COBMEIIAJIMCH KaK 3[paBblii CMBIC] (IOHUMaHUE
MPOIIECCOB), TaK U MPAKTUKA JIJIsi 00eCTIeUeHUS Ty qIIIeH
MTOMOIIM YUPEKICHUSAM B IPEAOCTABICHUN YCIYT
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KOFHHTI/IBHO-HOBG}ICH‘IGCKOﬁ TCparunu.

CounajibHasi 3HAYMMOCTh: OOJILIIUHCTBO 1 2 3 4 5 6
CIICIMAIM3UPOBAHHBIX YUPEKIECHUN 0100pAT

IPOXOXKACHUE TAHHOTO TPEHUHTA (a TaK)Xe, BO3MOXKHO,

PEKOMEHAYIOT MTPOXOXKIEHUE MOJOOHOT0 O0yUeHUS

JIPYTUM YUPESKICHUSIM).

Crnenyromue 12 BonmpocoB kacaroTcs Bamux BrieuaTiaeHud OT 00y4YeHuUs U ero
pe3ynbraroB. Hackonbko mosiaHo, mo Bamemy MHeHUIO, OBIIIO paCKPBITO COAEPIKaHUE,
¥ OBLIO JIM TaHHOE O0y4eHHUE TTOJIe3HBIM?

I[JIH KaXXIa0To BOIIpOCa BLI6CpI/IT€ OTBCT, KOTOpBIﬁ HauoOoJiee OTpaXacT Bamm
BIICYATJICHUA.

TIOXXAJIYHUCTA, BRIBEPUTE, OJIH OTBET:

7

10

11

12

13

14

Be0-00yyenue ynyummuio Bame noHuMaHue MeTO0B KOTHUTHUBHO-
NnoBeeHYeCKOH Tepanum?
Huckonbko Hemnuoro JlocTaTo4uHO OucHb

Be0-00y4yenune nomorasio Bam pa3BuTh HAaBbIKHM, HE00OX0AUMBIE /IS
NpoBeJeHUs] KOTHUTUBHO-TIOBEIeHYEeCKOM Tepanuu?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

YyscrByerte jin Bbl ce0s1 00/1ee yBepeHHO KAK CHEHAJINCT KOTHUTHBHO-
NMOBeIeHYEeCKOM Tepanum MmocJjie Npoxo:KaeHns Bed-o0yuenme?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

Cuuraerte Ju Bbl, 4TO CMOKeTe NCMOJB30BATH MOJY4Y€HHbIE B PAMKAX Be0-
o0yuyeHHe 3HAHMS B CBOCH KJIMHUYECKON MpaKTHKe?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

HackoJIbK0 KOMIIETEHTHBI ObLJIM TPEHEPbI, IPOBOAMBINNE Be0-00yyenune?
Huckonbko Hemnuoro JlocTaTo4uHO OucHb

HackoJsbk0 Bbl y10B/1€eTBOpEeHbI BeO-TPEHMHIOM B 1eJIOM?
Huckonbko Hemnuoro JlocTaTo4yHO OucHb

bbli1M J1M pacKpBITHI NPEABAPUTEIbHO 3a8BJCHHbIC TEMbI B pAMKax
JAHHOTO BeO-00yueHmne?
Huckonbko Hemnuoro JlocTaTo4uHO OucHb

MotuBupoBaau a1 Bac TpeHepsl B npounecce Bed-o0yyenue (0bL1M JIM OHH
IHEPrUYHbIMH, BHUMATEIbHBIMH U TBOPYECKUMH)?
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Hucxkonbko Hemnoro JlocTatoyHo Ouenb

15 Kakas yactb 00yueHus Obljia HauboJ1ee moJsie3na ajas Bac anuno?

16 Kakue n3menenusi Bol pekoMeH10Ba/ 1 ObI BHECTH, €CJIH TAKOBbIE MMEKOTCS
(HanmpuMep, B coepKaHNE TPEHUHIA WIH MeTOAbl 00y4YeHus1)?

17 Iloxamyiicra, caesaire Jr00ble Apyrue KOMMEHTapHH, KOTOpbIe, Ha Bam
B3IJISId, OyAYT MOJIe3HBI.

CJIEAYIOIIME BOITPOCBHI KACAKOTCA BAIIEI'O OIIBITA CO CYIIEPBU3NA

18. Hoxanyiicra, ykaxure GopmMy cynepBU3HHU, KOTOpPbIe Bbl mosyyanau B
PaMKax 3TOro IMpoeKTa:
[ ] cynepBusus no ckaiiny ot onsitHoro KBT Tepanesta

[] «camo-cynepBu3us» depes exeMecsIaHOe 3aM0IHEHUE KOHCYIBTAI[HOHHOTO JIHCTa
TIOXAJIYHUCTA, BRIBEPUTE, OJIH OTBET:

19. CynepBu3us yayumunja Bame noHuMaHue MeT010B KOTHUTHUBHO-
NoBeJeHYeCKoi Tepanun?
Huckonbko Hemnuoro JlocTaTouHO OucHb

20. CynepBu3us nomoryia Bam pasButb HaBbIKH, HEO0OX0AMMbIE JIsI
NpoBeJeHUs] KOTHUTUBHO-TIOBEIeHYeCKOM Tepanuu?
Huckomnbko Hemnuoro JlocTaTouHO OucHb

21. YyscrByete jin Bbl ce0s1 00/1ee yBepeHHO KaK CHEUAJINCT KOTHUTHBHO-
NMOBeIeHYECKOM Tepanum nocJjie NpoXo:KIeHns cynepBu3um’?
Huckomnbko Hemnuoro JlocTaTouHO OucHb

22. Hackoabko Bbl y1oBJIeTBOpEeHBI CyniepBU3Ueil B mejaom?
Huckonbko Hemnuoro JlocTaTouHO OucHb



APPENDIX 2 351

Appendix 2: Trial Specific Measures



Appendix 2.1a Training and Trainee Characteristics Questionnaire (A-CBT version) 35z

General information:
1. Name:

). How many years experience as a qualified therapist did you have when you started the Diploma/ MSc in
Advanced Cognitive Therapy Studies? Please fill in the appropriate number:
years

Lo

. For admittance to the course, you were all required to either be already BABCP accredited as CBT
therapists, or to have sufficient training and experience to warrant accreditation by the BABCP should you
so desire.

Are you now BABCP accredited as a CBT therapist? If so, when did you achieve accreditation? Please chec
the appropriate answer
_ Yes Date of accreditation:
____No

Are you now BABCP accredited as a CBT supervisor? If so, when did you achieve accreditation? Please
check the appropriate answer
_ Yes Date of accreditation:
____No

Are you now BABCP accredited as a CBT trainer? If so, when did you achieve accreditation? Please check
the appropriate answer
_ Yes Date of accreditation:
____No

1. Prior to starting the Diploma/ MSc in Advanced Cognitive Therapy Studies, what was your total general
therapy experience (including CBT and non-CBT cases):
Please circle the appropriate answer

0-10 cases 11-20 cases 21-50 cases 50+cases

2. Prior to starting the Diploma/ MSc in Advanced Cognitive Therapy Studies, what was your total CBT
therapy experience (CBT cases only):
Please circle the appropriate answer

0-10 cases 11-20 cases 21-50 cases 50+cases

". Prior to starting the Diploma/ MSc in Advanced Cognitive Therapy Studies, how much training in CBT did
you have (workshops, etc.)?
Please fill in the approximate number of days of CBT training
days

1. Prior to starting the Diploma/ MSc in Advanced Cognitive Therapy Studies, for approximately what
duration of time (if any) had you received supervision from a CBT specialist: e.g., “I had received CBT
supervision for 4 years prior to starting the course.”
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1. In general, how frequent was your CBT specialist supervision? Please circle one.

bimonthly monthly biweekly weekly other:

. Prior to starting the Diploma/ MSc in Advanced Cognitive Therapy Studies, approximately how many
total hours of supervision from a CBT specialist had you received? e.g., for about one year, I had weekly
CBT supervision. For another 5 years, I had monthly CBT supervision.

. How many total hours of CBT supervision did you have during the duration of the course, but not
provided by the Diploma/ MSc in Advanced Cognitive Therapy Studies? If you still have your CBT activity
'og, this should be of help at this point.

Please fill in the approximate total time period, e.g., during the first year of the of the course, I had
monthly CBT supervision through my local service; therefore I had 1 hour*12 months* 1 year= 12 hours
= hours

Course assessment:

. How would you rate you level of CBT competence (as a therapist) prior to starting the Diploma/ MSc in
Advanced Cognitive Therapy Studies? please circle one number

) ---1-- -2-- 3 4 5
10 ability minimal ability = some ability = moderate ability considerable ability complete mastery

2. How would you rate your CBT competence (as a therapist) upon completing the Diploma/ MSc in
Advanced Cognitive Therapy Studies? please circle one number

) ---1-- -2-- 3 4 5
10 ability minimal ability = some ability = moderate ability  considerable ability complete mastery
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3. How much impact do you think the following components of the course had on any increase (or decrease)
in your level of CBT competence? Please circle the item that best describes the amount of impact you
think each component had.

COMPONENTS OF TRAINING Amount of impact
please circle the appropriate description for each item

Clinical Updates:

L. Reading CT literature on your own in none minimal somewhat moderate sizable very large
sreparation for clinical updates

2. Theoretical input from clinical updates none minimal somewhat moderate sizable very large
3. Clinical material within clinical updates none minimal somewhat moderate sizable very large
4. Experiential exercises within clinical none minimal somewhat moderate sizable very large

1pdates: In general

5. Experiential exercises within clinical none minimal somewhat moderate sizable very large
1pdates: Role plays

5. Experiential exercises within clinical none minimal somewhat moderate sizable very large
1pdates: Group exercises

7. Experiential exercises within clinical none minimal somewhat moderate sizable very large
1pdates: Practising behavioural

2xperiments

3. Reflection on application of materials none minimal somewhat moderate sizable very large

sresented in clinical updates to your
:urrent practice

). Using CBT methods on yourself (e.g., none minimal somewhat moderate sizable very large
laily thought records)
L0. Discussion with peers while preparing none minimal somewhat moderate sizable very large

‘or clinical updates

(1. Other experiential elements during none minimal somewhat moderate sizable very large
:linical updates (please describe):

(2. Review of clinical update Power Point none minimal somewhat moderate sizable very large
randouts and notes

13. Hearing feedback and questions from none minimal somewhat moderate sizable very large
seers during teaching sessions

14. Informal discussions with peers during none minimal somewhat moderate sizable very large
oreaks
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COMPONENTS OF TRAINING Amount of impact
please circle the appropriate description for each item
(5. Informal discussions with tutors during none minimal somewhat moderate sizable very large
oreaks

Written work:

16. Preparing and writing case reports none minimal somewhat moderate sizable very large

t7. Feedback on case reports none minimal somewhat moderate sizable very large

For these questions, we are interested the impact you think the supervision

Supervision practicals you received for your clinical work with patients had on your CBT
(clinical cases): competence as a therapist.

(8. Supervision of clinical work (in general)  none minimal somewhat moderate sizable very large
19. Process of preparing for supervision none minimal somewhat moderate sizable very large

‘preparing case presentation and questions)

20. Peer feedback on recordings of clinical none minimal somewhat moderate sizable very large
~vork with patients

21. Role plays of clinical scenarios during none minimal somewhat moderate sizable very large
supervision practicals

22. Observation of peers’ discussion of none minimal somewhat moderate sizable very large
:linical work during supervision practicals

23. Tutors’ CTS ratings and comments on none minimal somewhat moderate sizable very large
submitted recordings of clinical work

24. Listening to your own clinical tapes and  none minimal somewhat moderate sizable very large
-ating them on the CTS

For these questions, we are interested in the impact you think the

Supervision practicals supervision you received for your supervision of other therapists had
(supervisory skills): on your competence as a disseminator.
25. General feedback and instruction none minimal somewhat moderate sizable very large

-egarding supervisory skills from tutors
luring supervision practicals

26. General feedback from peers regarding none minimal somewhat moderate sizable very large
supervisory skills during supervision

oracticals

27. Observation of peers’ discussion of none minimal somewhat moderate sizable very large

supervisory work during supervision
oracticials
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COMPONENTS OF TRAINING Amount of impact
please circle the appropriate description for each item

28. Tutors’ rating on the “Therapist none minimal somewhat moderate sizable very large
Competence Scale” and comments on
submitted recordings of supervisory work

29.Listening to your own supervisory none minimal somewhat moderate sizable very large
ecording and rating them on the
‘Therapist Competency Scale”

30. Other (any additional component not none minimal somewhat moderate sizable very large
isted above):

4. Reasons for seeking training through the Diploma/ MSc in Advanced Cognitive Studies
course?

Please circle one number for each item to describe its importance in your decision to seek training.

1. Advancement in professional career within the NHS or current occupational setting

o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

5. Enhanced opportunities for future private practice

o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

>. Desire to enhance competence as a CBT practitioner

o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

1. Desire to enhance competence as a CBT trainer and supervisor

o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
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2. Agreement with the cognitive model

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

Sense of incompetence at times when providing therapy or disseminating CBT

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. Funding for a post-qualification course became available through NHS CBT initiatives or employer

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. Desire to obtain BABCP accreditation as a CBT therapist

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

Desire to obtain BABCP accreditation as a CBT supervisor or trainer

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
. For use of CBT in future research

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
. For the purposes of personal growth

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

Desire to seek a peer group of like-minded practitioners

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
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n. Pressure to enhance CBT competence or practice from current/ future employers

35¢

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. Other (any additional motivation not listed above):

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

Many thanks for your time and effort in completing this survey!
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General information:
1. Name:

d. Age:
». Gender:

1. Profession:

v

. How many years experience as a qualified therapist did you have when you started the CBT diploma
course? please fill in the appropriate amount:
years

". Are you BABCP accredited? please check the appropriate answer

yes
no

2. If not, do you think it is likely that you would meet the BABCP accreditation as a therapist?

>

olease check the appropriate answer
yes
___no
_____notsure

1. Prior to starting the CBT diploma course, what was your total general therapy experience (including CBT
and non-CBT cases):
olease circle the appropriate answer

0-10 cases 11-20 cases 21-50 cases 50+cases

. Prior to starting the CBT diploma course, what was your total CBT therapy experience (CBT cases only):
olease circle the appropriate answer

0-10 cases 11-20 cases 21-50 cases 50+cases

. Prior to starting the CBT diploma course, how much training in CBT did you have (workshops, etc.)?
slease fill in the approximate number of days of CBT training
days

)

¢. Prior to starting the CBT diploma course, approximately how many total hours of supervision from a
CBT specialist had you received?

Please fill in the approximate total time period, eg: for 2 years I had once-weekly supervision; therefore, I

had 1 hour*48 weeks*2 years= 96 hours in all.

= hours




Survey for the CBT Diploma course

. In total, the amount of additional CBT supervision received during the CBT diploma course:
olease fill in the appropriate amount

number of months during the duration of the course

total number of hours of additional CBT supervision during the diploma course

Course assessment:
. How would you rate initial (pre-course) level of CBT competence: please circle one number

36(

) -—-1-- -2

5

10 ability minimal ability = some ability = moderate ability  considerable ability complete mastery

N
.

How would you rate your current level of CBT competence? please circle one number
p) ---1-- -2

5

10 ability minimal ability = some ability =~ moderate ability = considerable ability complete mastery

3. How much impact did the following components in the course have on any increase (or decrease) in your
level of CBT competence? Please circle the item that best describes the amount of impact you think each

component had.
Component of training Amount of impact
please circle the appropriate description for each item

| 1
1. individual reading of CBT literature none minimal somewhat moderate sizable very large

| 1
2. theoretical section of lectures none minimal somewhat moderate sizable very large

| 1
3. clinical material within lectures none minimal somewhat moderate sizable very large

| 1
4. experiential exercises within lectures none minimal somewhat moderate sizable very large
(in general)

| 1
5. experiential exercises within lectures: none minimal somewhat moderate sizable very large
role plays

| 1
6. experiential exercises within lectures: none minimal somewhat moderate sizable very large
group exercises

| 1
7. experiential exercises within lectures: none minimal somewhat moderate sizable very large
practicing behavioral experiments

| 1
8. reflection on application of materials none minimal somewhat moderate sizable very large
to your current practice

| 1
9. using CBT methods on yourself (ie: none minimal somewhat moderate sizable very large
daily thought records)

| 1
10. any other experiential elements none minimal somewhat moderate sizable very large

during lectures:
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Component of training Amount of impact
please circle the appropriate description for each item

1
11. preparing and writing of essays/ none minimal somewhat moderate sizable very large
dissertation

1
12. preparing and writing of case reports none minimal somewhat moderate sizable very large

. ] 1

13. peer therapy (in general) none minimal somewhat moderate sizable very large

1
14. peer therapy: experience as a client none minimal somewhat moderate sizable very large
(practicing on self)

1
15. peer therapy: feedback from a peer none minimal somewhat moderate sizable very large
on their client-experience with you as
the therapist

1
16. peer therapy : none minimal somewhat moderate sizable very large
any other aspect

1
17. informal discussions with peers none minimal somewhat moderate sizable very large
during breaks

1
18. informal discussions with presenters none minimal somewhat moderate sizable very large
during breaks

1
19. review of power point handouts and none minimal somewhat moderate sizable very large
notes

1
20. reflecting at the end of the day on none minimal somewhat moderate sizable very large
materials covered and how it can be
applied to my own practice

1
21. hearing feedback and questions from none minimal somewhat moderate sizable very large
peers during lectures

1
22, supervision (in general) none minimal somewhat moderate sizable very large

1
23. supervision: general feedback and none minimal somewhat moderate sizable very large
instruction from supervisor

1
24. supervision: general feedback from none minimal somewhat moderate sizable very large
peers

1
25. process of preparing for supervision none minimal somewhat moderate sizable very large
(preparing case presentation and
question)

1
26. supervisor feedback on session tapes none minimal somewhat moderate sizable very large
during supervision

1
27. peer feedback on session tapes none minimal somewhat moderate sizable very large

during supervision
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Component of training Amount of impact
please circle the appropriate description for each item

T 1
28. supervisor CTS rating and none minimal somewhat moderate sizable very large
comments on submitted tapes

T 1
209. listening to own tapes and rating on none minimal somewhat moderate sizable very large
CTS

T 1
30. role plays within supervision none minimal somewhat moderate sizable very large

T 1
31. observation of peers’ supervisory none minimal somewhat moderate sizable very large
interactions

T 1
32. Other (any additional component none minimal somewhat moderate sizable very large

not listed above):

4. Reasons for seeking training at this point in your practice?

Please circle one number for each item to describe its importance in your decision to seek training.

1. Advancement in professional career within the nhs

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
). Opportunity for future private practice

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
>. Desire to be a competent CBT practitioner

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. Agreement with the cognitive model

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
2. Sense of incompetence at times when providing therapy

o 1 2 3 4 5

not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
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36:

". Opportunity with current nhs CBT initiatives to get funding/ support from service where you are currently

employed
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. Desire to obtain BABCP accreditation
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
1. For use of CBT in future research
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
For the purposes of personal growth
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
Desire to seek a peer group of like-minded practitioners
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
. Pressure to be CBT competent or compliant from current/ future employers
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation
Other (any additional motivation not listed above):
o 1 2 3 4 5
not a slight somewhat considerable very a primary
notivation consideration important motivation important motivation

Many thanks for your time and effort in completing this survey!
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Cognitive Behavioural Therapy Theory and Assessment Skills Scale (C-TASS)

Tape number : Date of Rating

Directions: For each recording, assess the therapist on the 0 to 6 scale below, and record the rating on the line next to the item
number. Descriptions are provided for even-numbered scale points. If you believe the therapist falls between two of the
descriptors, select the intervening odd number (1, 3, 5). For example, if the therapist set a very good agenda but did not
establish priorities, assign a rating of a 5 rather than a 4 or 6.

If the descriptions for a given item occasionally do not seem to apply to the session you are rating, feel free to disregard them

and use the more general scale below:
0 1 2 3 4 5 6
Poor  Barely Adequate  Mediocre  Satisfactory Good Very Good  Excellent

Please do not leave any item blank. For all items, focus on the skill of the therapist, taking into account how difficult the

patient seems to be.
Part . GENERAL THERAPEUTIC SKILLS

1. SETTING THE SCENE

0  Therapist did not explain assessment or make any attempt to set the patient at ease.
2 Therapist was friendly and acknowledged the context of the initial interview, but only in passing.

4 Therapist tried to set the patient at ease, and explained the process and goals of assessment (i.c., that this sessions
does not include treatment, but is a chance for the therapist to understand the patient’s current concerns and
difficulties).

6  Therapist displayed optimal warmth and sensitivity in the initial interaction with the patient. Process and goals of the
assessment were outlined in a way that set the tone for collaboration (e.g., therapist expressed the desire to more
thoroughly understand the patient’s difficulties, encouraged patient to give feedback if questions became too
uncomfortable, or seem irrelevant.).

2. FEEDBACK

0  Therapist did not ask for feedback to determine patient’s understanding of, or response to, the session.

2 Therapist elicited some feedback from the patient, but did not ask enough questions to be sure the patient understood
the therapist’s line of reasoning during the session or to ascertain whether the patient was satisfied with the session.

4 Therapist asked enough questions to be sure that the patient understood the therapist’s line of reasoning throughout
the session and to determine the patient’s reactions to the session. The therapist adjusted his-her behaviour in
response to the feedback, when appropriate.

6  Therapist was especially adept at eliciting and responding to verbal and non-verbal feedback throughout the session
(e.g., elicited reactions to session, regularly checked for understanding, helped summarise main points at end of
session).

3. UNDERSTANDING

0  Therapist repeatedly failed to understand what the patient explicitly said and thus consistently missed the point.
Poor empathic skills.

2 Therapist was usually able to reflect or rephrase what the patient explicitly said, but repeatedly failed to respond to
more
subtle communication. Limited ability to listen and empathise.

4 Therapist generally seemed to grasp the patient’s “internal reality” as reflected by both what the explicitly said
and what the patient communicated in more subtle ways. Good ability to listen and empathise.
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6

131

Therapist seemed to understand the patient’s “internal reality” thoroughly and was adept at communicating this
understanding through appropriate verbal and non- verbal responses to the patient (e.g., the tone of the therapist’s
response conveyed a sympathetic understanding of the patient’s “message”). Excellent listening and empathic skills.

4. INTERPERSONAL EFFECTIVENESS

0 Therapist had poor interpersonal skills. Seemed hostile, demeaning, or in some other way destructive to the patient.

2

Therapist did not seem destructive, but had significant interpersonal problems. At times, therapist appeared
unnecessarily impatient, aloof, insincere or had difficulty conveying confidence and competence. The assessment
process seemed like an impersonal interview designed primarily to gather data.

Therapist displayed a satisfactory degree of warmth, concern, confidence, genuineness, and professionalism. Patient
engagement in the assessment process was productively negotiated. No significant interpersonal problems.

Therapist displayed optimal levels of warmth, concern, confidence, genuineness, and professionalism, appropriate
for this particular patient/session. Questions were posed with sincere curiosity, and the therapist responded with
compassion and sensitivity to patient disclosure.

5. COLLABORATION

0

2

Therapist did not attempt to set up collaboration with patient.

Therapist attempted to collaborate with patient, but had difficulty either negotiating patient engagement in the
assessment process or establishing rapport.

Therapist was able to collaborate with patient, obtain patient engagement in the assessment process, and establish
rapport. The therapist checked back with the patient about what had been understood.

Collaboration seemed excellent; therapist encouraged patient as much as possible to take an active role during the
session (e.g., by explaining rationale for different areas of questioning and checking for patient understanding and
consent) so they could function as a “team”. Therapist provided frequent ‘capsule summaries’ following the
patient’s responses, and made more comprehensive summaries before shifting the focus of questioning (e.g.,
summarized presenting problem before moving on to past history and predisposing factors).

6. SESSION MANAGEMENT

0

2

Therapist made no attempt to structure therapy time. Session seemed aimless.

Session had some direction, but the therapist had significant problems with structuring or pacing (e.g., too little
structure, inflexible about structure, too slowly paced, too rapidly paced, or failed to manage unproductive

digressions.

4

Part II.

Therapist was reasonably successful at using time efficiently. Therapist maintained appropriate control over
flow of discussion and pacing.

Therapist used time efficiently by tactfully limiting peripheral and unproductive discussion, and by pacing the
session as rapidly as was appropriate for the patient. Was able to prioritise session time for assessing topics essential

to creating a CBT treatment-guiding formulation (i.e., maintaining cycles).

CBT ASSESSMENT SKILLS

7. GUIDED DISCOVERY

0

Therapist relied primarily on debate, persuasion, or “lecturing”. Therapist seemed to be “cross-examining” patient,
putting the patient on the defensive, or didactically pointing out links in the patient’s maintaining cycles.
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2

6

Therapist relied too heavily on persuasion and debate, rather than on guided discovery, , or the therapist’s questioning
seemed aimless. However, therapist’s style was supportive enough that patient did not seem to feel attacked of
defensive.

Therapist, for the most part, helped patient see new perspectives through guided discovery (e.g., considering the
links between behaviour, thoughts, feelings and physiology) rather than through didactic explanation. Used

questioning appropriately (ie: used of downward arrowing in a productive manner).

Therapist was especially adept at using guided discovery during the session to explore problems and help patient

draw

his/her own conclusions. Achieved an excellent balance between psychoeducation and skilful questioning.

8. ASSESSMENT OF THE PRESENTING PROBLEM

0

Therapist did not attempt to elicit specific information regarding thoughts, feelings, images, meanings, behaviours,
physiological changes, triggers or modifiers in discussing the patient’s current difficulties, or therapist did not
inquire directly about thoughts, assumptions, meanings, or beliefs.

Therapist used appropriate techniques to elicit some thoughts AND behaviours; however, therapist had difficulty
finding a focus or focused on thoughts/behaviours/ other maintaining factors that were irrelevant to the patient’s key
problems.

Therapist asked about a recent example and elicited information on specific thoughts, beliefs and coping behaviours
relevant to the presenting problem. However, the therapist could have focused on more central thoughts or
maintaining processes (i.e., safety behaviours) that offered greater promise for progress. The therapist did not elicit
enough information in all domains crucial for formulation (i.e., thoughts, feelings, behaviour and physiological
change).

Therapist asks about a recent example and very skilfully addressed the four domains necessary for formulation
(thoughts, feelings, behaviours and physiological changes), with a focus on the key thoughts/ assumptions, and
safety behaviours most relevant to understanding and treating the problem area The therapist also asks about triggers
and modifiers.

9. ASSESSMENT OF CONSEQUENCES

0

Therapist did not attempt to assess the impact the patient’s difficulties have on their lives.

Therapist asked generally about the patient’s current level of occupational or social functioning, but did not inquire
about specific relationships (e.g., spouse, children, family, boss, friends) or life satisfaction.

Therapist assessed the impact of the patient’s problem on their own occupational and social functioning, and on the
lives and relationships with important others (i.e. spouse, children, family, boss, friends). The therapist tuned into
expressions of hopelessness, and asked relevant follow-up questions..

Therapist thoroughly assessed the consequences of the presenting problem on the patient’s own life, and inquired
about its impact on the lives of important others. The therapist’s questioning was titrated to the patient’s responses,
and more attention was given to understanding the areas that might be part of a systemic formulation, or that caused
the patient significant distress. If hopelessness is expressed, the therapist asked follow-up questions to determine
immediate risk.

10. PAST HISTORY AND PRECIPITATING EVENTS

0

Therapist did not attempt to assess vulnerability factors or precipitating events. .

Therapist asked about either early experience or precipitating events, but not both, or therapist spent too much time
on this topic to the detriment of other areas of assessment.

Therapist asked about both topics: early experience, and precipitating events. Therapist asked about thoughts,
conclusions and meaning when discussing the development of the problem.
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Therapist elicited optimal information on vulnerability factors, and precipitating events. When one of the topics
seemed to be worthy of more attention than would usually be given for this patient’s presenting problem, the
therapist acknowledged this, and either requested permission either to move on and return to the subject later, or to
include the subject as an immediate focus of clinical attention.

11. EXPLAINING THE CBT MODEL

0

Therapist is unable to explain the CBT model (e.g., leaves out a crucial element such as cognition, or does not
mention links between the domains).

Therapist had significant difficulties explaining the CBT model. Professional jargon was used, or the explanation
was incomprehensible, or contained factual or theoretical errors (e.g., that physiology causes mood).

Therapist related the explanation to the patient’s presenting problem and engaged the patient in some Socratic
questioning to highlight some links between domains.

The therapist used Socratic questioning to help the patient understand the CBT model and its relation to the
presenting problem. The explanation was clear and accessible and referenced some of the ways in which the
patient’s current cognitions and coping strategies may be working to exacerbate each other.

Part IV. OVERALL RATINGS AND COMMENTS

12.
0

How would you rate the clinician overall in this session, as a cognitive therapist?
1 2 3 4 5 6

Not CBT Poor  Barely Adequate Mediocre Satisfactory Good Excellent
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Therapist’s name:

Patient’s ID #:

Date of assessment:

Please answer the questions below for the patient you are treating:

Age:
Sex: O male
O Female
Marital Status: O Married O Divorced or annulled
O Living with somebody asif [1 Separated
married O Never married
O widowed
What age was the patient Please rate highest educational achievement
when he/ she finished full
time education (i.e. years old 1. Doctor of Science
school/college/university)? 2. Candidate of Science
3. MBA
4. Second diploma
5. University degree
6. College degree
7. Technical degree
8. Other (specify)
What is his/her current 1. Full time employment
employment? 2. Parttime employment
3. Self-employed
4. On sick leave
5. On disability
6. Retired
7. Unemployed

Please provide your current job title/role:

Is the patient currently taking any medication for psychological difficulties (e.g. anxiety or depression medication such
as Amitriptyline or Fluoxetine)?

O Yes (Please state what type of drug If known)

O No

Has the patient ever in the past taken any medication for psychological difficulties (e.g. anxiety or depression
medication such as amitriptyline or Fluoxetine)?

O VYes (Please state what type of drug If known)
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Have the patient ever taken part in any psychological treatment for psychological difficulties (e.g., group/individual

talking therapies such as counselling)?

O Yes (Please state what type of treatment If known)

Main presenting problem: (please tick only one)

O000O0O00000000000

O

Any secondary or co-morbid:

O OO000O0O0OOO0O0O0O0O00Oa0

Depression

Panic disorder/ agoraphobia
Specific phobia

Social phobia
Obsessive-compulsive disorder
Posttraumatic stress disorder
Generalised anxiety disorder
Health anxiety

Eating disorder

Personality disorder

Adjustment disorder

Chronic pain

Medically unexplained symptoms (e.g. IBS,
Substance or alcohol use problem
Psychotic illness

Bipolar disorder

Other (please state)

tinnitus etc.)

Depression

Panic disorder/ agoraphobia
Specific phobia

Social phobia
Obsessive-compulsive disorder
Posttraumatic stress disorder
Generalised anxiety disorder
Health anxiety

Eating disorder

Personality disorder

Adjustment disorder

Chronic pain

Medically unexplained symptoms (e.g. IBS,
Substance of alcohol use problem
Psychotic illness

Bipolar disorder

Other (please state)

(please tick all that apply)

tinnitus etc.)

369
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WARNEFORD HOSPITAL
UNIVERSITY OF OXFORD OXFORD
DEPARTMENT OF PSYCHIATRY

A
(o
SRS
—

INFORMATION FOR PARTICIPANTS
The impact of web-based CBT training

Purpose of study: To evaluate the efficacy of online cognitive behavioural therapy (CBT)
training in effecting change in clinical skill.

Invitation

You are invited to participate in this research study. Before agreeing to volunteer, it is important
that you understand why the research is being done and what it will involve. Please do not
hesitate to ask if there is anything that is not clear or if you would like more information. Take
time to decide whether or not you wish to take part. Thank you for reading this.

What is the purpose of the study?

This research is aimed at understanding more about the effects of online training in CBT on the
clinical CBT skills of fifth year psychology students; we are particularly interested whether
factors such as individual learning style, or previous instruction in CBT have a relationship with
the change in CBT clinical skills

Why have I been invited?
Your have been invited because you are a fifth year student studying clinical psychology-this
learning group will be the focus on the experiment.

This study is NOT suitable for the following people: those who are studying CBT independently at
this time (not as part of your University’s academic programme) through a training course or
through clinical supervision.

Do I have to take part?

It is up to you to decide whether or not to take part. If you decide to participate you would be
given this information sheet and asked to sign a consent form. If you decide to take part, you are
still free to withdraw without penalty at any time and without giving a reason. A decision to
withdraw at any time, or a decision not to take part will not affect your studies or academic status
in any way.

What will happen to me if I take part?

You will be asked to complete a short questionnaire with questions about your learning style. It
should take about 10 minutes to complete. After this, you will be randomly assigned either to a
group that will have immediate access to the online CBT training programme, or to a group that
will be given access to these training materials in six weeks’ time. All participants will be sent by
e-mail a short case description of a fictitious patient. During the following week, an experienced
clinician will telephone you and role-play a clinical scenario involving this fictitious patient, for
approximately 20 minutes. This conversation will be recorded for assessment purposes. At the
end of the conversation, we will ask you to construct a CBT conceptualization of this patient’s
problem.

After this, if you are in the immediate training group, you will receive a user name and password
to access the online materials created by the Oxford Cognitive Therapy Centre. The training
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programme covers basic CBT theory, formulation and assessment and has been translated into
Russian. You will have four weeks to watch these training materials. In all, you will need about 3
hours to complete the training programme. At the end of four weeks, you will receive a second
phone call and will repeat the same scenario as at the beginning of the trial. In total, the study will
take about four hours.

If you are in the delayed training group, you will complete the two role-play assessments at the
same time as the first group, but will receive access to the training programme after the second
phone call is completed.

What are the possible risks and benefits of taking part?

There are no known risks involved with any of the tasks we will use. Should you feel
uncomfortable for any reason during the study please notify the researcher who will pause or
terminate the experiment as appropriate. Your participation is entirely voluntary and you may
withdraw at any time, without giving a reason.

Benefits include a chance to receive CBT training from highly-regarded instructors. When both
phone calls have been completed and you have finished the training programme, we will issue
certificates of participation from the Oxford Cognitive Therapy Centre. In addition, you will be
given access to two additional modules addressing basic clinical CBT skills, and the treatment of
panic disorder and obsessive-compulsive disorder, also translated into Russian.

Will my taking part be kept confidential?

Participation and all information collected will be kept confidentially in anonymous form. Only
the research team will have access to the data, which will be held in accordance with the data
protection act and destroyed after 10 years. Procedures adhere to the British Psychological
Society (BPS) and Oxford Good Practice in Research guidelines.

What will happen to the results of the research?
Anonymised results will be pooled with those of other participants, analysed and subsequently
published and/or reported. No written work will identify any individual.

How can I raise a concern?

If you have a concern about any aspect of this project, please speak to the researcher concerned
(sasha.rakovshik@psych.ox.ac.uk or +7 903 798 2951) who will do her best to answer your
query. If you remain unhappy and wish to make a formal complaint, please contact Miss C. Green
(ethics@medsci.ox.ac.uk) who will then direct your complaint to the appropriate body.

Further information about this research

The study is being carried out for the Doctorate in Psychiatry offered by the Department of
Psychiatry at Oxford University. It has been approved by the University of Oxford, Central
University Research Ethics committee. If you have any further questions, in the first instance
please contact:

Sarah Rakovshik (principal investigator), sasha.rakovshik@psych.ox.ac.uk
Dr. Freda McManus (supervisor), Freda.McManus@psych.ox.ac.uk

Thank you for considering participation
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OKC®OP/JCKUI1 YHUBEPCUTET KJIMHUKA BAPHE®OP]]
OTJIEJIEHUE TICUXUATPUA OKC®OPJL

NHOOPMAILIMA A1 YHACTHUKOB

Leas ncciaenoBanus
OHCHI/ITB YPOBCHb a(b(i)eKTI/IBHOCTI/I 3J'[eKTpOHHOfI BE€pCHU TpPCHUHTA KOFHHTI/IBHO—HOBQI{GH‘IGCKOﬁ
TCpalln B pa3BUTUH KINHUYCCKHUX HABBIKOB.

Ilpuriaamenne

Bbl mpurnamensl Ui y49acTHs B HcchenoBaHuwH. Jlo moaTBepkaeHUs Barmrero mo0poBOIBHOTO
cornacus, BA)KHO TOHUMAaTh, IOYEMY 3TO HCCIEAOBAHHUE MPOBOJNUTCS M B YEM OHO 3aKiro4yaeTcs. Bl
MOXKETE 3aJ1aBaTh JIOOBIC BOMPOCHI M TOJYYHUTH JOMOJHHUTEIBHYIO HH(pOpMaInio, eciim Bam 49To-TO
HesicHo. llomymaiite, neWcTBUTENbHO 1M Bl XoTuTe mnpuHATH ywactue. bnarogapum Bac 3a
03HaKOMJICHHUE C 3TOH HH(pOpMaIneH.

KaxkoBa nean ucciegoBanus?

Ilenpr0 JaHHOTO WCCIIEZIOBAaHUS SBIISETCS JOMOJIHUTENbHOE M3ydeHHe 3(P(PEKTUBHOCTH IJIEKTPOHHOM
BE€pCHU TPCHUHIA KOFHHTI/IBHO—HOBG}IGHHGCKOIZ TEpaliuu Ha KIMHUYCCKHUEC HABBIKH CTYACHTOB IIATOI'O
KypcCa, B 4aCTHOCTH, BJIUAHUC TAKUX (baKTOpOB, KaK I/IHI[I/IBI/II[yaJ'ILHHﬁ CTHUJIb O6y‘16HI/I${ HJIN paHCC
HpOﬁﬂeHHLIe TPECHUHT'U KOFHHTI/IBHO—HOBe}IeH‘IeCKOﬁ TEpali Ha PA3BUTUC KIIMHUYCCKUX HABBIKOB.

ITouemy MeHs1 npuraacuan?
Bbl ObLTH TpUTIIAIICHBI, TaK Kak BBl sSBiIsieTech CTYJEHTOM MATOTO Kypca (bakyiabpTeTa KIMHHYECKOH
IICUXOJIOTUH, T.€. SIBJIAETeCh (POKYC-TPYNIION 3TOTO UCCIICIOBAHUS.

B smom uccnedosanuu HE mozym npunumams yuwacmue CmyOeHmul, uUsyyaiowue KOZHUMUGHO-
NOBEOEHUECKYI0 MEPAnUI0 UHOUBUOYAIbHO (8HE AKAOeMUYeCKOU NpocpamMmbl YHUGepcumema), Ha
MPEHUH2AX UTU NOCPEeOCMBOM UHOUBUOYATLHO20 00YYeHUs.

JoJizkeH JIU s IPUHUMATH YYacTUe B MccJieI0OBaHum ?

[lpyHumaTe 1M y4yacTHe B JaHHOM HCCIEJOBAaHMM  SBJISIETCS  HMCKIIOUMTENbHO Bamum
BOJICH3bsABICHUEM. B ciiydae ecnu BBl pemmre ydacTBOBaTh, Bam OyIeT MpemioskeHO IOANKCATH
3asiBIIGHUE O COTJIACHH C y4acTHEM B HCCIeIOBaHUH. BBl cMokeTe mpepBaTh CBOE ydacTue 0e3 KaKux-
00 mTpadHBIX CAHKIUH W OOBSICHCHHs NMPUYHH. PemeHne NMpekpaTuTh ydacThe B UCCIICIOBAaHUU
WM pellieHne He MPUHUMATh B HEM y9acTHE HHM B KOCH Mepe He MOBIHUACT Ha MPOIECC O0YICHUS MU
Bamr akagemuueckuit craryc.

Yro npeanojaraer Moe yyacrue?

Bam OyneT mpemioskeHO OTBETHTh Ha HECKOJBKO BOIPOCOB, Kacaromiuxcsa Bamrero ctuist oOydeHus.
Oro 3aiimer npumepHo 10 mwmuyT. [locnme sToro mo mpuHHOMITY ciy4yaifHOH BBIOOpKH BbI Oynete
o0BeIMHEHBl C TPYNIOH CTYIEHTOB, KOTOPBIM OyJeT He3aMeIJIHTEIhHO IPeNoCTaBlieH JOCTYI K
3JEKTPOHHON BEPCUU TPEHHMHIa KOTHUTHUBHO-TIOBEJEHUYECKOM Tepamuu, Wi K TPYyIIE CTYACHTOB,
KOTOPBIM OyIyT MpeAOoCTaBIeHbl MaTepHallbl TPEHWHTa depe3 6 Hexedb. Bce CTyIeHTHI MmoyrydaT 1o
JJIEKTPOHHOM I0YT€ ONHCAHUE COCTOSHHs BBIMBINUIEHHOro mnanueHTta. [locime srtoro B TedeHwue
ommxaiimeit Henenu y Bac cocrontcst 20-MHHYTHOE Telle()OHHOE HHTEPBBIO C ONBITHBIM KIMHUYECKIM
KOHCYJIbTAHTOM JUISI OOCY)XKIEeHHs ciydas NaHHOTO BBIMBIIUIEHHOTO MalyeHTa. Bamre oOmieHne c
KOHCYJIBTAHTOM OyZET 3alHcaHo Ul MOCIeyIoLero aHanusa. B koHne pasrosopa Bam mpemnoxat
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KOHIIETITYaJIbHO C(OPMYIMPOBATH MOAXO]] K JICYEHUIO TaHHOTO MAIMeHTa IMOCPECTBOM KOTHUTHBHO-
IIOBEICHYECKOH TEpanuu.

Ilocne »3Toro cryaeHtsl 1-0Mf rpynmel MOAydYaT JOCTyHn (JOTMH M MAapojb) K MaTepuaigam
Oxcdopackoro IeHTpa KOTHUTHBHO-TIOBEJEHUECKOW Ttepamuu. [IporpamMma TpeHHHra MOKpHIBAeT
00mIyI0 TEOPHIO KOTHUTHBHO-TIOBEJICHUECKOH Tepanuu, GOpMYIHPOBKH M OIEHKH, ITepeBelleHHbIE Ha
pycckuii s3pIK. Y Bac Oyzmer 4 Henmenu Juis 0O3HAKOMJIEHHS C JaHHBIMH MaTepuanaMmu. B memom, Bam
NOHaNO00UThCA OKOJIO 3 4acoB, YTOOBI MPOUTH 3TO oOyueHue. Ilo ucTeueHNH 4-HENENBHOTO CPOKa, y
Bac coctoutcst 2-0if TeneoHHBIH pa3roBOp C TeM e CIeHapueM, YTO M B MepBBIA pa3. Takum
00pa3oMm, Bce UCCIIEAOBaHKE 3aiIMeT 0KO0JIO 4 4acoB.

Ecnu Bel mpuHauiexxuTe Ko 2-0if rpymnmne cTyaeHToB, Bam OyneTt mpeaocTaBieH AOCTYI K MaTepragam
TPEHUHTA [TOCJIE 2-0I'0 HHTEPBBIO.

KakoBbl npeanojiaraeMble pUCKH M IPEMMYLIECTBA OT YYACTHS B JaAHHOM HCCJIe0BaHUM?
Pucku, cBsi3aHHBIE C 33IaHUSIMH, KOTOpble Bam OynyT npensnosxeHsl, He BBISBICHBI. B ciydae eciiu Bor
OIyTHTE HEKWH AUCKOM(MOPT IO KakoH-mubo TMpHYMHE, MOoXKalyicTa, coolmmure 00 3TOM
KOHCYJIbTaHTY, KOTOPBI IIPHOCTAHOBHUT HJIM MIPEPBET MCCIeAOBaHUE HaJIeKaIINM 00pa3oM. YdacTue
aBIsieTcs T0OPOBONBHBIM, U BBl MoXkeTe pepBath ero 6e3 00bICHEHUS IPUYHHEL.

[IpeumyIecTBOM ydacTHs B JaHHOM HUCCIICIOBAHHUH SIBJISICTCS MMPOXO0KICHUE 00YICHHUS KOTHUTUBHO-
MOBEJCHUYCCKON TEparuy Y TPEHEPOB BRICOKON kBaynpukanuu. [locie mpoxoxaeHus TpeHnHra Bam
OyIyT Bpy4YCHBI CEPTHPUKATHI O TPOXOKICHUH TaHHOTO 00yueHwms. [Tomumo 3Toro Bam Oynaer
MPEITIOKEH JOCTYI K 2-yM JOMOJHUTEIHLHBIM MOTYJISIM 00YYICHHUS KOTHUTHUBHO-TTOBEICHUECKON
Tepanuu IJis Pa3BUTUA KIMHUYECKUX HABBIKOB JIEYEHUS MAHMYECKOTO PacCTPONCTBA TaKkKe
MepeBeICHHBIX Ha PYCCKUI SI3BIK.

Bynaer i Moe yyacTue KOHQHUIEHUIMATBHBIM?

Bame ygactue OyneT aHOHMMHBIM, a BCA TOJy4YeHHas nHpopMaius KoHpuAeHIuanpHoi. JJoctyn k
JaHHBIM Oy/leT TOJBKO y KOMaHIBl HCCIeAoBaTesied, NaHHble OYAyT COXpaHEHBl YCTaHOBIECHHBIM
o0Opa3oM W yHWYTOXeHHI depe3 10 ser. Bce mpouenypsl COOTBETCTBYIOT cTaHAapTaM bpuraHckoro
IICUXO0JIOrH4YecKoro odmectsa 1 OKCHOPACKOro HEHTPa JIyUIINX UCCIEI0BATEIbCKUX MPAKTHUK.

Kak 0yayT ucnosib30BaHbl pe3yibTaThl HCCIeA0BAHMS ?
AHOHHMMHBIE PE3yJbTaThl YUYACTHUKOB OYAYyT OOBEIMHEHBI, POaHATN3UPOBAaHBl M CHOPMUPOBAHHI B
oryeT. Hu B KakuX MUChMEHHBIX JJOKYMEHTaxX He OyIyT yIIOMHUHAThCAI MMEHa YIaCTHUKOB.

Kaxum o6pa3om s1 Mory BeIpa3uTh COMHeHHe?

Ecnu y Bac BOBHUKIM COMHEHUS HITH BOMPOCHI KaCaTeIbHO KaKOH-THOO0 YacTH MPOeKTa, TOKAaIyicTa,
CBSDKHTECH C UCCIICIOBATENIEM I10 3JIEKTpOHHOM mmouTte rakovsh@post,harvard.edu v mo temn. +7 903
798 2951. Ecnn y Bac ocTaneTcs 4yBCTBO HEYIOBIETBOPEHHOCTH M BBl 3aX0THTE BBIPa3HTh kaio0y,
nokanyicra, cespkutechk ¢ C. ['pun (ethics@medsci.ox.ac.uk), koTopas HampaBuT Bamry xaino0y
COOTBETCTBYIOIIEMY OTBETCTBEHHOMY COTPYIHUKY.

JonoaHuTtenbHas nHGopManusa 00 uccjaeq0BaAHUU

JlanHOC WCCIIeqoBaHUE TTPOBOIUTCS B paMKax JOKTOPCKOW paboOThI MO mcuxuaTpur B OKCHopackom
YHUBEpPCUTETE U 000peHO OKCGHOpPICKHM YHHUBEPCHTETOM M KOMHTETOM IO 3THKe LleHTpambHOTO
MCCIIeZIOBATENBCKOTO YHUBepcuTeTa. [1o MoOkIM BOpocaM MPOCHM CBSI3BIBATHCS C:

o Capoii PakoBmiuk (TaBHEIH uccenoBatens) - rakovsh@post.harvard.edu
o Joxktopom ®@penoii MakManyc (cynepBusop) - Freda.McManus@psych.ox.ac.uk

Baarogapum 3a BHHMaHHe K TaHHOMY HCCJIe0BAHUIO
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UNIVERSITY OF OXFORD
DEPARTMENT OF PSYCHIATRY
WARNEFORD HOSPITAL
OXFORD
0X3 71JX

CONSENT FORM

Online CBT training for Russian students

TEL: (01865) 613 143
FAX: (01865) 793101

o Principal Investigators: Sarah G. Rakovshik (principal investigator), sasha.rakovshik@psych.ox.ac.uk

o Dr. Freda McManus (supervisor), Freda.McManus@psych.ox.ac.uk

This study has been approved by the University of Oxford Central University Research Ethics Committee

Ref Ne MSD/IDREC/C1/2010/9

I confirm that [ have read and understand the information sheet dated (Jan. 22,2010)
(version 1) for the above study. I have had the opportunity to consider the information,
ask questions and have had any questions I asked answered satisfactorily.

I understand that my participation is voluntary and that I am free to withdraw at any
time, without giving any reason, and without any penalty.

I agree to the research assessments being audio taped

I understand that personal data will be identified using only by a number code, will be
accessed only by members of the research team and will be destroyed after a period of 10 years.

I understand that all information will be kept strictly confidential within the limits of the law

and except in the rare circumstances in which it is judged that I or someone else is at
immediate risk of serious harm

I agree to take part in the above study.

Name of Student Date Signature

Researcher Date Signature

2 COPIES TO BE COMPLETED: ONE FOR RESEARCH FILE AND ONE FOR PARTICIPANT

Please initial box

a

Version 22/01/10
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OKC®OPJICKUA YHUBEPCHUTET

OTAEJIEHUE IICUXUATPUU
KIIMHUKA BAPHE®OP/{

OKC®DOP]]
0X3 7JX

TEJIL.: (01865) 613 143
DAKC: (01865) 793101
3ASBJEHHUE O COI'JIACUHA

C y4acTHEM B
3JIEKTPOHHOI BepCHU TPEHUHTa KOTHUTUBHO-TIOBEAEHYECKOI Tepanum JJisi pyCCKUX CTYJAeHTOB

I'maBHBIE HCccnenoBaTENN:
o CapaT. PakoBmuk (TmaBHEIN HecaenoBaTenb), rakovsh@post.harvard.edu
o Jlokrop ®pena MakManyc (cynepsu3op), Freda.McManus@psych.ox.ac.uk

Hannoe uccnenoBanne ogoopeHo OKc(hOpACKUM YHHUBEPCUTETOM W KOMHTETOM 10 3THKe LleHTpaasHOTO
HCCIIEOBATEIIECKOTO YHUBEPCUTETA

Wnentudpukanuonnsit Ne MSD/IDREC/C1/2010/9

Io:xanyiicta, noareepaute Baie coriacue:
O 4 moaTBepkaaro, 9TO 03HAKOMUIICS / 03HAKOMUIIACh ¢ HHpopMaIueit 06 uccnenoBanuy , mpoBogumom 2010-01-28

(Bepcus 1) ¥ TOHUMAIO CYTh BBIMICYTIOMSHYTOTO UCCIICIOBaHMs. Y MeHS ObllIa BO3MOXKHOCTD, KaK U3y4UTh
nH(DOPMAIIHIO, TaK U 337]aTh BOIIPOCHI M MTOJIYYHTh HA HUX yIOBICTBOPUTEILHBIC OTBETHI.

O S moHmMMaro, 9T0 MOE YJacTHe ABJSIETCS MOUM TO0OPOBOJIHHBIM BOJICU3BSIBICHUEM, U sI MOTY IIpepBaTth ero 0e3
0OBSICHEHHS IPHYUHBI H KAKUX-TTH00 MITpagHBIX CAaHKIIHH.

O S coryaceH / corflacHa ¢ TeM, 4YTO BO BPeMs UCCIIETOBAaHHS OyAyT MTPOU3BOANUTECS ayINO3aIHCH.

O 4 moHMMalo, 9TO MOH JIMYHBIC JaHHBIEC OYAYT UACHTU(OHUIIUPOBATHCS TOJHKO MTOCPEACTBOM KO/, OYIyT
HCITIOJIE30BaHbI TOJIBKO TPYIIION UCCieoBaTeNel U Oy IyT YHUUTOXKEHBI uepe3 10 Jier.

O S noHmMmaro, 4To BCs WHGpopManus OyaeT cTporo KOHGWICHIMAIFHOW B paMKax 3akoHa. B penkmx ciydasx
Cephe3HON YTpO3BI 30POBbS U KU3HH 3Ta HH(OpMAHI MOXKET OBITH 0OHApOTOBaHA.

O 4 cormacen / cornacHa IIPUHATH Y4aCTHUC B BBINICYITOMSIHYTOM HCCIICIOBAHUU.

®.N.0. crynenra Hara IToanuce
Sarah Rakovshik _28.01.11
Hccnenosarens ara Tlonmuce

2 KOITNU 1A 3AITIOJIHEHUA: 1-AS U1 UCCIIEJOBATEJIA, 2-A AJ1A YHACTHUKA

Bepcus 22/01/10
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Instructions for role-playing the patient (“Anna”):

For the first 15 minutes:

Please respond to therapist’s questions concerning your current problem, its
development, and relevant parts of your life history. Below you will find the answers
you should give.

Please wait to be asked about all of this information. When you are asked, do not
offer all of the information at once, but only one to three sentences that specifically
answer the question asked.

At the 15 minute mark, please ask the therapist how cognitive behavioural therapy
works. You may ask one or two follow-up questions if time permits.

At 20 minutes, you may interrupt the therapist and say, “Our time is up. Thank you
for your help. I look forward to talking to you again™.

Additional information on Anna:

You have been given a description of Anna’s current problem and the events leading
up to its development in the short case description. Below you will find additional
information on Anna’s family, psychiatric history, and current living situation. You
will also find a more detailed description of a recent episode of panic: Anna’s current
thoughts, feelings and behaviours when she is anxious.

Family history:

Anna was raised by her mother, who is still living and retired. Anna’s parents were
divorced when she was four, due to her father’s alcohol problems. She doesn’t
remember her father very well. He moved back to Vladivostok after the divorce, and
they have had very little contact.

Mother was a “worrier”, but Anna doesn’t remember this interfering with her
mother’s ability to work or take care of the children. Her mother (Lyudmila) helps
Anna with her daughter and now accompanies Anna outside the house and helps with
Katya.

Anna has a brother (2 years older than she). He occasionally seems to feel down, but
she can’t remember him being very depressed or anxious. He is married, works as a
computer programmer, and has two children. He sometimes drinks, but mostly on
holidays with friends or family.

Current social and professional:

Anna has always lived in Moscow. She lived at home while attending institute. She
studied accounting and has worked as an accountant for the last 10 years. She likes
her job, and doesn’t find it particularly stressful.

She moved to her husband’s apartment when she got married at the age of 27. He
husband’s name i1s Sergei. They met through mutual friends when they were in their
early 20s. They live in a 3-room apartment with their daughter. She reports that her
marriage is good. Her husband doesn’t really understand her current problems, but
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tries to be supportive. He accompanies her on weekend when she needs to go out, and
drives her in his car when he can so that she doesn’t have to take the metro.

Psychiatric history:

Anna says she is like her mother in that she tends to worry, but has never felt it
interfered with her ability to function. She is afraid of spiders, but reports no other
specific phobias. She does not remember feeling depressed for any length of time.

Current problem:

Anna is seeking treatment for panic attacks and agoraphobia. Even in her own home
she is experiencing panic attacks several times a week. She has now on sick leave
from her job, and is relying on help from family for essential tasks such as shopping.
She has also started feeling very low now that she feels she can’t manage the simplest
tasks in life. The panic attacks at home are triggered when she thinks about trying to
go out by herself. To cope with them, she lies down and tries to breathe deeply. They
usually subside within 5 to 10 minutes.

Precipitating events:

Anna developed panic attacks about six months previously after she had a period of
illness (flu) and was off work for a few days. After a few days in bed, Anna felt
somewhat recovered from the flu and decided to go to the supermarket for supplies.

In the supermarket she began to feel very unwell (light-headed, short of breath). She
held onto her shopping cart and tried to breath deeply. When she felt well enough to
let go, she left her cart returned home without any groceries.

She noticed that she experienced similar feelings the next time that she went to the
supermarket and thus began to avoid supermarkets. Similar feelings began to happen
in the metro. Anna stopped travelling by metro and only went to crowded places if
accompanied by a ‘safe’ person. Her symptoms gradually worsened until she felt that
she was no longer able to leave the house unaccompanied.

Description of recent episode of panic:

Initial situation: Walking from her husband’s car into the clinic before this
appointment (ie: just about 15 minutes ago).

First noticed: Felt light-headed as she was walking up to steps to the clinic entrance.
Also noticed that it seemed harder to breathe.

Thoughts: “I’'m going to collapse before 1 get to the office.” “I should have asked
Sergei to accompany me into the building.”

Feelings: anxiety, panic

Physiological sensations: light-headedness, could feel heart beat increasing, harder to
breath.
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How she responded: held onto the banister, tried to breathe more deeply, ducked her
head and looked at the ground so that no one could see she was having trouble.

If the therapist asks what happened next:

Anna was feeling more anxious and it felt even harder to breath. She held onto the
banister with her other hand as well and pretended to be looking in her purse for
something, so that no one passing by would know she wasn’t feeling well. Before
driving away, her husband had noticed that she had stopped on the stairs. He got out
of the car, and put his arm around her shoulders for about 3 minutes until she was
feeling better; he then walked with her into the office. He is now in the waiting room
so that he can take her home when the session is over.

If the therapist asks what the worst thing is about the anxiety:
“I’m afraid I’ll lose control and collapse.”
If the therapist asks what the worst thing would be about this:

“It’s very hard to even think about... I guess people would think that I’'m crazy, or at
least that I am very strange.”

If the therapist asks what is the worst about this:

“I guess I’'m afraid that it is true. I think I might be going crazy because I can’t even
go out anymore. I’'m afraid I’ll end up in a psychiatric hospital, or that my family will
have to take care of me for the rest of my life. Sergei already had to miss a half a day
of work in order to bring me here.”

Anna’s thoughts when she is feeling low:
“I’m worthless” “I can’t do anything anymore.” “I’ll never get better.”

* Anna does not have any thoughts about hurting herself. She states she can’t even
consider hurting her family in this way.
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Case Vignette

Please read the case vignette outlined below. We will be asking you to do a brief
role-play of an initial interview with this patient. In this role-play you will be the
therapist, and a clinician will call you to role-play the patient. After the role-play,
please write-out on a CBT conceptualization of the patient’s presenting problem.

Case

Anna is 35, and is seeking treatment for panic attacks and agoraphobia. She
developed panic attacks about six months previously after she had a period of illness
(flu) and was off work for a few days. After a few days in bed, Anna felt somewhat
recovered from the flu and decided to go to the supermarket for supplies. In the
supermarket she began to feel very unwell and had to leave and return home. She
noticed that she experienced similar feelings the next time that she went to the
supermarket and thus began to avoid supermarkets, and only go to crowded places if
accompanied by a ‘safe’ person. Her symptoms gradually worsened until she felt that
she was no longer able to leave the house unaccompanied. Even in her own home she
is experiencing panic attacks several times a week. She has now on sick leave from
her job, and is relying on help from family for essential tasks such as shopping. She is
married and has one daughter (Katya, age 6).

Use your knowledge of cognitive therapy theory and practice to elicit the
information needed to construct a CBT conceptualization of Anna’s problem.
We are aware that you have a very short time to do this and are not expecting to
obtain as much information as you could in a full-length session. The people
playing the patients have been instructed to be cooperative and responsive to
your questions and how you structure the session.

Please start by asking about the information you think is most important to
understanding Anna’s problem- this could either be a longitudinal formulation,
or a current maintenance cycle. After fifteen minutes, Anna will ask you to
explain how cognitive therapy can be used to solve problems such as hers. At this
point, please briefly explain the cognitive model to Anna.
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Keiic «BHUHbETKa»

Toowcanyiicma, 03HaKoMbmechb ¢  U3NONCEHHOU Hudice ungopmayueu. Bam 6yoem
NPeoNodHCeHO pazvlepamsb HeDONbWYI0 PONe8YIo Uepy UHMEPSblo ¢ nayueHmom. B
amoti uepe Bvl 6yoeme mepanesmom, a pykosooums npoyeccom 0Oyoem KIuHUYecKull
ncuxonoe. Ilocne uepvl cghopmynupyiime, noxcanyicma, KOHYenmyaibHsili H00X00 K
peweHulo  cywjecmgyiouerl npodieMvl  nayueHma ¢ HOMOWBIO  KOSHUMUBHO-
nosedeHuecKou mepanuu.

Keiic

[TaruenT AxHa 35-TH et oOpaTHiack ¢ KanodamMu Ha MPUCTYIIH MTAHUYECKUX aTakK H
aropadobuto. [lepBbie TPUCTYTHI MOSIBUIUCH IPUMEPHO IIECTh MECSIIEB HA3a]I, TIOCIE
TOTO Kak OHa TepeHecna 3aboneBaHue (TPUII), MPOBEAS HECKOIBKO MHEH JoMa.
Uepes HECKOIBKO MOCIIe Havyana 001e3Hu AHHE CTajJ0 HEMHOTO JIydIlle, U OHa permia
CXOAWTH 3a MPOAYKTaMU. B cymepmapkeTe oHa MOYYBCTBOBaJA CEOSI OYCHD IUIOXO H
ObUTa BBIHY)KIIEHA BEpHYThCsS nomoi. OHa 3aMeTWia, 4YTO HCIBITada MOJ00HBIC
YyBCTBA U B CIEAYIOMINI pa3, KOrja OHa MOIIa B CyIePMAapKET, U MO3TOMY CTajla UX
n30berath, a TaKXKE CTajla TOSIBIATHCA B JIFOJHBIX MECTaX TOJIBKO C YEIOBEKOM,
KOTOPBIA MOT €€ «3allUTUTh». [IoCTeneHHO ee COCTOsSIHUE YXYAIIaIOCh, IOKa OHA HE
MOYyBCTBOBAJIA, YTO OOJIBbIIIE HE MOXKET BBIXOJIUTH U3 JAOMa 0e3 COMpoBOXKICHUA. B
HacTosIIee BpeMs, Jaxke He MOKUIask 10M, AHHA UCTIBITHIBAET HECKOJIBKO MPUCTYIIOB
MAaHUYECKNX arak B Hegemto. OHa celiyac Ha OOJHPHIUYHOM U HYXKIACTCS B MOJIEPIKKE
CEMbH M OJU3KHUX JaXKe B YJOBJIETBOPCHUU TAKUX DJIEMEHTAPHBIX HYXK]I, KaK TTOKYIIKH
B MarasuHe. AHHa 3aMy:xeMm, umeeT n104b (Kats, 6 ner).

Hcnoab3ys cBOM 3HAHUS TEOPUH M MPAKTHUKU KOTHUTUBHON Tepanuu, NoJIy4uTe
HHPOPMaNNI0, HEOOXOAUMYI0 /sl Pa3spadoTKH KOHLENTYaJbHOI0 MOAXO0Aa K
pemieHH10 nMpodJjeMbl AHHbI. MbI IOHMMaeM, YTO Yy Bac 04eHb MaJji0 BPeMeHH
AJISl 3TOTO W He 0KuaaeM, 4To Bbl cMokeTe MOJYYHTH CTOJIbKO MHpOpMANMH,
CKOJIbKO BbI Moriim 0bl mOJy4YuTh BO BpeMs NMOJHOH KOHcyabTanuu. Jlroasm,
UIPAIIIUM NANMEHTOB, ObLJIO MOPY4YeHO COTPYAHNYATH ¢ Bamu u pearmpoBath
HA BalllM BONIPOCHI U TO, KAK BbI CTPYKTYpPHpYeTe CeCCHIO.

Iloxkanyiicra, HauyHUTE ¢ NMOJy4YeHHs MHGOpPMANMH, KOTOpPasi Haubo/iee BaKHA
AJsl TOHHMAHUSI NPo0JieMbl AHHBI, - 3T0 MOXeT ObITh HHpOpManHs,
KAacaouasacd KaK NPOLLIOro, TAK M TEKYLIero »KU3HEHHOI0 IHKJA MAlHMeHTa
Yepes nsaTHaanaTh MHHYT AHHA NpocuT Bac 00BSICHHNTB, KAK KOTHHTHBHAS
Tepanus MOXeT ObITh MCIOJIb30BAaHA /ISl PeLIeHUs] TAKUX NMPodjeM, KaK y Hee.
Ha panHOM »JTame, moKajyicra, BKpaTHe ONHMINMTE MOJeJb KOTHHTHBHOM
Tepanuu AHHe.
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OXFORD
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i Reference: MSD/IDREC/C1/2010/28

INFORMATION FOR PARTICIPANTS
The impact of web-based CBT training and online supervision

Purpose of study: To evaluate the efficacy of web-based cognitive behavioural therapy (CBT) training
and online group supervision in improving CBT skills.

Invitation

You are invited to participate in this research study. Before agreeing to participate, it is important that
you understand why the research is being done and what it will involve. Please do not hesitate to ask if
there is anything that is not clear or if you would like more information. Take time to decide whether or
not you wish to take part. Thank you for reading this.

What is the purpose of the study?

This research is aimed at understanding more about the effects of web-based training in CBT on the
clinical CBT skills of practicing mental health providers; we are particularly interested whether factors
such as the addition of supervision, individual learning style, or previous instruction in CBT have a
relationship with the effects of web-based training in CBT.

Why have I been invited?
Your have been invited because you are a practicing mental health professional with the opportunity
and desire to provide CBT treatments to your patients - this group is the focus of the research.

This study is NOT suitable for the following people: those who are studying CBT independently at this
time through a training course or through clinical supervision, and therapists without opportunity to
provide CBT treatments to patients during the course of the trial or those who are not already qualified
to offer psychological treatments

Do I have to take part?

It is up to you to decide whether or not to take part. If you decide to participate you would be given this
information sheet and asked to sign a consent form. If you decide to take part, you are still free to
withdraw without penalty at any time and without giving a reason. A decision to withdraw at any time,
or a decision not to take part will not affect your professional or vocational status in any way.

What will happen to me if I take part?
You will be asked to submit an audio-recording of one of your therapeutic sessions with a current
patient and to provide a CBT conceptualization of the case. Once we have received these, you will be
asked to complete two short questionnaires with questions about your learning style and a brief survey
on your previous professional training and practice. It should take about 15 minutes to complete both.
After this, you will be randomly assigned to one of three groups:
(i) access to the web-based CBT training programme with monthly group supervision by
Skype
(i1) access to the web-based CBT training programme with guided self-supervision, or
(iii) a delayed-training control group. Those people who are initially allocated to the delayed
training group will be randomized into one of the two active training groups once 3
months have eclapsed and you have submitted three therapy tapes with case
conceptualizations.
The training will involve viewing materials created by the Oxford Cognitive Therapy Centre. You will
be given a username and password to access the materials from any computer when it is time for you to

[NB This information sheet and all relevant materials will be translated into Russian for use]
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begin the training. The training programme covers basic CBT theory, formulation and assessment,
collaborative skills, Socratic method, and CBT treatment for panic and obsessive compulsive disorder.
The presentations are in English, and have Russian subtitles. The presentations are divided into 3
modules (each lasting approximately 4 hours). You will have one month to watch each module, and to
participate in a supervision activity. After the second module, you will be asked again to submit an
audio-recording of a therapeutic session and a CBT case conceptualization. When these materials have
been received, you will obtain access to the final module, after which you will again submit a recording
of a clinical session and a case conceptualization. In all, it will take about 20 hours to complete the
training programme.

In addition, you will be asked to provide basic demographic and diagnostic information for each
consenting patient, and to give your patients four brief self-report questionnaires every month to assess
their clinical progress during therapy. You will be given information and consent forms for your patients
explaining the purpose of gathering this data, and that the results will be given to the research team
without any identifying information (i.e., name). Examples of these consent forms are included in this
informational packet.

What are the possible risks and benefits of taking part?

There are no known risks involved with any of the tasks we will use. Should you feel uncomfortable for
any reason during the study please notify the researcher who will pause or terminate the experiment as
appropriate. Your participation is entirely voluntary and you may withdraw at any time, without giving a
reason.

Benefits include a chance to receive CBT training from highly regarded instructors and a trained CBT
supervisor. Once you have submitted the final assessment materials, you will gain access to two
additional CBT training modules (without Russian translation), and will be awarded a certificate of
participation by the Oxford Cognitive Therapy Center.

Will my taking part be kept confidential?

Participation and all information collected will be kept confidentially in anonymous form. Only the
research team will have access to the data, which will be held in accordance with the data protection act
and destroyed once research is completed. Procedures adhere to the British Psychological Society (BPS)
and Oxford Good Practice in Research guidelines.

What will happen to the results of the research?
Anonymised results will be pooled with those of other participants, analysed and subsequently published
and/or reported. No written work will identify any individual.

How can I raise a concern?

If you have a concern about any aspect of this project, please speak to the researcher concerned
(sasha.rakovshik@psych.ox.ac.uk or +7 903 798 2951) or her supervisor (Dr Freda McManus
freda.mcmanus@psych.ox.ac.uk) who will do her best to answer your query. If you remain unhappy and
wish to make a formal complaint, please contact Miss C. Green (ethics@medsci.ox.ac.uk) who will then
direct your complaint to the appropriate body.

Further information about this research
The study is being carried out for the Doctorate in Psychiatry offered by the Department of Psychiatry at
Oxford University. It has been approved by the University of Oxford, Central University Research
Ethics committee. If you have any further questions, in the first instance please contact:
o Sarah Rakovshik (principal investigator), sasha.rakovshik@psych.ox.ac.uk
o Dr. Freda McManus (supervisor), Freda.McManus@psych.ox.ac.uk

Thank you for considering participation

[NB This information sheet and all relevant materials will be translated into Russian for use]
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KJIMHUKA BAPHEDOP]]
OKC®OP/J]

OKC®OP/ICKHI YHUBEPCUTET
OTAEJIEHME ICUXUATPUU

Wudopmanmonnsiit kox: MSD/IDREC/C1/2010/28
UH®OPMAIUA NI YYACTHUKOB

Bausinue 3J]eKTp0HHOﬁ BE€PCUH TPCHUHTI A KOFHHTHBHO-HOBeHqueCKOﬁ Tepanuu

eas ncciaenoBanus
OHCHI/ITB YPOBCHb 3(1)(1)6KTI/IBHOCTI/I BHGKTPOHHOﬁ BCpCHU TPCHUHTA KOFHHTHBHO—HOBe}IeH‘IeCKOﬁ
TCpalln B pa3BUTUH KINHUYCCKHUX HABBIKOB.

IIpuriaamenne

BbI mpurimamensl Ui y9acTHs B HccleqoBaHuu. [lo moaTBepkaeHUs Bamiero mo0poBOIBHOTO
coriacusi, BAXKHO TTIOHMMAaTh, IOYEMY 3TO HCCIEAOBAHUE MPOBOJAUTCS U B YEM OHO 3aKIFOYAETCS.
BbI MokeTe 3a7maBath JI00BIE BOMPOCH M MOJMYYUTH JAOMOJHHUTEIbHYI0 HH(pOpMaNuio, eciin Bam
4T0-TO HesicHOo. [lomymaiiTe, nelicTBUTENBHO JU BBl X0THTE MpUHATE yuactue. biaromapum Bac
3a 03HAKOMJICHHE C 3TOW MH(OpMaIuei.

KaxkoBa neab ucciegoBanus?

Llenpro JaHHOTO WCCIENOBAaHUS SABJISETCS JIOTOJHHUTEIbHOE W3ydeHHe d(P(PEeKTHBHOCTH
BHGKTPOHHOI‘/JI BCPCHU TPCHHUHTA KOFHHTHBHO—HOBeHeH‘IeCKOﬁ TCpaln Ha Pa3BUTHUEC KIIMHUYICCKUX
HAaBBIKOB TNPAKTHKYIONIUX TEPAreBTOB, B YaCTHOCTH, B3aMMOCBA3b JAaHHOTO TpPCHUHIA C
JOMOJHUTCIbHBIM HHAUBUAYAJIbHBIM KOHCYJIbTUPOBAHUCM TCPAIICBTOB, UX HWHAHWBUIAYAJIbHbBIM
CTHUJIEM 06yqel—m${ HJIN paHEC HpOﬁﬂeHHLIMH TPECHUHIaMU KOFHHTHBHO—HOBG}IGHHeCKOﬁ TCpalunu.

ITouemy MeHs1 npuraacuan?

Bbl ObITH TIpUTTIAlIEHBI, TaK Kak BBl sBIsSeTeCh MPaKTHKYIOIIUM TEpaneBTOM, B TEPCIEKTHBE
WCTIOJIB3YIOIIMM HaBBIKH KOTHUTHBHO-TIOBEICHYECKOW TEpaIllii B CBOEH MPaKTHKE, T.€. SBJISIETECh
(hOKyC-TpynIoi 3TOro UCCAeA0BaHNUS.

B omom uccneoosanuu HE moeym npunumams yyacmue usyyarowue KOSHUMUBHO-
NOBEOEHUECKYI0 MEPanulo HA MPEHUHax ulu nocpeocmeom UHOUBUOYATbHO20 00YUeHUs,
mepanesmol, He NIAHUPYIOUWUE NPUMEHAMb NOTYYdeMble HABbIKU 80 8peMs 00VUeHUs, d MmaKice
me mepanesml, KOMopble yice ROLYYUIU COOTMEEMCMEYIouUe KEATUDUKAYUL.

JloJIzKeH JIn 1 IPUHUMATH yYacTHe B HCCJIe0BAHUM?

[lpuHrMaTe M ydYacTHe B JaHHOM HCCJICIOBAaHWM SBIISETCS HMCKIIOYWTENBHO Bammm
BOJIeU3bsABICHHEM. B ciaydae ecnu Bel pemnte yqactBoBaTh, Bam Oyzaer mpemioxkeHo moanucath
3adBJICHHE O COIVIACHM C y4acTHEM B HcCcieloBaHMH. Bbl cMo)xeTe mpepBaTh cBoe ydacTHe Oe3
KaKuX-JIM00 ITpadHBIX CaHKIHMHA M OOBSCHEHWS NpPUYMH. PelreHue MpekpaTuTh ydacTHe B
WCCIIEZIOBAaHNY WM PellieHre He IPUHUMAaTh B HEM yJacTHe HU B KOeil Mepe He MoBiuseT Ha Bam
npodecCHOHANBHBIN CTaTyC.

Yro npeanoaraer Moe yyacrue?
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Bam Oyner HeoOXOQUMO TMPeNOCTaBHTh aynWO-3alliCh OJHOW H3 Bammx KoHCynbTanuii u
KOHLENTYyalbHO H3JI0KUTh TMOJAXOJA K JICYEHUIO MAalMeHTa IOCPEACTBOM KOTHUTHUBHO-
noBeneH4Yeckoi Teparmuu. [locie sroro Bam Oyzmer mnpemsiokeHO 3amoONHUTH 2 aHKETHI,
Kacaromuecs Bamiero ctuist 00yueHus U IpeAblIyLiero NpodecCHOHAIBHOIO ONBITa. DTO 3aliMeT
npumMepHo 15 muHyT. [lociie 3Toro Mo NpUHIUIY CITy4aifHOH BRIOOPKH BhI OyneTe oObeAMHEHH ©
OJIHOM uXx 3 rpynm:

i) I'pymnma ¢ mocTymoM K JJIEKTPOHHOW BEPCHM TPEHHWHTa KOTHUTHBHO-IIOBEIEHYECKOU
TEparnu, ¢ JOMOIHUTENFHBIM €)XeMeCIIYHBIM KOHCYJIBTHPOBAHUEM TTIOCPEICTBOM SKype

iil) I'pynma ¢ mocTymoM K JJEeKTPOHHOW BEPCHM TPEHHWHTa KOTHUTHBHO-ITOBEIEHYECKON
TEpanuu ¢ JOTOJHUTEIHHBIMH €XKEMECIUYHBIMU YIPaXHEHUSIMH IJISI CAMOCTOSITEIIHHOTO
MIPOBEACHUS

iii) KoHTponpHas rpynma, KoTopas NPUCTYINUT K HCCIENOBaHHWIO 4depe3 3 Mecsma. llpwm
OKOHYaHMsI CBOETr0 Yy4YacTHUs B KOHTPOJBHOM TpymIe, YYacTHHKH OYyIyT CHOBa
pa3zeneHHBIMU CIy4YaiHBIM 00pa3oM Ha 2 Tpymibl (TIepedrCcIeHHbIEe BBIIIE) C TOCTYIIOM
K DJIGKTPOHHOM BEpCHM TPEHHHTa KOTHUTHBHO-TIOBEJACHUYECKOW TEpalui U C YCIOBHAMHU
OTIMCaHHBIMU HIXE.

Bcem yuacTHHKaM OynIyT mpemocTaBiieHBl MaTepuaibl, papadoTanable OKCHOPACKHM HEHTPOM
KOTHUTUBHO-TIOBEJICHUECKOM Tepanuu, a TakXkKe AOCTYN K DJIEKTPOHHOW BEPCUM TPEHUHIa C
T000T0 KOMITbIOTEpa ¢ MOMEeHTa Havana Bamero oOy4enns. [Iporpamma oOydeHHsI OXBaThIBaeT
OOIIyI0 TEOpHI0 KOTHUTHMBHO-IIOBEICHYECKOW Tepanmuu, (OPMYIHPOBKH U METOABI OICHKH,
HaBBIKM COBMECTHOW paboThl ¢ manueHTOM, MeToj Cokpara W TEXHHUKHM KOTHHTHBHO-
TOBE/IEHYECKOH Tepamuu JJs TaHW4YeCKHX M O00CEeCCHBHO-KOMITYJIBCHBHBIX PacCTPOWCTB.
[Ipe3eHTanmoHHble MaTepHa bl MPEJCTaBIeHbl Ha aHTJIMACKOM (C CyOTHTpaMH Ha PYCCKOM) U
paszesneHsl Ha 3 4acTu, Kaxaas U3 KOTOPBIX JAJIUTCA npuMepHo 4 yaca. Kaxpaas 4yacTe TOCTyIHa
UL TPOCMOTpa U TSl 00CykeHus B TedeHHe Mecsna. [lo Mepe mpoxoxkaeHus 2-oif yactu Bam
TakkKe OyJneT HeoOXOAMMO MpPENOCTAaBUTh ayIHuO-3alliCh KOHCYNBTAllMM M KOHIIETITYyaJlbHO-
chopMyTUpOBaHHBIH TOMXOA K JedeHHro. [locie mpemocTaBieHUS BCEX BBINIEYTOMSHYTHIX
MaTepuanoB Bam OyaeT OTKpBHIT AOCTYN K (QUHAIBHOW YacTu oOydeHus, mociie Kotoporo Bam
TakKe OyJeT HeoOXOIUMO TPEAOCTaBUTh ayJHO-3alUCh U KOHIENITYaJIbHOE OIMMCAHHE JICYCHUS
namuenrta. B obmem, npouecc o0yueHus 3aanMaeT npumepHo 20 4acos.

Bam Taxke Oymer HEOOXOAMMO MPEAOCTABUTH OOIIyI0 WHpopMaruioo o KaxiaoM Bamrem
MaIlMeHTe, a TAK)KE 3aIOJHCHHBIC IMAIIMCHTAMH OIPOCHBIC JIUCTHI, KOTOPBIE UM HE0OXOIUMO
3aMOJHATH KaXKIBIH MecsIl BO BpeMs JiedeHus. Bam OyneT mpemoctaBieHa Besi HEoOXoauMas st
MaIMEeHTOB HWH(OpMAIUsA C MOJAPOOHBIM OOBICHEHHEM Ieu cOopa JaHHOW HWH(pOpManud |
yKazaHWeM Ha TO, 4YTO IepcoHanbHas wuH(popMmanus Oyaer KoH(UAeHUHaIbHOW (OMaHKH
ompocHBIX (hopM Brl MOkeTe HaliTH B Bammx pa3maTodHbIx MaTepraiax).

KakoBbl npeano/jiaraeMble pUCKH M IPEMMYLIECTBA OT YYACTHS B JaHHOM HCCJIe0BaHUM?
Pucku, cBs3aHHBIE C 3aJjaHUSIMH, KOTOpble Bam OyIyT mpeasioskeHBI, HE BBHISBIEHHL. B ciydae
ecn Brl omrytuTe Hekuil IHCKOMGOPT MO KaKOW-INOO MpHUYWHE, MOXKalylcra, coolmmure 00
OTOM KOHCYJIBTaHTY, KOTOPBIA IIPUOCTAHOBHT WJIH IPEPBET HCCIEAOBAaHUE HAJIEKAIUM
oOpa3oM. YuacTue sBiseTcs AOOPOBOJBHBIM, M BBl Moere mpepBarh ero 0e3 OOBICHEHHUS
IIPUYUHBI.

[IpenmymecTBOM y4acTHss B JaHHOM MCCIEAOBAaHUHM SBISETCS MPOXOXKJIECHHE O0Oy4eHus
KOTHUTHUBHO-TIOBEICHYECKOH Tepanmuu y TPEHepOB BBICOKOW  KBanudukammu. [locie
MPOXOXKJIEeHUsT TpeHuHra Bam OyayT BpyueHbl cepTudukarsl Oxcdopackoro KorHUTHBHOTO
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LlenTpa o mMpoxoxkaeHWH AaHHOTO 00y4eHus. [lomumo sToro Bam OyneT nmpezanoxkeH AOCTyI K 2-
YM JIOTIOJIHUTENEHBIM MOJIYJISIM OOY4eHHs KOTHUTHBHO-TIOBEICHUYECKOW Tepanmuy I pa3BHTHUS
KIMHAYECKUX HAaBBHIKOB (HE TEepeBENeHHBIX Ha PYCCKHH $3BIK) M BpydYeH CepTUPHUKAT O
MIPOXO0KIEHUN COOTBETCTBYIOIIETO O0YUESHHS.

Bynaer i moe yyacTue KOHQHUIEHUMATBHBIM?

Barre ygactie OyeT aHOHUMHBIM, a BCs OJTydeHHast nHpopMaius KoHpuaeHmansHon. Jloctyn
K JaHHBIM Oy/JeT TOJIBKO Yy KOMAaHIBl UCClleZioBaTeNeld, JaHHble OYIyT COXpaHEeHBI
YCTaHOBJIGHHBIM O0Opa3oM H YHHYTOXXECHBI 110 OKOHYaHHWIO TIpoekTa. Bce mpouenyps
COOTBETCTBYIOT cTaHAapTaMm bpuranckoro mncuxosjorudgeckoro ooémectsa u  OKc(hOPACKOTo
LEHTpa JYyUYLIUX UCCIEA0BATEIbCKUX IPAKTHUK.

Kak 0yayT ucnosb30BaHbl pe3yabTaThl HCCIeI0BAHMSA ?

AHOHMMHBIE  pe3yJNbTaThl  YYacTHHKOB OyAyT OOBEOUHEHBI, IPOAHAIM3HPOBAHBI M|
chopMupoBaHbl B 0T4eT. HM B KakMX MUCHMEHHBIX JOKYMEHTax He OyIyT YHOMHWHAThCS MMEHa
YYaCTHHUKOB.

Kaxum o6pa3om s1 Mory BeIpa3uTh COMHeHHe?

Eciu y Bac BO3HHKIM COMHEHHS WM BOIPOCHI KAacaTeNbHO KaKOH-THMOO0 YacTH MPOEKTa,
noXxanyucra, CBSDKUTECH c UcclenoBaTeneM no JNEKTPOHHOM noyre
sasha.rakovshik@psych.ox.ac.uk wm mo ten. +7 903 798 2951. Ecmu mocie storo y Bac
OCTaHETCs] YyBCTBO HEYIOBICTBOPEHHOCTH W BBl 3aX0THTE BBIPa3UTh Kaloly, Mmoxanyiicra,
cesokutech ¢ C. I'pur (ethics@medsci.ox.ac.uk), koropas HampaBuT Bamy xamo0y
COOTBETCTBYIOIIEMY OTBETCTBEHHOMY COTPYIHUKY.

JononnuTeabHass HHGopManusi 00 Mccael0BAHUI

JanHOoe wucciegoBaHWE TPOBOIWTCS B paMKaxX JOKTOPCKOW paboOTBl IO TICUXHATPUU B
Oxcdopackom yHUBepcuTeTe 1 0100peHo OKchOpACKUM YHUBEPCUTETOM U KOMHTETOM I10 3THKE
LleHTpanbHOTO HCCIIEIOBATEIBCKOrO YHUBEpcUTeTa. I10 1r00BIM BOIIPOCAM NMPOCUM CBSI3BIBATHCS
c:

o Capoit Pakormuk (TmaBHEIH HccnenoBarens) — rakovsh@post.harvard.edu
o Joxktopom ®@penoit MakManyc (cynepsuzop) - Freda.McManus@psych.ox.ac.uk

Bbaarogapum 3a BHUMaHHE K JTAHHOMY HCCJIET0BAHUIO
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DOMI | MINA

miv | mea UNIVERSITY OF OXFORD
DEPARTMENT OF PSYCHIATRY

Information sheet for people being treated by a mental health professional
undertaking training in cognitive behavioural therapy

You are being asked to read this information sheet in order to ask you to give your consent to
material from your treatment being used by the therapist, for the purposes of their completing a
training course provided by Oxford University’s Department of Psychiatry and the Oxford Cognitive
Therapy Centre.

Your therapist is a mental health professional who is receiving training in a talking therapy called
‘cognitive behaviour therapy’. The course is being run for mental health professionals only and uses
a web-based training programme developed by the Oxford Cognitive Therapy Centre.

As part of their training, mental health professionals undertaking this course are asked to
audiotape sessions with their clients. These tapes will be listened to by members of the research
team to assess the impact of the training programme. On some occasions therapists will receive
feedback on the therapy they are providing to help them improve their practice of cognitive
behaviour therapy. We think that this is an important and effective way of training people to
improve their skills in delivering therapy.

Everything that is heard and discussed as part of the training programme is confidential and will
not be shared with anyone else. Across the course of the three-month training programme, each
therapist is required to submit 3 tapes to the research team. These tapes will be kept by the
research team, stored in an encrypted and password-protected file on a back-up hard disk, and will
be destroyed when the research is completed.

Even after you have given consent for your sessions to be taped, you are free to withdraw this at
any time, and if you would rather that any specific session was not taped then just let your therapist
know that. Your therapist will check every session whether you agree for the session to be
recorded.

Your therapist will provide us with some general information about you, for example: your age,
profession, and why you have sought treatment. In addition, your therapist is also required to
submit information on how you are feeling at different points during your therapeutic treatment.
You will be asked to fill-in four questionnaires about your thoughts, feelings and physical state at
several points during your treatment. This information will be given by your therapist to the
research team using only a number to identify the person to whom it pertains. No identifying
information (e.g., name) is submitted or stored with this clinical information.
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DOMI [ MINA
NVS TIO

Consent form

Reference: MSD/IDREC/C1/2010/28

I have read and understood the information sheet for people being treated by a mental
health professional undertaking the University of Oxford’s and Oxford Cognitive Therapy
Centre’s web-based training in cognitive behavioural therapy.

Yes No

[ give my consent for therapy sessions to be recorded.

[ understand that my therapist will check each meeting if this is still OK, and will ask for my verbal
consent on each tape as well.

Yes No

[ give consent for the results of questionnaire assessments with no
identifying information to be submitted to the research team.

NAME OF PATIENT:

SIGNATURE: DATE:
NAME OF THERAPIST:

SIGNATURE: DATE:

2 copies -1 for the patient, 1 for the therapist
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OKC®OPACKUW YHUBEPCUTET
OTAOENEHNE MCUXUATPUN

MH(*)OpMaLIMSI AnAa naynueHToB, NpoxXoaAalunx nevyeHume y
cneumManncToB KOrHUTUBHO-NOBEAEHYE€CKOMN Tepanuun

[Ipocum Bac o3HakoMuThCS ¢ MpenocTaBieHHONH HH(opMalueil ¢ TeM, 9To0bl monydnTh Bame cornacue
Ha IPElOCTaBICHUE MaTEepHalOB KacaTeabHO Baimiero jedeHus TepaneBTOM OTACICHUIO MCHUXUATPHUU
Oxcopackoro yauBepcutera 1 OKC(hOpACKOMY IIEHTPY KOTHUTHBHO-TIIOBEICHIECKOH Teparuy.

Bamr tepameBT nmpoxonuT Kypc oOydeHHs 1Moj Ha3BaHHEM «KOTHHUTHBHO-TIOBEAEHUYECKas Tepamus». DTOT
Kypc paspabotan OKCPOPACKHM IIEHTPOM KOTHHTHBHO-TIOBEJIEHYECKONW TEparnud W MPOBOAMTCS
UCKITIOYUTEIBHO NPo(hecCHOHaIaMU B 00JaCTH MEHTAJIBHOI'O 3/I0POBbS C UCIIOJIB30BAHUEM 3JICKTPOHHBIX

pecypcoB.

B paMkax sTtoro oOyd4eHHs, TepameBTHl OJDKHBI 3alHCHIBATh Ha ayJUO-HOCHUTENM KOHCYJIBTAIlUH CO
CBOMMH ITallMEHTaMH C TeM, 9YTOOBI TPEJCTaBHTEIH HCCIEAOBATENHCKONH TPYNIBI MOTJIH OLEHHUThH
3¢ (eKTUBHOCTH MPETNoAaBaeMoro Kypca. B HEKOTOPBIX ciaydasx TepameBTHl OYAYT MOIy4aTb oOpaTHYIO
CBA3b KacaTelIbHO IPOBOJUMOrO MMM JICUEHMs, C LEIbI0 YJIYYIIEHUS HUX HABBIKOB KOTHUTHBHO-
MOBeIEHYECKON Tepanui. MBI lyMaeM, 9TO 3TO — BaKHBIA U 3 (EKTUBHBINA CITOCOO YITyUIIeHHS] HABBIKOB
TEparneBTOB KOTHUTHBHO-IIOBEACHUECKON TEPAMHH.

Bce, uro Oynmer ycnpimaHo, a Takke 0yJeT 00CcykIaThCs B paMKax Kypca, SBJseTcs KOH(UICHINaIbHBIM
1 He OyJeT 03ByYeHO TPEThUM JHIaM. B TeueHne Kypca, KOTOPBIA ATUTCS 3 MecsIa, KaXablil TepareBT
JOJDKEH MPEIOCTaBUTh 3 ayH0-3alUCH HCCIIeT0BATENIbCKOM KOMaH/ e, KOTOpble OyAyT XpaHUTHCS B BUJIE
3amu(pPOBaHHBIX, 3AIIUIIEHHBIX TapoiieM (aillloB Ha pe3epBHOM KECTKOM JHCKE, a IO MEpe 3aBepIICHHUS
WCCIIeJIOBaHUS OYAYT YHUUTOXKEHBI.

Jaxe nocne Toro, kak Brl nanu cBoe cornacus Ha 3anuch Bamux KoHcynbTanuil ¢ TepaneBToM, Bel B
IpaBe MpepBaTh 3TO B JII0OOE BPeMs, TaKKe KaK M HE JaTbh CBOE COIVIACHE Ha 3alliCh OIPEIEICHHBIX
KOHCYJIbTallui, KOTOpble BBl He XoTenu Obl mepeaaBaTh TPETbUM JHIaM. Bamn TepaneBT OyAeT yTOYHATS,
corjacHsl 1 Brl Ha 3anuch KaX10l KOHKPETHOW KOHCYJIBTALUH.

Bam TepaneBT nmpegocTaBUT Takke HEKOTOPYIO HHpopMmaIuio o Bac obmero xapakrepa, Hanpumep, Bam
BO3pacTt, mpodeccuro, 1 NPUINHY, 0 KoTopoil Brl momydaere nedenne. [lomumo sTorO TepamneBTy Oyaer
HeoO0XOMMO TPe0CTaBUTh HH(opMaIuio o Bamem caMo4yBCTBUY B pa3iMYHbIE TEPHOABI JIedeHns. Bam
OyZeT mpemToKeHO 3amoJHUTh 4 ONPOCHBIX JIMCTa O Bammx MBICHAX, YyBCTBaX M (PU3UIECKOM
COCTOSIHUM B pa3Hble TIepuoAbl BpeMeHH. Bcs »dta wuHpopMamus OyneT TpemocTaBiieHa
WCCIIeIOBATEIbCKOW KOMaHJe TOJNbKO ¢ Bammm wuaeHTHduxanmoHHBIM HOMepoM. Hukakoi npyroi
nHpopManuu (Hanpumep, Barre nms) npemocraBieHo He OyneT.
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51 o3HakoMJieH / O3HaKOMJIeHa ¢ HH(popMamueil i NOJYYalOLIMX JedeHHe NalUeHTOB Yy
TepaneBTOB, npoxoisumux odydyenue B Oxcdopackom ynusBepcutere u Oxcdopackom ueHTpe

KOTHUTHBHO-TIOBEIEHIECKOI Tepannu ¢ HCMOJIb30BaAHHEM JJIEKTPOHHBIX PECYPCOB.

S cornaceH / coriaacHa ¢ TeM, 4YTO MOU KOHCYJIbTAIUH C T€PANeBTOM OyayT
3aIlMCaHbl Ha ayUO0-HOCUTEIH. Ja

Het

A MMOHHUMAK0, YTO TCPAIICBT IMOJYYUT TAKKC MOC JOIIOJIHUTCIIBHOC YCTHOC COTJIaACHUC
Ha 3aliucChb Ka)K)IOﬁ KOHerTHOﬁ KOHCYJIbTAllhH. )];a

Her

Sl cornaceH / cormacHa ¢ TeéM, 94TO Pe3yIbTaThl OIPOCHBIX JUCTOB OYAYT MPEI0CTaBICHBI
HCCIIeIOBATEIbCKON KOMaH 1e 06e3 MpsAMOro yKa3aHHUs Ha MOH JIMYHBIC JaHHBIE. Ja

Her

UM ITAIITUEHTA:
HNOAITNCH: OATA:
NMS TEPATIEBTA:
HNOAITNCH: OATA:

2 konuu - 00Ha 07151 nayuenma, opyaas 0l mepaneéma
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UNIVERSITY OF OXFORD
DEPARTMENT OF PSYCHIATRY

PO RN g)?lfglgom HOSPITAL
(& 7/ N )
WA - A% 0X3 7JX
-\ =3 -
e ) TEL: (01865) 613 143

FAX: (01865) 793101

CONSENT FORM
Online CBT training for Russian and Ukrainian therapists

o Principal Investigators: Sarah G. Rakovshik (principal investigator), sasha.rakovshik@psych.ox.ac.uk
o Dr. Freda McManus (supervisor), Freda.McManus@psych.ox.ac.uk

This study has been approved by the University of Oxford Central University Research Ethics Committee
Ref no MSD/IDREC/C1/2010/28

Please initial box
I confirm that I have read and understand the information sheet dated (February17, 2010) O
(version 1) for the above study. I have had the opportunity to consider the information,
ask questions and have had any questions I asked answered satisfactorily.

I understand that my participation is voluntary and that I am free to withdraw at any O
time, without giving any reason, and without any penalty.

I agree to the obtain appropriate consent from patients for recording of sessions, and for O
submission of recordings and completed questionnaires for assessment by the research team.

I understand that the CBT supervision I may receive as part of the training program in this trial O
does not replace the clinical responsibility I and my local clinical supervisor carry for patient care.

Iunderstand that personal data will be identified using only by a number code, will be O
accessed only by members of the research team and will be destroyed after research is complete.

I understand that all information will be kept strictly confidential within the limits of the law O
and except in the rare circumstances in which it is judged that I or someone else is at
immediate risk of serious harm.

I agree to take part in the above study. O
Name of participant Date Signature
Researcher Date Signature

2 COPIES TO BE COMPLETED: ONE FOR RESEARCH FILE AND ONE FOR PARTICIPANT

Version 17/02/10
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OKC®OPJICKUA YHUBEPCUTET KIIMHUKA BAPHE®OP/{
OTAEJIEHUE IICUXUATPUU OKCOOPI
0X3 71JX

3AABJEHHUE O COI'JIACUH
TEJIL.: (01865) 613 143

¢ yaacTHeM B DAKC: (01865) 793101
3JIEKTPOHHO BepCHU TPEHUHTa KOTHUTHUBHO-TIOBEIEHYECKOI Tepanuu
JJIAl PYCCKUX U YKPAUHCKHUX CNENMAJTUCTOB

I'naBHBIC UCCIIETOBATEINN:
o Capal. PakoBmuk (MIaBHBIA HCCIea0BaTeNb), rakovsh@post.harvard.edu
o JHoktop ®pena MakManyc (cynepsu3sop), Freda.McManus@psych.ox.ac.uk

lannoe uccredosanue 0000perno OKchopOCKuUM YHUBEPCUMEMOM U KoMUmemom no smuxe Llenmpanvnoeco
UCCIe008amenbCKo20 YHugepcumema
Unentndurannonnsrit Ne MSD/IDREC/C1/2010/28

IMoxkanyiicra, noagreepaure Bame coryacue

O 5 noarBepskaaro, 4TO O3HAKOMMIICS / O3HAKOMMIIAch ¢ HHpOpManuei 00 uccieJoBaHIH , TPOBOJIUMOM
2010-02-17 (Bepcus 1) u mOHUMAIO CYTh BHIIIEYOMSIHYTOTO UCCIIEOBaHUS. Y MeHs Obllla BO3MOXKHOCTb,
KaK U3y4UTh HH(OPMAIUIO, TaK U 337aTh BOIPOCH U MMOJYYNTh HA HUX yIOBIETBOPUTEIBHBIE OTBETHI.

O 4 moHMMaro, 4TO pacipe/eNeHue 10 TPYIIaM IMPOUCXOIUT CIyYaiHBIM 00pa3oM, U 4TO €CJIH A MOoTaIy B
KOHTPOJIBHYIO TPYIIY, TO B TEUEHUH 3-X MECSIIEB S MPHUCHUIAI0 Ty e eXeMeCIIHYI0 HH()OPMAIHIo, HO
He TIoJIyYaro TOCTYT K 00y4eHunto. 5 Tak ke MOHMMAI0, 9TO B KOHIIE 9TOT0 CPOKA MEHSI CHOBA
pacmpenensT B OHY U3 TPYIII C TOCTYH K O0YYEHHIO.

O 4 moHMMaro, YTO MOE€ y4acTHe SBISETCS MOMM JOOPOBOJIEHBIM BOJIEU3bSBIEHHEM, U 51 MOTY TIPEPBaTh €ro
0e3 00bACHEHUS MPUYHHBI U KaKUX-THOO0 MTPpa(HBIX CaHKIHH.

O S cormaceH / coriacHa ¢ TeM, 4TO BO BPEMsI HCCIIEJ0BaHMs OYAyT MPOU3BOJUTHCS ayAUO3AMNCH, a TAKIKE
Ha MPEeJOCTABICHHUE 3TUX 3aMHCell U MAaTepPHAaIOB KacaTeIbHO MOETO JICUCHHS UCCIIeIOBATELCKOH
KOMaHJIE C IIEJIBI0 OIEHKH 3()PEKTUBHOCTH MPOBOAMMOrO Kypca.

| MMOHUMAr0, UYTO HUHAUBUAYAJIBbHOC KOHCYJIBTUPOBAHUEC, KOTOPOC 1 MOTY IMOJIYUYUThb B paMKax 06yquI/m
KOFHHTHBHO—HOBC}IQHHGCKOﬁ Tepalnnu, HE CHUMACT C MCHA U C MOCTO HEMTOCPECACTBCHHOTO MCCTHOTO
PYKOBOJUTEIIA KJIMHUYEeCKOM OTBETCTBEHHOCTH 3a 3J0pPOBLC MAIKCHTA.

O 4 moHMMaro, YTO MOY JIMYHBIE JaHHBIE OYIYT UACHTHHUIIPOBATHCA TOJIBKO IMOCPEICTBOM Ko/, OyayT
WCIIOJIb30BaHbI TOJIBKO IPYMIION HccienoBaTeNell 1 Oy yT YHHUYTOXKEHBI ITOCHe TOT0, KaK NCCIIeJIOBaHNE

3aBEPUINTHCS.

O S nmonmMmaro, 94To Bcst mH(popmarus Oyaer cTporo KoH(HICHIIMATHHOW B paMKax 3akoHa. B pemkux
CIIy4asX CephE3HOH Yrpo3bl 3MOPOBbS U XKU3HU 3Ta HHPOPMAIIUI MOXKET ObITh 00OHAPOIOBaHA.

O S cornacel / coriacHa MNPUHATH Y4aCTUC B BBINICYTIOMSAHYTOM HUCCJICJOBAHUH.

®.1.0 ygactHHKa Hara IToanuce
_Paxosmuk Capa 21.02.1 __S. Rakovshik
Hccnenosarens ara Tlonmuce

2 KOITNU 1A 3AITIOJIHEHWA: 1-AS U1 UCCIIEJOBATEJIA, 2-A AJ1IA YHACTHUKA Bepcus 17/02/10
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Consultation Worksheet

My Consultation Question:

(1) Have you and your client constructed a conceptualization model for understanding
and treating this issue? If so, write or draw it here. If not, collaborate with client to
construct it.

(2) Do you have a treatment plan which fits the conceptualization? If so, write it here. If
not, consider what evidenced-based interventions might apply and summarize them
here.

(3) Is therapy following the conceptualization and treatment plan? If not, is there a
good reason? Would an alternative conceptualization or treatment plan be better?
Why? Does the client agree?

(4) Do you have the knowledge and skill to properly implement the CT treatment? If
not, how could you apply what you have already learned during the training to this
case?"

(5) Is the therapeutic response following expected patterns? If not, formulate
hypotheses about why client response is different from expected. Consider client
beliefs, skill deficits, emotional responses, interpersonal patterns, life circumstances,
and developmental history. Also consider the factors in #6 below.

(6) What else might be interfering with success? Include hypotheses about:

The therapist (beliefs, skill deficits, emotional responses, interpersonal patterns, life
circumstances, developmental history):

The therapy relationship (e.g., is it positive and collaborative?):

The cognitive conceptualization (e.g., is something missing or inaccurate?):

The treatment plan (e.g., are there additional approaches which might help?):

2009 Christine A Padesky, www.padesky.com
Adapted from Padesky, C. A. (1996)
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PABOYMU JINCT KOHCYJIbTALIUN

OCHOBHO# 3apOC KOHCYJIBTALNH:

(1) Chopmynuposanu 1 Bl ¢ KIMEHTOM KOHIENTYaIbHYIO MOJCIH €T0 / €€ MPOoOIeMbl 1
pabotsl Hax Hell. Ecnu «ga», To onuImuTe Wi HapuCyHTe MOAETH PeIIeHHs 3aIIpoca KIINEHTa.
Ecmu «HeT», moobmiaiiTecs ¢ KIMEHTOM C TeM, YTOOBI CPOPMYIIHPOBATH MPOOIEMY U pelIcHHE.

(2) Ectp mu y Bac mian penieHus JaHHON MpoOJIeMbl, KOHIIENITYaIbHO COOTBETCTBYIOIINN
3anpocy? Ecin «z1a», Hanuimure 3/1ech KOHLENTYalbHbIHN IIaH PELIEHH 3a1poca KIMEHTa.
Ecnu «Hety», onummTe, Kakue 04eBHIHbIC (DAKTHl MOTYT UMETh 3HAUCHHE TSI BHIPAOOTKH TUIaHa
penieHus, 0000meHHO CHOPMYITHUPYHTE UX U 3aIUTITUTE 3/1ECh.

(3) CootBercTByeT NI Tepanus KOHIENTYAIbHOW MOJIENN peIIeH s TPOOIeMBI U IUTaHy
nevenus? Eciu «HeT», ecTh Ui 3TOro Beckue ocHoBauwus? EcTh Jin anpTepHaTHBHAS, OoJiee
nmoaxomdauiass MOIaeCJib pemeHm{ HpO6J’ICMBI U I1JIaH BBI3IIOpOBHeHI/ISI? HOSICHI/ITG, HO‘IeMy?
CortaceH JIi KIIMEHT ¢ aTbTepHATUBHBIM BapHAHTOM?

(4) Hocratouno nu y Bac 3HaHWiT 1 HABBIKOB JJIsI IPUMEHEHUST KOTHUTHBHO-TIOBEICHIECKON
tepanuu? Ecnu «Her», MoxeTe 11 Bl mpuMenuTs nMeronuecs: y Bac HaBbIku U 3HaHUS U1
pemmeHus mpoodIeMbl KineHTa?

(5) OrtknukaeTcs JI KIMEHT Ha TEPAIHIO ONpeNIeICHHBIM 00pa3zom? Ecin «HeT»,
MMPEANOJIOKUTE, MOUEMY KIIMCHT OTKIIMKACTCA HE TaK, KaK OKHUJIaJI0Ch. HpI/IMI/ITe BO BHUMAaHHC
y6C)KIIeHI/I}I, HEAOCTATOK HABBIKOB, OMOIIMOHAJIBHBIC PEAKIINHU, MOACIN BSElI/IMO}lCﬁCTBPI}I C
JIIOABbMU, ) KU3HCHHBIC 00CTOSTENBCTBA U HUCTOPHUIO XKU3HU KIIUCHTA. Taxxe IIPUMHUTE BO
BHHUMaHUE CJISAYIOIMUN MyHKT (Ne6)

(6) Yo emie MoXkeT crmocoOCTBOBATh ycrexy? CaenaiiTe TMIOTETHICCKUE PEATTOTOKCHIS
KacaresbHO:

Tepaneema (yOexaeHUsI, HEJOCTATOK HABBIKOB, SMOI[HOHAIBHBIC PEaKIIUH, MOJIEIN
B3aHMO)IeﬁCTBPIS[ C JIOAbMH, ) KU3HCHHBIC O6CTO$[TCJ'IBCTB3, HUCTOPHUIO )KI/IBHI/I)Z

Ommuowenutl 6 pamkax mepanuu (IIO3UTHBHBIE, KOHCTPYKTHBHBIC, KIIHEHT HACTPOCH Ha
obmienue?):

Koenumusnou konyenmyanusayuy (4eTo-To He XBaTaeT WM HENPABUIBHO?):

IInana nevenus (ecThb M APYTHE TOIXOIBI, KOTOPHIE MOTYT OBITH MOJIE3HBI?):

2009 Kpuctun A. [Magecku, www.padesky.com
Anantuposano ¢ [Tagecku C.A. (1996)
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UNIVERSITY OF OXFORD WARNEFORD HOSPITAL
DEPARTMENT OF PSYCHIATRY 8§§2§3

TEL: (01865) 223902

FAX: (01865) 793101

EMAIL: Freda.mcmanus@
psych.ox.ac.uk

Dr Freda McManus
Clinical Research Fellow &
Consultant Clinical Psychologist

16" June 2011
Jear Diploma students,

Re: End of training questionnaire

T'he current governmental focus on increasing access to evidence-based treatments, and in particular CBT, has led to a
-apid expansion of CBT training. While CBT itself has many decades of research and evaluation to generate the
>vidence base for it, we currently know very little about how therapists can be trained to effectively provide these
reatments in routine clinical practice.

n light of this opportunity to disseminate CBT more widely, we think it is a priority to begin to develop an evidence
rase for effective CBT training practices. Hence, we are asking you to complete the attached questionnaire which is part
»f a broader study examining therapists’ accuracy in assessing their own CBT skills, and on what elements of a training
:>xperience contribute to gains in CBT competence.

As you are just finishing an intensive CBT training course, you have a unique perspective on which elements of training
1ave, or have not, contributed to any changes in your competence as a cognitive therapist. The attached survey asks you
o reflect on your experience over this past year during the diploma course, and to rate the influence various components
>f the course have had on your current CBT abilities. In addition, we are interested in your reasons for seeking training,

ind details about your current professional setting.

All information will be stored anonymously and will be used primarily for the purposes of audit i.e., to enhance the
xffectiveness of Diploma training in CBT.

We appreciate your time and effort in completing this survey.
3est wishes & many thanks for your help with this,

“reda McManus
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SURVEY FOR DIPLOMA/MSc IN ADVANCED COGNITIVE THERAPY STUDIES

OXFORD COGNITIVE THERAPY CENTRE

Warneford Hospital
Headington

OXFORD

OX3 7JX

Tel : (01865) 223986

Fax : (01865) 226331
E-mail:octc@obmh.nhs.uk

Dear «Namey,

SURVEY: PERCEPTION OF EFFECTIVE ELEMENTS OF TRAINING (DIPLOMA/MSc IN ADVANCED
COGNITIVE THERAPY STUDIES)

We are writing to ask for your help in completing the enclosed survey.

As you are no doubt very well aware, the current focus on increasing access to evidence-based
treatments, and in particular CBT, has led to a huge expansion in training in CBT. Yet, it is not entirely
clear what aspects of training contribute most to its efficacy. The enclosed survey invites therapists to
draw on personal experience in identifying what they believe contributes most to the efficacy of CBT
training, specifically in relation to year development as a clinician or supervisor, rather than the other
elements of the Diploma/ MSc in Advanced Cognitive Therapy Studies (i.e., research skills, training skills,
organizational development). We hope that it will help us to refine further our own training programmes at
OCTC.

The attached survey, devised by Sarah Rakovshik, a DPhil student in the University Department of
Psychiatry, under the supervision of Freda McManus, invites you to reflect on your experience of the
Diploma/MSc in Advanced Cognitive Therapy Studies, as it impacted on your development as a CBT
practitioner, and to rate the influence of various components of the course on your current competence as
a therapist and disseminator. In addition, we are interested in the reasons you sought training, and details
of your current professional setting. Sarah can be contacted by e-mail with any questions you may have
concerning the survey: rakovsh@post.harvard,edu.

We appreciate that, as senior practitioners your time is precious. We would nonetheless very much
appreciate your taking the time and effort to complete the survey, as the information you provide will be
valuable to us. All responses will be anonymised once they are entered; the identities of the responders
will not be evident to the course directors. We are interested in knowing your identities for the response on
the ‘long-term feedback’ form. Please fill in your name and the date you began the course if you are willing
to be identified for this question. We wish you well in your continuing work with CBT.

Warm regards,
Yours sincerely,
Dr Helen Kennerley Dr Melanie Fennell

Co-Director, Diploma/MSc in Co-Director, Diploma/MSc in
Advanced Cognitive Therapy Studies Advanced Cognitive Therapy Studies


Sarah Rakovshik
398

Sarah Rakovshik
Appendix 5.2b Cover letter to A-CBT trainees

Sarah Rakovshik
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UNIVERSITY OF OXFORD
DEPARTMENT OF PSYCHIATRY
Dr. Freda McManus DEPARTMENT OF PSYCHIATRY
Clinical Research Fellow & WARNEFORD HOSPITAL
OXFORD

Consultant Clinical Psychologist
0X3 71JX

Sarah G. Rakovshik
DPhil Candidate & Cognitive
Therapist

EMAIL: rakovsh@post.harvard.edu

Dear Professor Khomogorova,

Re: Training in Cognitive-behavioural therapy for Russian psychology students

The University of Oxford’s Department of Psychiatry, in collaboration with the Oxford Cognitive
Therapy Centre, is currently conducting research into the evaluation of training methods, therapist-
competence and the development of clinical skill in the dissemination of Cognitive Behavioural Therapy
(CBT). Our focus concerns the effectiveness of CBT training for therapists from a wide-range of clinical
backgrounds. Hence, phase two of our research involves the dissemination of CBT treatment protocols to
psychology students in Russia.

Due to Moscow State Psychological and Pedagogical University’s commitment to psychological practice,
we would like to offer the possibility of collaboration within your existing academic programme. We
intend to conduct our trials during the 2009-2010 academic year, and are therefore eager to begin
discussions on such a collaboration. We believe that we can offer opportunities that could be of benefit to
the faculty and students of your department, and that your programme could be an appropriate setting for
our current research.

As we will be deciding the parameters of our research within the next month, we request that you contact
us if you would be interested in considering our proposal. Sarah Rakovshik can be reached by telephone
at+7 903 798 2951, or by e-mail at rakovsh@post.harvard.edu. She is a fluent Russian speaker, and will
be in Moscow during the current academic year to coordinate this research. We will try to reach you as
well within the coming week.

Thank you for your consideration. We look forward to hearing from you.

Best regards,
Dr Freda McManus Sarah Gray Rakovshik
Clinical Research Fellow & DPhil Candidate &

Consultant Clinical Psychologist Cognitive Therapist


Sarah Rakovshik
399

Sarah Rakovshik
Appendix 5.5a Chapter 5 recruitment letter


Appendix 5.5b Chapter 5 recruitment letter (Russian version) 400

UNIVERSITY OF OXFORD
DEPARTMENT OF PSYCHIATRY

DEPARTMENT OF PSYCHIATRY
WARNEFORD HOSPITAL
OXFORD

0X3 7JX

Dr. Freda McManus
Clinical Research Fellow &
Consultant Clinical Psychologist

Sarah G. Rakovshik
DPhil Candidate & Cognitive
Therapist

EMAIL:
sasha.rakovshik@psych.ox.ac.uk

Oo0yuenue KornutusHo-IloBeneH4yeckoi Tepanuu AJis1 ICUXUATPOB, IICUXO0JIOTOB U
MmCUxXoTePaAneBTOB.

VYBaxkaemas !

Otaen Oxcdoprckoro ynusepcuteta [lcuxuarpuu, B cotpyanuuectse ¢ Oxchopackum
Hentpom KorautusHoii [lcuxoTepanuu, B HacTOsIIIEE BPEMS TPOBOAUT UCCIETOBAHUE
OTHOCHUTEIIbHO OLIEHKH yU4e€OHBIX METOI0B, KOMIIETEHTHOCTH Te€pareBTa U pa3BUTHUS
KJIIMHUYECKHUX HaBBIKOB B pacnpocTpaneHuu Koruutusno-IloBenenueckoit Tepanuu (KIIT).
Hame Buumanue kacaercs agpdpexruBnoctr ooydenust KIIT mist cnienimanicToB U3 MIMPOKOTO
JIuana3oHa KinHu4deckux (oHoB. B cBsi3u ¢ 3TuM, BTOpas ¢a3a B HallleM HCCIIEJOBAHUU
BOBJIEKAET pacnpocTpaHeHre npoTokoioB JieueHus KIIT nmpakTukyromum crienraiiuctaM B
Poccun n Ha Ykpaune.

Mer1 o6pamaemcst k Bam ¢ npeioxxenneM yqactusi cieriuanuctoB Bamero nieatpa. Mbt
MoJIaraeM, 4YTO MBI MOKEM TMPEJIOKUTH BOSMOKHOCTH, KOTOPBIE MOTYT OBITh BHITOJAHBI U
COTpyJHHUKAM U ManueHTaMm Barmero nientpa. HekoTopeie crienuaincThl, y4acTBOBABIIIHE B
HaIlleM UCTIBITAHUH, PEIOCTABUIIN OYEHB TTO3UTHUBHBIC OTKIUKH 00 3PPEeKTHBHOCTH 00yUeHHUS,
OKa3aHHOTO Ha WX TePaNeBTUYECKHE HABBIKU. MBI Oy/IeM MPOI0KaTh MPUHUMATH HOBBIX
CIIEIUATTUCTOB K UCIIBITAHUIO, TTIOKA HE JJOCTUTHEM HEOOXOAMMOTO YHCIIa YIaCTHUKOB JJIS
HAIIIET0 UCCIICTOBaHMS.

Econ BameMy LHECHTPY WU, BO3MOKHO, OTACIIBHBIM COTPYAHUKAM XOTECJIOCh OBl IOJIYUHUTH
JIOTIOTHUTEIBHYIO HH(OPMAIIHIO O HAIlleM MIPOeKTe, MoXKalyicTa, cBsbkuTech ¢ Capoit
PaxoBmuk mo trenedony +7 903 798 2951 wiu 110 351€KTPOHHOM TIOUTE
sasha.rakovshik@psych.ox.ac.uk Capa xopo1io roBopuT no-pyccku u 0yzaetr B Mockse B
TE€YeHHE TEKYIIEero yueOHOro rojia, 4To0bl CKOOPIMHUPOBATH ATO UCCIIEJOBAHHE.

Cnacub6o 3a Bame Baumanue. bynem npusnarensHsl 3a Bamn oTser.

C yBaxeHHew,

Dr Freda McManus Sarah Gray Rakovshik

Clinical Research Fellow & DPhil Candidate &
Consultant Clinical Psychologist Cognitive Therapist
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PART II: COMPETENCY AS A SUPERVISOR

OXFORD DIPLOMA/MSc IN ADVANCED COGNITIVE THERAPY STUDIES

SUPERVISOR COMPETENCY SCALE
Evaluation of recorded session of supervision

GUIDELINES WHEN USING THE SCS

The purpose of supervision is to foster good practice, as defined by professional
guidelines, so as to meet client/patient needs. This rating form has been devised to
structure the process of evaluating supervision competency, making use of both specific
and general items. It reflects the 2008 supervision competencies of Pilling and Roth, and
general guidelines for good supervision practice (see Kennerley and Clohessy (2010) for
a review) whilst striving to be as short and simple as possible.

It aims to:
1. Enable raters to communicate a standard of practice
2. To help supervisors reflect on and develop their practice
3. To indicate the degree to which a particular supervision session fulfils the purpose
outlined above
It can be used both as an instrument to give detailed feedback and / or an evaluation tool
for deciding whether or not supervisee performance is adequate.

It comprises three sections:

Section I: the scale used by raters to evaluate a supervisor’s performance. This addresses
six areas of practice: structuring of sessions; enhancing learning; the supervisory
relationship; other process issues; reflective practice. Items within each of these areas of
practice are rated on a 5-point scale. Raters also comment on the general strengths of the
supervisor, make suggestions for improvement and consider the appropriateness of the
supervisor’s reflection on supervision (see section II).

Section II: a reflection on supervision form to be completed by the supervisor. This
encourages self-reflective practice and enables the rater to decide if the self-reflection is
adequate or appropriate and if supervisee feedback (see section IIT) has been considered.

Section III: As recipients of supervision, supervisees’ feedback is valuable, if properly
attended to by the supervisor. Thus supervisees are asked to give their supervisors
feedback on the session and this should be submitted with the session recording. If the
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supervisor wishes to s/he can specify the details of feedback and the assessor can
comment upon the appropriateness of the supervisor’s choice of questions.

Items to be submitted:

1. Each student should submit a recording of a supervision session made within the
last 3 months. This should be approximately 1 hour long for an individual
supervision session and no longer than 1'% hours for a group session.

2. Students must provide feedback from the recipients of the supervision session
submitted for evaluation, preferably in written form. The supervisor is responsible
for gathering relevant feedback and assessors can comment on the appropriateness
of it. Feedback from all group supervision members should be provided together
with the recording.

3. Students must submit a completed Reflection on Supervision form (see section III
of the SCS, overleaf).

Note: Students must secure supervisee consent for the recording to be viewed by the
assessor and must ensure that their supervisees have gained clients’ consent for their own
work to be supervised.

INSTRUCTIONS TO RATERS

As a rater, you are expected to use your professional judgment in completing this form
and to comment (briefly) on your ratings. If possible, illustrate the basis for more general
judgments, so as to clarify your decision and enable the student learn from the evaluation.
There are 7 parts to the SCS: within each there is scope for rating particular items such as
contracting use of time, promoting reflective practice, being respectful etc. Items in Parts
1-5 are rated using the following scale:

Rate supervisor’s performance on the following scale:

1 2 3 4 5
Absence of feature | Evidence of Competent, but Good features Expert
or highly competence, but some problems Minor problems performance or
incompetent or many problems and /or and or very good even in
major problems and/or lack of inconsistencies inconsistencies the face of
evident consistency difficulties

Items within Part 6 are rated using a simple 5-point scale, while items in Part 7 concern
general feedback and require written statements.

This is intended to form the basis of detailed feedback which will help the supervisee
improve her/his practice. Not all of the items within part 1-6 will be applicable for the
recording under scrutiny and it is acceptable to rate these as ‘not applicable’ (N/A). For
example addressing problems within the supervisory relationship might not be relevant in
the session which is being assessed.
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Performance requirements:

At the end of end of Parts 1-6, raters are asked to judge whether or not the supervisee has
shown competent practice (see level 3 on the above rating scale). This does not
necessarily reflect an average score for that part of the SCS (as some items will have been
deemed not applicable) but the rather the rater’s overall view of performance in that
particular aspect of supervision. For overall performance in a particular area to be
considered competent, none of the scored items should fall below ‘2’ and the majority
should score ‘3’ or above. In order to fulfil course requirements, a supervisee must be
deemed competent (ie achieve a ‘pass’) in all six areas.

NOTES FOR RATERS

Section I
Part 1: Structuring the session

1. Contracts use of time: this should be done collaboratively. Time allocation should reflect
the demands of supervision and time available. Supervisors should ensure time is
allocated to review the past session and current session as appropriate.

2. Adheres to agreed agenda: the supervisor is expected to pace the session appropriately,
remain focused on the agenda and only digress following discussion and renegotiation of
the agenda with the supervisee.

3. Selects specific and appropriate topics / goals for session : the topics and goals should be
arrived at collaboratively, should reflect both the needs of the supervisee and of the
client(s) and should reflect the supervision contract which will have been drawn up prior
to beginning the course of supervision.

4. Paces session (i) appropriate to the needs of the supervisee, and (ii) uses time efficiently.

Part 2: Enhancing Learning

1. Gathers information to illustrate supervisee’s clinical practice using Socratic methods,
‘live’ supervision, role play and case discussion.

2. Uses a variety of methods to appraise and evaluate the skills and knowledge of the
supervisee: for example through role play or by rating therapy tapes.

3. Shows sensitivity to the learning needs of the supervisee : is aware of the developmental
needs and optimum learning style of the supervisee and is able to create a stimulating
learning environment that does not over stress the supervisee.

4. Balances use of methods likely to foster supervisee learning (e.g. Socratic Method use of
recordings, information giving, experiential methods etc) throughout the session and uses
learning approaches appropriately. For example, experiential approaches to skills
development.

5. Makes available relevant and appropriate materials (e.g. references, measures, recordings
etc)

6. Gives feedback to supervisee which is sensitive and constructive. Feedback should be

clear, specific, framed as the supervisor’s opinion and should both challenge and support
the supervisee. Feedback should be given frequently enough to be useful and the
supervisee should be prompted to reflect on it in the session. Supervisee feedback should
be elicited at the end of each session.



Appendix 6.4a Supervisor Compentency Scale 404

Makes theory-practice links, helping the supervisee combine cognitive theory and
psychological principles with sound clinical work.

Promotes reflective practice by regularly prompting the supervisee to critically appraise
and learn from their work, and by encouraging supervisees to record and review their
therapy sessions.

In a group setting facilitates group learning by attending to the input of all group
members and by encouraging vicarious learning.

Part 3: Supervisory Relationship

1.

2.

Collaborative and engaging: there should be evidence of ‘team work’ on shared, agreed
goals.

Respectful, supportive, sensitive: the supervisor’s practice should communicate a
respectful awareness of the learning needs of the supervisee.

Creates safe environment for supervisee to be open: the supervisor should create a setting
which is supportive, emotionally containing and which is non-judgemental of the person.
Boundaried: the SR reflects a working alliance not a friendship or therapy. Supervision is
primarily educative. It should be relevant and free of interruption and unnecessary
digression.

Open: honest mutual feedback should be exchanged regularly to ensure that there is
shared understanding, that clinical goals are being met, that agreed tasks are being carried
out, that practice is ethical and that learning needs are met. Supervisors should express
reservations in a timely and respectful fashion.

Problems within the SR are addressed if this is necessary. Supervisors should be open
and honest if they have concerns about the SR and if problems arise the supervisor should
address them in a timely and respectful fashion

Part 4: Other process issues
To score highly in this section the supervisor must:

o Create a setting which facilitates the exploration of process issues. Even though there
will be times when detailed attention to process issues is not necessary it is crucial to
make exploration possible. The supervisor will be given credit for creating a setting
which allows for this possibility.

o Show an awareness and appreciation of a systemic perspective of the supervision
process which embraces not only therapist, supervisor and client but also the relevant
systems within which they operate (e.g. domestic, occupational, institutional).

o Target key areas if they need to be addressed.

The relevance of process issues might need to be inferred by the rater if the issue is not
identified and discussed by the supervisor — in which case the reasons for this inference
should be clearly noted under general comments.

Supervisees will be penalised for failing to appreciate key process issues or if process issues
are recognised but not addressed properly. The key areas for consideration are:-

1.

2.
3.
4

[P issues within the therapeutic relationship

[P issues between the supervisor and client or wider system
Process issues within the client’s wider system

Process issues within the supervisee’s wider system

In a group setting the supervisor should recognise and manage group processes
appropriately: this means using helpful group processes (€.g. de-stigmatizing, the
instillation of hope and peer guidance) to augment the supervision experience whilst
minimising unhelpful group processes (e.g. scapegoating, dependency, splitting).
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Part 5: Professional and ethical practice

1. Practises within limits of own knowledge and skill: supervisors should restrict their
supervisory practice to their areas of knowledge and expertise and be open about the
limitations of their skill and awareness.

2. Fosters competence in working with difference: the supervisor should encourage a non-
judgemental and sensitive approach, which is enabling of clients from a broad range of
backgrounds. This may have to be inferred from the supervisor’s attitude towards the
patient under discussion and the supervisee(s) in the session. If this is the case, the
reasons for the inference should be clearly noted under general comments.

3. Respects confidentiality: the supervisor should protect patient confidentiality and ensure
that supervisees do the same. Encouraging or permitting supervisees to disclose the full
name of a patient will result in this item being failed.

4. Promotes safe CBT practice (including risk assessment where appropriate). Risk
awareness is crucial to good supervision and ethical practice. Supervisors should also
ensure that supervisees create appropriate therapy boundaries and practise ethically (for
example fostering appropriate therapist-patient alliance, etc).

5. Encourages realistic and safe case management such that the supervisee is neither over-
loaded nor under-stimulated. The supervisor should also ensure that the supervisee(s)
practices within the limits of their knowledge and skill and should support the supervisee
in recognising and bridging gaps in their practice.

Part 6: Reflective practice

These items are rated on a 5 point rating scale: scores of 3 and over are acceptable for
competent practice.

1. Supervisor elicited appropriate feedback: this reflects the feedback gathered verbally at the
end of the supervision session and the written feedback collected from the supervisee(s). The
purpose of the feedback is to inform the supervisor’s practice and to give information which
will improve the supervision experience for the supervisee.

2. Responses to supervisee’s feedback were appropriate: the supervisor should show that s/he
has properly reviewed and considered supervisee feedback and has identified learning
opportunities.

3. Supervisor’s next supervision goal(s) is appropriate: the supervisor should build on
reflection by translating new ideas / insights into action in the form of supervision goals,
which should be ‘SMART’. These might involve seeking supervision of supervision,
organising further CPD, modifying performance in supervision sessions, for example.
Whatever the goals, they should reflect the learning opportunities of the recorded session.

Part 7: General feedback

In this section raters should give a summary of:

1. The supervisor’s main strength (as demonstrated in the submitted recording) along with,
2. Suggestions for improvement of supervisory practice

Comments should be constructive, specific and where possible readily translated in to tasks
which can be reviewed.
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Supervisor Competency Scale contributors: Helen Kennerley, Gillian Butler, and Sue Clohessy (OCTC)
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OXFORD DIPLOMA/MSc IN ADVANCED COGNITIVE THERAPY STUDIES

IL. SUPERVISOR COMPETENCY SCALE

Rater: ......oooviiii
Supervision format (e.g. group, peer etc):

Items submitted for rating

Recording 1 / Recording 2

Date of session: ...
Date of rating: .....

1. One recording Yes No
2. Feedback from recipient(s) of supervision Yes No
3. Completed Reflection on supervision form Yes No
Rate supervisor’s performance on the following scale:
1 2 3 4 5
Absence of feature | Evidence of Competent, but Good features Expert
or highly competence, but some problems Minor problems performance or

incompetent or

many problems

and /or

and or

very good even in

major problems and/or lack of inconsistencies inconsistencies the face of
evident consistency difficulties
Part 1: Structuring the session

1. Contracts use of time

2. Adheres to agreed agenda

3. Selects specific and appropriate topics / goals for session

4. Paces session (i) appropriate to the needs of the supervisee(s)

(ii) uses time efficiently
General Comments:
Part 1: Considered competent: Yes No
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Part 2: Enhancing Learning

1.
2.

0 0 N o

Gathers information to illustrate supervisee’s clinical practice .
Uses a variety of methods to appraise and evaluate the skills and knowledge of the
supervisee

Shows sensitivity to the learning needs of the supervisee

Balances use of methods likely to foster supervisee learning (e.g. Socratic method use of
recordings, information giving, experiential methods etc) ..
Makes available relevant and appropriate materials (e.g. references, measures, recordmgs
etc)

Gives feedback to supervisee which is sensitive and constructive

Makes theory-practice links

Promotes reflective practice

In a group setting facilitates group learning

General Comments:

Part 2: Considered competent: Yes No

Part 3: Supervisory Relationship

AN e

Collaborative and engaging

Respectful, supportive, sensitive

Creates safe environment for supervisee to be open

Boundaried: the SR reflects a working alliance not a friendship or therapy
Open: honest mutual feedback

Problems within the SR are addressed

General Comments:

Part 3: Considered competent: Yes No
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Part 4: Other process issues

Shows sensitivity to IP issues within the therapeutic relationship
Shows sensitivity to IP issues between the supervisor and client or wider system
Shows sensitivity to process issues within the client’s wider system

Shows sensitivity to process issues within the supervisee’s wider system

In a group setting recognises and manages group processes appropriately

DR

General Comments:

Part 4: Considered competent: Yes No

Part 5: Professional and ethical practice

Practises within limits of own knowledge and skill

Fosters competence in working with difference

Respects confidentiality

Promotes safe CBT practice (including risk assessment where appropriate)
Encourages appropriate case management

MRS

General Comments:

Part 5: Considered competent: Yes No
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Part 6: Reflective practice

Not at all Absolutely
1. Supervisor elicited appropriate feedback 1 2 3 4 5
2. Responses to supervisee’s feedback were appropriate 1 2 3 4 5
3. Supervisor’s next supervision goal is appropriate 1 2 3 4 5
General Comments:
Part 6: Considered competent: Yes No

Part 7: General feedback

3. Supervisor’s main strength as demonstrated in this recording

4. Suggestions for improvement
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II1. REFLECTION ON SUPERVISION FORM

1. Background information
Give a brief description of the supervisee(s), their level of experience, the number of times
you have met etc

2. General reflection

(1) Comment on what you are pleased with and less pleased with in this session:
consider content, procedure and process. You might also want to consider your
assumptions, shared responsibilities and shared expertise.

(i) What is your response to the feedback from your supervisee(s)?
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(iii) In the light of (i) and (ii), what is your next goal(s) as a supervisor?

(iv) Does this session reflect your usual practice? Was there anything unusual about this
session — if so, how did you manage this?
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SECTION III

SUPERVISEE FEEDBACK *

SuUpervisor:.......oovviiiiiii e, Date of session: .................

As a supervisee, what did you find particularly helpful or less helpful about this session?
What, if anything, would suggest to improve the session?

* Supervisors may request more detailed feedback
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Word count:

Approximately 50,000 words
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