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Abstract

Towards Scalable Training:
Narrowing the Research-Practice Gap in the Treatment of Eating Disorders

Suzanne M. Bailey-Straebler
Balliol College, University of Oxford, DPhil, Trinity Term 2015
Empirically supported treatments (ESTs) now exist for a variety of psychological disorders;
however, few individuals have access to these treatments and even fewer receive them in
well delivered form. This has been termed the research-practice gap. It is likely that a
combination of factors contribute to individuals not receiving good quality ESTs. One major
reason is the limited availability of effective training in these treatments. Although many
therapists wish to learn such treatments, they seldom have the opportunity as training
relies on scarce expert resources and is costly. Furthermore, relatively little is known about
the effectiveness of this method or how best to train clinicians: despite having evidence-
based treatments, there are no evidence-based trainings.

This dissertation examined one example of an EST - enhanced cognitive behavior

therapy for eating disorders (CBT-E) — with the overarching aim of evaluating both existing,

and commonly accepted, training methods, as well as, newly developed more scalable ones.

How best to train clinicians in CBT for eating disorders has not been investigated previously.

The Kirkpatrick training evaluation framework was adopted to guide the studies. Chapter
One provided an overview of the research-practice gap with a particular emphasis on the
obstacles faced in training therapists. Chapter Two reviewed the literature on training in

ESTs and highlighted gaps in the research evidence and areas for improvement in future



studies. An important conclusion was that, although studies varied in design and the precise
form and content of the training investigated, results were mostly consistent in indicating
that knowledge and skills tended to improve following training. However, the outcome
measures used to assess training were often poorly described with unknown psychometric
properties. Perhaps most importantly the lack of clearly defined competence cut-points
made interpretation difficult. In addition, much of the training investigated had limitations
in terms of scalability. Chapters Three, Four and Five, aimed to overcome some of these
difficulties and provided a series of studies investigating training in CBT-E. Chapter Three
employed qualitative methods to investigate trainees’ reaction to conventional workshop
and more scalable web-based training and found that although trainees enjoyed training,
they had a variety of reasons for not planning to implement the treatment as learned.
Chapters Four and Five evaluated the impact of different forms of training on knowledge
and skill acquisition respectively. Training in CBT-E was associated with increases in
knowledge especially when paired with supervision or scalable guidance, which proved
feasible and acceptable to clinician trainees. The results for skill acquisition were less clear,
but the new scalable online training was associated with therapists achieving competence.
Finally Chapter Six discussed the broader implications of the work and highlighted areas for

future research.
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1 CHAPTER ONE

Overview of the Research-Practice Gap

1.0



1.1 Introduction
Considerable progress has been made in the past 30 years in the

development of effective evidence supported psychological treatments for a variety
of psychiatric disorders (Shafran et al., 2009). As a result, empirically supported
treatments’ (ESTs) are now recommended as first lines of treatment by the National
Institute for Health and Care Excellence (NICE) and the American Psychological
Association (APA) for among others, anxiety disorders, depression and eating
disorders (e.g., APA, 2005; NICE, 2004). Despite this, only a small minority of patients
receive ESTs (Berry & Haddock, 2008; Dobson & Beshai, 2013; Ehlers, Gene-Cos, &
Perrin, 2009; Simmons, Milnes, & Anderson, 2008; Wolitzky-Taylor, Zimmermann,
Arch, De Guzman, & Lagomasino, 2015). This discrepancy is frequently described as
the ‘research-practice gap’ or as the Institute of Medicine puts it more forcefully,
“not just a gap, but a chasm”(Institute of Medicine, 2001, 2015). Furthermore it is
widely acknowledged that there is a great need to decrease the burden of mental
iliness (Kazdin & Blase, 2011) and that patients show a strong preference for
psychological treatments over other types of treatment (McHugh, Whitton,
Peckham, Welge, & Otto, 2013). In response to these problems and in order to
improve patient access, government agencies, professional organizations, prominent
clinical researchers and insurance companies have all voiced the urgent need for

improved dissemination and implementation of ESTs from research settings to

! Despite there being a difference between empirically supported and evidenced based treatments
these terms are often used interchangeably in the literature. Some (e.g., Lilienfeld et al., 2013; Thyer
& Pignotti, 2011) have argued for a clearer distinction to be made between these terms and urge
consistency in their use. As much of the literature have used these terms interchangeably such
adherence was not possible and both terms will be used.
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community settings (e.g., Institute of Medicine (IOM), 2001; National Institute of
Mental Health (NIMH), 1999).

In discussing the research-practice gap, many researchers (e.g. Cooper &
Bailey-Straebler, 2015; Fairburn & Patel, 2014; McHugh & Barlow, 2010, 2012;
Shafran et al., 2009) have suggested that the limited availability of training for
therapists2 is an obstacle to narrowing this gap. More specifically they regard limited
knowledge about how to effectively train therapists and about how to increase the
availability of training as the most important factors impeding effective
dissemination of ESTs. Indeed, despite the number of ESTs available, relatively little
research has been conducted on how best to train therapists in these treatments
(McHugh & Barlow, 2010; Rakovshik & McManus, 2010).

This introduction outlines the problems faced by current methods of training
in meeting the challenge of becoming more robustly evidence-based and more
widely available. These problems will be considered in greater detail in relation to a
particular EST, enhanced cognitive behavior therapy (CBT-E) for eating disorders,
which will serve as the focus for the exploration and evaluation of training in this
thesis. The framework adopted for guiding the evaluation of various forms of
training in CBT-E will be described together with a brief outline of the studies

evaluating reported in this thesis.

1.2 Therapist Training
Training clinicians to competently carry out evidence-based psychological

treatments presents a range of interconnected difficulties discussed in detail below.

In brief, the current ideal model of training is based on the method used to train

’ The terms therapist, trainee and clinician are used interchangeably in this thesis to denote someone
who provides psychological treatment.
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therapists in research trials. In the case of trials, adequate levels of competence are
established indirectly by virtue of patient outcome- indeed the trials produce the
evidence supporting the treatments. However, the method is time consuming and
costly (making it not scalable) and results in too few training opportunities.
Relatively little information exists about how best to train clinicians, particularly in a
scalable way or on what the content of the training should be. A further issue that
needs to be addressed in the implementation of ESTs is therapists’ attitudes towards
ESTs and their use: even if therapists receive effective training, we do not know if
they intend to rigorously apply this training. A related but separate issue concerns
the lack of adequate and consistently used measures of training outcome. If trainings

are to be evaluated, reliable and valid measures must be used.

1.2.1 Current methods of training and their problems
“Quality assurance in the preparation of mental health professionals is

assumed more often than verified” (Alberts & Edelstein, 1990, p. 497).

Early investigations on the topic of how best to train therapists concluded
that the techniques of good therapy training were not clear. Even more concerning,
these studies found that the current methods did not ensure either therapist
competence or adequate delivery of treatment (Alberts & Edelstein, 1990; Binder,
1993; Ford, 1979). Unfortunately, over twenty years later with numerous ESTs
developed, the quality and content of training continues to lack standardization
(Beidas & Kendall, 2010; Herschell et al., 2010) as does the measurement of training
outcome (e.g., Fairburn & Cooper, 2011; Shafran et al., 2009). Instead of one

effective, evidence-based and scalable method we have one main approach: training

1.3



provided as part of randomized controlled trials and two diluted versions of this: the

so called ‘gold standard’ of training, and training as usual.

1.2.1.1 Current approaches

Treatment trial standard
Randomized controlled trials (RCTs) serve as the basis for testing many ESTs.

Therapists involved in these trials are usually highly motivated and committed to the
notion of ESTs. They receive an initial intensive training (Roth, Pilling, & Turner,
2010), which typically lasts around six months. Training includes the treatment of
several pilot patients, and it involves a demanding supervision process, with video or
audio recordings of patient sessions being audited in order to achieve high levels of
adherence to the treatment protocol (e.g., Hollon et al., 1992; Stangier, Schramm,
Heidenreich, Berger, & Clark, 2011). Recordings are also rated by independent
assessors to ensure that high levels of skill and adherence are met. This level of
supervision is usually maintained until the end of the trial. Although this form of
training creates capable and competent therapists as judged by patient outcome,
there are limits to its usefulness. The main shortcoming of this model is that it is
obviously impossible to provide training and supervision of this intensity on a scale
sufficient to meet the need for widespread treatment. Simply put, there are not
enough experts to provide this kind of supervision and the cost involved in such

training makes it largely prohibitive.

The ‘gold-standard’
Outside of research trials the so called ‘gold standard’ training in ESTs is a

combination of attendance at a short (~2 days) didactic workshop, study of a

treatment manual, and ongoing clinical supervision (Insel, 2009; Weissman et al.,
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2006), usually from an expert in the treatment concerned. However, this ‘gold
standard’ method of training has only recently been empirically investigated and
results have been mixed, at least in part due to a lack of consistency and clarity in
the measurement of training outcome (discussed below) (for detailed reviews see:
Beidas & Kendall, 2010; Herschell et al., 2010). Such ambiguous results have led
some researchers (McHugh, Murray, & Barlow, 2009) to conclude that there is no
current ‘gold standard’ for training in ESTs. Even so, it is worth noting that this
method has been successful in organizations which are able to 1) insist that
employees participate in such training and 2) have adequate resources to pay for
ongoing supervision that includes evaluation of ‘live’ performance in the form of
rated’ therapy recording. Examples of such programs include those implemented by
the Veterans Health Administration (VHA) and the Increasing Access to Psychological
Therapies (IAPT) program (Clark, 2012; Walser, Karlin, Trockel, Mazina, & Barr Taylor,
2013). However, these impressive large scale programs require a level of resources
that cannot be provided throughout the mental health sector. ‘Gold standard’

training therefore remains outside the reach of most clinicians.

The usual standard
Only a small minority of therapists receive training as part of an RCT or what

has been described as the ‘gold standard’. The reality for many therapists is that they
will be given a treatment manual and/ or be offered attendance at a brief training
workshop. They will not generally be provided with expert supervision and
frequently will receive no training at all in ESTs. This is despite the generally accepted

view, as expressed by Kendall and colleagues, that “we cannot expect therapists to

*Such rating of therapy recordings is not typically considered a part of typical clinical supervision, but
is seen more frequently in treatment trial training.
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implement empirically supported techniques without appropriate training and
supervision” (Kendall, Settipani, & Cummings, 2012, p. 108). This view has been
shaped by preliminary investigations assessing the workshop-only method of training
(referred to as the “train and hope” method (Stokes & Baer, 1977) due to its lack of
follow-up or assessment of skill acquisition). These investigations suggest that
treatment manuals and workshops are insufficient for attaining the requisite
mastery of knowledge, skills and sustained clinician behavior change (Herschell et al.,
2009; Lopez et al., 2011). Indeed, in their extensive review of therapist training,
Beidas and Kendall (2010) found that although this method of training improved
knowledge scores it “was not enough to produce proficient change in therapist
adherence, competence, and skill” (p. 20).
1.2.2 The need for scalable training

As described above while there is a need for better empirical support for
existing methods of training the more pressing issue is that few therapists receive
training at all. Training opportunities therefore need to be greatly increased. For,
while therapists have a desire to undertake more training, they commonly cite both
a lack of training availability (Cook, Biyanova, & Coyne, 2009) and the high cost of
training workshops (Stewart, Stirman, & Chambless, 2012) as barriers preventing
them from doing so. At least three possible routes exist for scaling up training:
increasing the availability of the current methods that are effective (described
above), training therapists more efficiently by teaching only the active ingredients or
common elements of treatment, and/ or developing and testing new methods of
potentially more scalable training such as ‘train the trainer’ methods and web-based

training.
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1.2.2.1 Increase the current training methods
Accepting that the style of intensive training used for RCT therapists is

effective, it makes sense that these methods should be offered on a much larger
scale. As mentioned above, such a solution is possible for well-resourced programs
such as the VHA in the USA and the IAPT program in the UK (see McHugh & Barlow,
2010 for a detailed review of such programs). Clinician and patient outcomes from
these programs on adherence and reductions in illness severity are promising for a
number of disorders (Clark et al., 2009; Jolley et al., 2015; Karlin et al., 2012; Karlin,
Trockel, Taylor, Gimeno, & Manber, 2013; Walser et al., 2013). However, as also
mentioned above, both the VA and IAPT systems are not scalable because they rely
on large financial resources (provided by US and UK governments respectively) and
because of the scarce resource of expert trainers and supervisors.
1.2.2.2 Increase training efficiency

Treatments for psychiatric illness have traditionally been disorder specific.
Therapists have therefore had to learn multiple distinct evidence-based treatments
in order to treat a variety of illnesses. In recent years some researchers have called
for a reconsideration of this. Newer approaches include treatments that focus on
common underlying psychopathology such as the transdiagnotic treatment of eating
disorders (Fairburn, Cooper, & Shafran, 2003) and unified protocol (UP) for
emotional disorders (Ellard, Fairholme, Boisseau, Farchione, & Barlow, 2010). Others
(Chorpita, Daleiden, & Weisz, 2005) advocate training in the use of shared evidence-
based practice elements (for example, treatment interventions such as relaxation
and graded exposure) that could be used for a variety of disorders. The emerging

evidence for the effectiveness of these approaches is promising and potentially
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reduces training times by not requiring that the clinician learn multiple treatments.
For example, Fairburn and colleagues’ transdiagnostic approach to treating eating
disorders is an effective single treatment for three different diagnostic categories of
eating disorder (Fairburn et al., 2015). Equally the unified protocol allows therapists
to learn one set of skills to treat a broad variety of ‘emotional disorders’ such as

anxiety and mood disorders (Farchione et al., 2012).

1.2.2.3 Devise new methods of training

Train the trainer
The train the trainer (TTT) model is a training method widely utilized in a

number of fields (e.g., Orfaly et al., 2005). Trainers are typically non-experts at a
senior level with a good deal of experience (though not always). In the field of
mental health, trainers are first trained by experts (workshop and supervision) to
proficiency. They then train others in their particular service via a workshop with
accompanying clinical supervision and day to day support in implementation.
Utilizing TTT methods would alleviate the problem of scarcity involved in relying on
training from experts only. However, little empirical research has been done to
evaluate the effectiveness of TTT with training in psychological treatments.
Preliminary results are promising (Karlin et al., 2010; Martino, Ball, et al., 2011)4 but
the method requires further investigation. Moreover, this method of training would
take far too long to create a meaningful impact on the current widespread need for

psychological treatment (Fairburn & Patel, 2014).

* Results for the Karlin et al., study are difficult to classify as the supervision provided was not by the
‘trainer’ as the TTT model suggests, but by an expert in the therapy (making it not a true investigation
of TTT).
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Web-based training
An alternative form of training currently receiving increased attention is web-

centered training. Online training has already intensified in many areas. For example
distance learning (via the internet), is frequently now offered in schools and
universities (for a detailed review see: Means, Toyama, Murphy, Bakia, & Jones,
2009). Professional training has also seen an increased reliance on online training,
for example in the area of law enforcement personnel training (Schmeeckle, 2003).
Online or web-based training in psychological treatment has the potential to
alleviate some of the difficulties faced by conventional training such as cost and
limited availability (Khanna & Kendall, 2015). Increased access to training would be
possible through online methods, as those who wished to receive training could be
located anywhere as long as they had internet access. Although such methods might
seem less participatory than face-to-face instruction, aspects of e-learning such as
the use of active instructional methods (e.g., practice exercise and simulations) and
multimedia feedback provided via text, video and audio (Clark & Mayer, 2011;
Cucciare, Weingardt, & Villafranca, 2008) may compensate for this loss by adding
interactivity. E-learning may also have a number of advantages over live training.
Web-centered training could easily be personalized and therefore allow for trainees
to complete the training at their own pace. Training could also be pitched at the
appropriate level for each therapist and adapted throughout the training based on
progress assessments. And the formal assessment of skills and knowledge could be
integrated within a web-centered training program to evaluate the effectiveness of
the training. Encouragingly, recent investigations have found that web-centered

training is well liked by therapists (Becker & Jensen-Doss, 2013).
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1.2.3 Therapists’ concerns and attitudes about ESTs and their

implementation
Even when therapists have received training in ESTs, they do not always

implement them in clinical practice or they employ them partially, sometimes
omitting aspects of the treatment or adding procedures and strategies from other
treatments or both. There is a growing literature on this topic, which investigates
therapists’ reasons for only partial implementing ESTs (e.g., Gallo & Barlow, 2012;
Lilienfeld, Ritschel, Lynn, Cautin, & Latzman, 2013; Nelson, Steele, & Mize, 2006;
Rapp et al., 2010) and studies the characteristics of therapists who do not implement
ESTs or express objections (e.g., Turner, Tatham, Lant, Mountford, & Waller, 2014).
Clearly therapists’ reluctance is a potentially important barrier to patients’ not only
receiving ESTs but receiving ESTs that are well delivered. Generally the solutions
suggested to ameliorate this problem concerning implementation are to provide
further training and ongoing supervision (e.g., Lilienfeld, Ritschel, Lynn, Cautin, et al.,
2013; Shafran et al., 2009; Waller, Stringer, & Meyer, 2012). While crucial questions
remain concerning what sorts of further training should be provided and when it is
most appropriate to provide it, this is primarily an issue of implementation and not
the main focus of the thesis. However, this issue does suggest that evaluations of
training must consider how therapists can use and interpret ESTs in a way that is
consistent with the evidence, rather than simply focusing on acquiring knowledge of
strategies and procedures (Cooper & Bailey-Straebler, 2015). At the very least,
trainees’ views about how they plan to use the training they receive needs to be part

of evaluations aimed at establishing how best to train clinicians in ESTs.
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1.2.4 Assessment of training outcome
In order to empirically investigate training and to move towards achieving

evidence-based training immediately, researchers must confront the issue of how
outcome should be defined and measured. Until recently this topic had been
relatively neglected but burgeoning interest in training research has led to renewed
attention being paid to this question. Typically assessment of outcomes focuses on
adherence, defined as how closely the therapist follows a particular protocol
(Perepletchikova, Treat, & Kazdin, 2007), and the therapists’ ability to demonstrate
overall competence. Competence, however, is a rather loosely used term with a
number of overlapping definitions. One definition provided by Roth and Piling is “the
knowledge and skills required to practise therapy in a competent manner” (Roth &
Pilling, 2008, p. 129). A later refinement by McHugh and Barlow identifies
competence as the ability to “administer a treatment skillfully and with fidelity”
(McHugh & Barlow, 2010, p. 74). Others (Fairburn & Cooper, 2011) offer the term
therapy quality as an alternative that covers “the extent to which a psychological
treatment was delivered well enough for it to achieve its expected effects”. Broadly
speaking, this means that therapists will be, “doing the right things, well” (p. 374).
Regardless of how one defines these terms, adherence and competence have been
generally measured through direct assessments of knowledge and/or skill. A number
of studies have additionally used a variety of patient outcomes (e.g., medication
compliance, treatment attendance, quality of life scores and symptom severity) as
indirect methods of assessing training outcome. This is based on the assumption that
a clear and probably linear relationship between therapist competence and patient

outcome exists. The problem with this notion is that it overlooks the impact that
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individual patient circumstances have on outcome. Furthermore, patient outcome
does not provide a feasible and practical way of determining whether training has
been successful in anything other than large treatment services.

A number of researchers have drawn attention to the lack of adequate and
consistently used training outcome measures. They have particularly emphasized the
paucity of readily interpretable estimates measuring the percentage of clinicians
who become competent as a result of training (e.g., Fairburn & Cooper, 2011;
McHugh & Barlow, 2010; Simons, Rozek, & Serrano, 2013). The lack of these
measures makes both interpreting the results of previous training evaluations and
future investigations difficult.

1.3 CBT for Eating Disorders

CBT for eating disorders provides a good example of many of the issues
discussed above. It is considered to be the leading EST for bulimia nervosa (BN)
(Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000; American Psychiatric Association,
2006; Fairburn et al., 1991; Hay, 2013; National Institute for Health and Care
Excellence, 2004; Shapiro et al., 2007) and binge eating disorder (BED) (Hay, 2013;
Kass, Kolko, & Wilfley, 2013). Recent research shows that in its enhanced
transdiagnostic form (CBT-E) (see Table 1.1 and: Fairburn et al., 2003) it can be
extended to treat the majority of eating disorder cases (BN, eating disorder NOS,
BED) (Fairburn et al., 2009, 2015), and that it can be used with somewhat
encouraging results for both adolescents and adults with anorexia nervosa (Dalle
Grave, Calugi, Doll, & Fairburn, 2013; Fairburn et al., 2013). Its comparative efficacy
has been evaluated in adults with bulimia nervosa compared to psychoanalytic

psychotherapy (Poulsen et al., 2014), interpersonal psychotherapy (Agras et al.,
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2000; Fairburn et al., 2015), and integrative cognitive affective-therapy (Wonderlich
et al., 2014).

Studies in community samples with community therapists administering
treatment have achieved similar results for treatment completers, but reported
more treatment drop outs (Byrne, Fursland, Allen, & Watson, 2011; Knott,
Woodward, Hoefkens, & Limbert, 2014; Turner, Marshall, Stopa, & Waller, 2015;
Waller et al., 2014). Outcomes from these studies provide evidence that CBT works
outside of research settings.

In addition to being the recommended frontline treatment for BN and BED,
CBT-E has two other beneficial aspects which might assist its more widespread use.
The treatment has been described in detail in a widely available therapist’s guide
(Fairburn, 2008) and it is transdiagnostic in scope. As a result, therapists need to
learn only this one treatment for eating disorders as opposed to several DSM

defined disorder specific treatments.
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Table 1.1 A brief description of CBT-E

Enhanced cognitive behavioral therapy for eating disorders
e offers short term focused psychological treatment (20 sessions over 20 weeks,
plus one initial assessment session and one review session)
¢ concentrates on the current maintaining mechanisms of an individual’s eating
disorder

The treatment has four stages:

Stage e therapist and the patient work collaboratively to better understand

One the patient’s eating problem. Time is taken to establish a regular,
stable pattern of eating and to develop weekly in-session weighing
of the patient. Personalized psycho-education is offered.

* sessions are held twice-weekly over four weeks

e sessions 0-7

Stage * progress is reviewed and plans are discussed together with the
Two patient regarding moving onto stage three

* two weekly sessions

e sessions 8-9

Stage e content focuses on the remaining processes that are maintaining

Three the eating problem. This stage of the treatment usually involves
addressing the patient’s concerns about shape and weight; dietary
rules; the influence of her/his mood on eating; and teaching the
patient to identify her/ his eating disorder mindset (or frame of
mind).

e  eight weekly sessions

e sessions 10-17

Stage *  maintain changes made in treatment and minimize the risk of
Four relapse

e three fortnightly sessions

e sessions 19-20

e Avreview session is typically held some months following the
treatment.

1.3.1 The research- practice gap in eating disorders
Despite the existence of an evidence-based treatment for the majority of

eating disorders there is evidence to suggest that few patients receive it (reviewed
here: Hart, Granillo, Jorm, & Paxton, 2011). Furthermore, even when they do receive
CBT there is evidence to suggest that it is not well implemented (e.g., Tobin, Banker,
Weisberg, & Bowers, 2007; von Ranson, Wallace, & Stevenson, 2013). This situation

appears to be caused by a combination of “questionable” training quality (von
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Ranson et al., 2013, p. 336), a lack of effective training (Cook et al., 2009; Harvey &
Gumport, 2015; Stewart, Chambless, & Baron, 2012) and therapists’ concerns about

treatment.

A lack of effective training
As with other disorders, there is no evidence-based training available in CBT

for eating disorders. The main reason for this is that no research has been conducted
into how best to train therapists or to investigate if current training is effective
(Fairburn & Cooper, 2011). Moreover, a great need for newer scalable training has
been identified (Fairburn & Patel, 2014). Evaluations of both current and scalable
training for the treatment of eating disorders requires development, as does the
establishment of measures of therapist competence following training (Cooper &
Bailey-Straebler, 2015). Thus, CBT-E is the ideal case for evaluating and improving

training in eating disorders.

Therapists’ concerns about treatment
To establish an effective method of training in CBT-E, the concerns of

therapists must be considered. Few therapists offer CBT as their primary approach
when treating patients with eating disorders (e.g., Tobin et al., 2007; von Ranson et
al., 2013; Wallace & von Ranson, 2011). Instead, treatments with no evidence base,
most frequently an ‘eclectic’ approach or some combination of, among others,
narrative therapy, addiction based models, feminist therapy, hypnotherapy and
solution focused therapy are offered (Ressler & Brooks, 2014; von Ranson &
Robinson, 2006; von Ranson et al., 2013). Many therapists also provide
psychodynamic psychotherapy (Mussell et al., 1999), despite there being only

limited evidence to suggest its effectiveness (Zipfel et al., 2014). And some rely on
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treatments that have been found to be less effective than CBT, such as
psychoanalytic psychotherapy (Poulsen et al., 2014).

Those who do offer CBT are not implementing the treatment as suggested
(e.g., Tobin et al., 2007; von Ranson & Robinson, 2006; Wallace & von Ranson, 2011;
Waller et al., 2013), which creates the problem that “the label ‘CBT’ is not a reliable
indicator of the therapy that is being offered” (Waller et al., 2012, p. 171).

Therapists have many reasons to adhere or not adhere to treatment
protocols. These reasons typically tend to be based on: concerns about damaging
the therapeutic alliance (e.g., Waller et al., 2013); a belief that treatment trial
patients are not a complex as those seen outside of trials (e.g., Simmons et al., 2008;
Tobin et al., 2007); and views that treatment manuals are too rigid (e.g., von Ranson
et al., 2013). Recent investigations have sought to explore if decisions to use or not
use CBT as a complete treatment package are related to individual personality
characteristics or demographics of therapists (Turner et al., 2014; Wallace & von
Ranson, 2011; Waller et al., 2013). However, therapists’ behavior is not completely

understood and requires further investigation.

1.4 The Kirkpatrick Model for Training Evaluation
Training evaluation is an essential ingredient to informing “which...training

interventions to stop, modify, continue, or improve” (Kaufman, Keller, & Watkins,
1995, p. 8). While several frameworks for evaluating training have been described,
one of the most influential and thorough is the Kirkpatrick model. This model was
first described in a series of papers in 1959 and 1960 (Kirkpatrick, 1959a, 1959b,
1960a, 1960b) and was subsequently updated on several occasions, the most recent

of which was in 2006. The Kirkpatrick model for evaluating training has long been
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considered the benchmark in the fields of business, management, personnel, and
human resources development and as such it has been widely used and cited in
training evaluation program (Alvarez, Salas, & Garofano, 2004). The model suggests
evaluation on four levels:

Assessment of the reaction to training

Assessment of the effects of training

Assessment of transfer of knowledge into skills
Assessment of end results.

PwnNpE

These four stages capture well the various aspects that need to be evaluated
when investigating the effects of training clinicians to implement a complex
empirically supported psychological treatment such as CBT-E for eating disorders.
First, trainees need to receive the training favorably, believe they can implement it
and plan to do so. Hence their reaction must be assessed. Second, they need to
acquire both theoretical and applied knowledge of the treatment, what they should
do and how it should be done. For the researcher, this involves measuring and
analyzing the effects of training. Third, this newly gained knowledge needs to be
translated into the ability to deliver the treatment with an adequate degree of skill.
Measuring therapists’ behavior change thus involves assessing their increased
capability to deliver the treatment effectively. Last, the trainee needs to show the
end results of their training: i.e., that they continue to implement the treatment with
fidelity over time and deliver improvements in the standard of patient care and
ultimately patient outcomes.

In the present thesis the Kirkpatrick framework is used to evaluate both
current and newly developed scalable training methods in CBT-E for eating disorders.

As noted, there is a great need for evidence-based treatment to be more widely
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available and neither current training nor scalable alternatives training have been
previously investigated in the field of eating disorders. This thesis reports on three
main studies which were devised to investigate training. Following from this
introduction, Chapter Two reviews the current status of evidence-based training in
empirically supported psychological treatments. Chapter Three describes Study 1,
which assesses therapists’ reaction to training using qualitative methodology (Level
1). Chapter Four reports Study 2 using quantitative methods to evaluate the effect of
the traditional and new online training on knowledge and applied knowledge (Level
2). In Chapter Five, Study 3 reports the effect of the different forms of training on
skill acquisition (Level 3). Chapter Six discusses the findings, their implications for
training generally and eating disorders in particular and highlights future research
directions. The assessment of results on patient outcomes (Level 4) is beyond the

scope of this thesis.

1.5 Chapter Summary
Few individuals with psychiatric illness receive disorder specific recommended

treatment. A major reason for this is a lack of trained clinicians. In order to provide
better trained therapists and to bridge the research-practice gap or “chasm”,
training needs to be evaluated, both conventional workshop based and more
innovative and scalable forms. Evaluations must include views from therapists about
the training and treatment as well as valid assessments of knowledge and skill
acquisition as a result of training. Training in CBT-E is ideal for an investigation of this
type: it is the leading recommended treatment, yet few individuals receive it and no
research on training therapists in CBT-E currently exists. Furthermore, results from

investigating training in CBT-E may be applicable to training more generally.

1.18



19



2 CHAPTERTWO
Literature Review of Training Studies

RESULTS

TRANSFER

REACTIONS

Kirkpatrick’s 4 Levels of Evaluation

2.0



2.1 Introduction
In Chapter One it was suggested that the lack of readily available training was

a major contributor to patients not receiving evidence-based treatment. In this
narrative review of the existing studies training outcome is considered in relation to
each of the four levels (reaction, knowledge, skills, and outcome) outlined in the

Kirkpatrick model.

2.1.1 Search strategy for review of training studies
The aim of this literature review was to evaluate studies that investigated

methods of training therapists working in clinical practice settings in evidenced-
based psychological treatment. Only those studies that included at least some aspect
of training evaluation as defined by Kirkpatrick (Kirkpatrick & Kirkpatrick, 2006) were
included. In order to identify appropriate papers numerous databases were searched
including: Google Scholar, Medline, Psychinfo, PsycNet, PubMed and Web of
Science. Search terms included the following words, plus various combinations of
these words: ‘adherence’; ‘assessment’; ‘behavior change’; ‘clinical skill’;
‘competence’; community clinician’; ‘dissemination’; ‘education/ continuing
education’; ‘effectiveness studies’; ‘empirically supported’; ‘evaluation’; ‘evidenced-
based training’; ‘implementation’; ‘learning’; ‘online training’; ‘psychological
treatment training’; ‘psychotherapy training’; ‘satisfaction’; ‘therapist training’;
‘“training’; ‘training strategies’; ‘workshop’. The reference lists of all relevant articles
were then considered (‘snowball’ method of retrieval) and further studies were
retrieved. ‘Related articles’ suggested by the databases were also retrieved and
considered. As this field is currently expanding, these searches were frequently re-

run to ensure that the latest studies were included. The final date of checking was:
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September 10, 2015. Two systematic reviews (Decker, Jameson, & Naugle, 2011;
Rakovshik & McManus, 2010) were helpful in identifying recent therapist training
studies. In the former, the training studies reviewed focused mainly on community
clinicians, while the latter was broader in scope and also considered the training of

therapists conducting research trials (excluded from this review).

2.1.2 Inclusion and exclusion criteria
As mentioned, the literature in the general area of training research is

expanding rapidly. For the purpose of this review only studies of direct relevance to
the topic of the thesis were included, that is training mental health clinicians in
specific evidence supported treatments. Therefore studies focusing on isolated
interventions (albeit ones that form part of a treatment (e.g., Ruzek et al., 2014)),
year-long generic postgraduate training programs (e.g., Barnfield, Mathieson, &
Beaumont, 2007), year- long treatment specific training (e.g., Siqueland et al., 2000),
programs offering training in generic skills (e.g., Bennett-Levy, Hawkins, Perry,
Cromarty, & Mills, 2012; Rakovshik et al., 2013; Westbrook, McManus, Clark, &
Bennett-Levy, 2012), training for non-mental health professionals in psychological
interventions (i.e. lay people, primary care practitioners) (e.g., Chagnon, Houle,
Marcoux, & Renaud, 2007; Maunder, Milne, & Cameron, 2008), training in
treatments that currently lack an evidence base (e.g., Kanter, Tsai, Holman, &
Koerner, 2013), and evaluation of training for research therapists as part of a

research trial (efficacy study) (e.g., Hollon et al., 1992) were not included.

2.1.3 Overview summary of the literature
As discussed, training has been evaluated directly, by examining trainee

outcomes and indirectly by evaluating patient outcome. Direct trainee outcomes
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tend to focus on what might broadly be termed trainees’ competence or ability to
provide the treatment to the required standard (Fairburn & Cooper, 2011). In the
case of evidence-based psychological treatments this is generally understood to
include having theoretical and applied knowledge of the treatment and the skill to
apply this knowledge in providing the treatment. As noted, assessing training
outcome indirectly relies on the assumption that better trained therapists will
produce better treatment outcome, which many would argue is the ultimate goal of
any training program. For the purposes of this review and ease of discussion, the
studies reviewed have been divided into those that primarily investigate trainee
outcomes (therapist reaction, knowledge and skill) summarized in Table 2.1
(uncontrolled studies) and Table 2.2 (RCTs) and those that focus on patient outcome

summarized in Table 2.3. Each of these tables is located at the end of this chapter.

(i) Direct training (trainee) outcomes
In total, sixty-five studies evaluating training in ESTs and reporting therapist

outcomes were identified (see Table 2.1 and Table 2.2). The majority of these were
uncontrolled studies reporting changes as a result of training (N=39) with a growing
number, particularly in recent years, being randomized controlled trials (N=26). Most
studies focused on substance use disorder. Other disorders including depression,
anxiety disorders, and borderline personality disorder were also considered but
there were relatively fewer studies of these disorders. No studies examined training
in treatments for eating disorders. The workshop trainings (N=54) all contained some

element of didactic teaching though several differences were noted regarding level
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of interactivity’, whether time was allocated for manual reading, and whether
subsequent clinical supervision was offered. Some studies explored the usefulness of
computer based and online training in place of workshops or in comparison to
workshops. The vast majority of studies evaluating training examined at least two of

the Kirkpatrick levels while a minority included all the levels of evaluation.

(ii) Indirect training (patient) outcomes
Eighteen studies investigated the impact of training on patient outcomes

(Level 4 of the Kirkpatrick hierarchy) (see Table 2.3). Most of these studies
investigated patient outcome in addition to direct training outcomes (e.g.,
knowledge, skill) and are also featured on Table 2.1 and/ or Table 2.2), while four
studies examined patient outcome on its own. Nearly all studies were uncontrolled
(N=16) with only two being RCTs. Again, treatments for substance use disorders
were the most well investigated with other studies focusing on treatments for
depression, post-traumatic stress disorder, insomnia, serious and persistent mental
iliness, and autism spectrum disorders. There were no studies of training in eating
disorder treatments. All training was provided through in-person workshops and
varied in terms of interactivity and the inclusion of clinical supervision.

In the review that follows individual studies are discussed in terms of their
contribution to the various levels of evaluation detailed by the Kirkpatrick
framework. The discussion will focus on distilling research findings about the
outcome of training as regards therapists’ reaction and evaluation of training (level

one) the knowledge that they gain (level 2) the skills they acquire (level 3) and

! Interactive learning is the use of experiential or active learning (doing rather than watching) such as
the use of role play and small group exercises. Such interactivity is a component of adult learning
principles, which are claimed to be a vastly superior teaching method for adults (Knowles, Holton Ill,
& Swanson, 2005).
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patient outcomes reported (level 4). As mentioned earlier some studies have

evaluated training on multiple levels and appear in multiple sections.

2.2 Assessment of the reaction to training: Level One

“Failure to attend to the information and concerns of stakeholders
clearly is a kind of flaw in thinking or action that too often and too
predictably leads to poor performance, outright failure or even
disaster” (Bryson, 2004, p. 23).

> m |

Therapists are agents of EST implementation serving as the essential bridge
between research and practice. Yet their input has only recently been sought in
determining the effectiveness of training. One way of including the views of
therapists regarding the training they receive is to assess their response to training.
The measurement of ‘reaction’ has the potential to provide insight into how useful,
engaging and effective therapists find training. By better understanding therapists’
views of training and its usefulness in guiding them about them how to implement
treatment some of the problems highlighted in the previous chapter about the
quality of ESTs they subsequently offer patients may begin to be addressed. The
Kirkpatrick Model specifies five requirements for assessing reaction (Kirkpatrick &
Kirkpatrick, 2006): clarity about information sought; use of feedback questionnaires

to assess such information; adequate design of feedback questionnaire so that
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feedback can be tabulated; anonymous feedback; and finally a method of
encouraging and obtaining additional feedback and comments not covered by the
form, often best done by interviewing attendees. The studies reviewed here are
evaluated in the light of these requirements and provide the background for Study 1
reported in Chapter Three.

2.2.1 Studies of trainees’ reaction

Twenty-nine studies (see Table 2.1 and Table 2.2) sought to investigate
therapist reaction or feedback to training in ESTs. Before 2005 (n=3, 8.6%), relatively
few investigations included trainee feedback with most studies (n=18, 51.4%) having
been completed since 2011. Feedback has been sought after training in a variety of
different kinds of treatment and has been measured using surveys and free text
entry (described in detail below). While it was almost always assessed immediately
after the training finished, two studies also requested satisfaction ratings at a follow-
up date (at three and six months respectively) (Baer et al., 2009; Bartholomew, Joe,
Rowan-Szal, & Simpson, 2007).

In roughly half of the studies feedback was obtained from uncontrolled
studies, with the rest being RCTs. The majority of the uncontrolled studies were of
didactic workshops (N= 6) (Bartholomew et al., 2007; Ekers, Dawson, & Bailey, 2013;
Jensen-Doss, Hawley, Lopez, & Osterberg, 2009; Karlin et al., 2012; Petry, Alessi, &
Ledgerwood, 2012; Vismara, Young, Stahmer, Griffith, & Rogers, 2009), four studies
were of interactive workshops (Russell, Silver, Rogers, & Darnell, 2007; Seng, Prinz, &
Sanders, 2006; Vismara, Young, & Rogers, 2013; Walser et al., 2013), three were of
online training (Kobak, Craske, Rose, & Wolitsky-Taylor, 2013; National Crime Victims

Research and Treatment Center, 2007; Worrall & Fruzzetti, 2009) and one offered
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stepped training that started with online training and finished with a workshop
(Martino, Canning-Ball, Carroll, & Rounsaville, 2011). The majority of the RCTs (n=6)
compared various forms of didactic workshop training to each other (Baer et al.,
2009; Chu, Carpenter, Wyszynski, Conklin, & Comer, 2015; DeViva, 2006; Kolko et al.,
2012; Luoma & Vilardaga, 2013; Morgenstern, Morgan, McCrady, Keller, & Carroll,
2001), five compared online or computer based training to workshop training
(Beidas, Mychailyszyn, et al., 2012; Dimeff et al., 2009; Dimeff, Harned, Woodcock, &
Skutch, 2015; Gega, Norman, & Marks, 2007; McDonough & Marks, 2002), three
compared different forms of online training (Harned et al., 2014; Harned, Dimeff,
Woodcock, & Skutch, 2011; Hubley, Woodcock, Dimeff, & Dimidjian, 2015); one
investigated an interactive workshop compared to a purely didactic workshop
(Herschell et al., 2009), and one compared workshop training to treatment manual
(Martino, Ball, et al., 2011). Roughly one third (n=11) of all of the studies included
supervision.

The studies varied greatly in size with a range from 10 trainees (Ekers et al.,
2013) to 3,558 trainees studied by the National Crime Victims Research and
Treatment Center (NCVC, 2007). Although most studies examined reaction in
addition to other training outcomes (i.e., skills), in two studies reaction was the only
outcome reported (Bartholomew et al., 2007; Ekers et al., 2013). Reactions to
training have been most well investigated in relation to treatments for substance
use, with others treatments studied being anxiety disorders, depression, trauma,
disruptive disorders, borderline personality disorder and autism spectrum disorder.
Reaction to training has not been investigated in the field of eating disorder

treatment training.
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(i) Feedback surveys
Nearly all studies relied on anonymously filled in feedback surveys to collect

information on trainees’ reaction to training. For all studies listed in Table 2.1 and
Table 2.2, Likert-based rating scales were used. In most cases few details regarding
the exact content of the feedback questions were available; however, the areas that
were most frequently assessed were satisfaction and relevance/ acceptability. In
addition topics including, how the training compared to other training; satisfaction
with the trainer; extent of coverage of core material; and a desire to learn more
were also measured in some studies (e.g., Baer et al., 2009; Gega et al., 2007,
Martino, Canning-Ball, et al., 2011; Martino, Ball, et al., 2011; Petry, Alessi,
Ledgerwood, & Sierra, 2010). As can be seen from Table 2.1 and Table 2.2 results
from feedback surveys were consistently positive across a wide range of training
despite different content, style, and length of training.

A limited number of studies reported data on the psychometric properties of
the feedback scales used. Those that reported on reliability (e.g., Bartholomew et al.,
2007; Dimeff et al., 2009; Ekers et al., 2013; Harned et al., 2011; Hartzler, Baer,
Dunn, Rosengren, & Wells, 2007; Luoma et al., 2007) had Cronbach’s alpha scores of
at least 0.72, suggesting at least good internal consistency of the measures. Issues of
validity of the measures were rarely reported. A notable exception to this was Kobak
and colleague’s (2013) use of the validated System Usability Scale (SUS) to measure
satisfaction with technical aspects of an online training of CBT for anxiety disorders
(Bangor, Kortum, & Miller, 2008).

While some studies assessed reactions to just one form of training (e.g., Ekers

et al., 2013) a number were RCTs compared different types of training (i.e., online
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training vs live workshop training or workshop vs reading a treatment manual) (e.g.,
Beidas, Edmunds, Marcus, & Kendall, 2012; Dimeff et al., 2009; Gega et al., 2007;
Harned et al., 2014). Although the results were always positive for the various
methods of training, differences and preferences between different forms of training
did emerge. For example, Dimeff and colleagues (2009) found higher levels of
satisfaction with learning objectives and presentation style in both online training
(OLT) and instructor led training (ILT) as compared to written manual only training
(TM). However, in a replication study by Dimeff and colleagues (2015), satisfaction
was higher in ILT than either OLT or TM. Similarly inconsistent results have been
found in other studies. Baer et al (2009) found higher levels of satisfaction with
training that included role-plays and feedback compared to training that was purely
didactic, whereas Herschell (2009) discerned no differences in satisfaction when

comparing an interactive workshop to a purely didactic workshop.

(ii) Free text feedback
Few studies included the possibility of free text responses or open ended

guestions, although there were some exceptions to this (e.g., Karlin et al., 2012;
Morgenstern et al., 2001), with an increased number of studies doing so in recent
years (16.1% of sample, n=5) (e.g., Karlin et al., 2013; Kolko et al., 2012; Vismara et
al., 2013). Generally, on average, three such questions were placed at the bottom of
a feedback form. All five studies used such questions to inquire which aspects of the
training therapists liked the most. In response, therapists mentioned enjoying
training activities, requested illustrative examples (Kolko et al., 2012), video
examples, group exercises, and the opportunity to ask questions (Vismara et al.,

2011). One study however, (Karlin et al., 2012) did not report the therapists’
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responses to these open questions. In addition to questions about satisfaction,
Morgenstern and colleagues (2001) also investigated therapists’ beliefs regarding
the treatment described in the training, in this case CBT for substance use disorders.
Although feedback, from the Morgenstern study, yielded positive views of the
training, a number of clinicians felt that their clients would not benefit from CBT and
that an eclectic approach would be better. Additionally, they believed that CBT
lacked elements required for recovery and that the manual was too rigid to address

patient needs.

(iii) Qualitative interviews
No studies (see Table 2.1 and Table 2.2) included qualitative interviews

despite such interviews being highlighted by Kirkpatrick as the best way to fully
explore reaction to training. In the broader psychological training literature one
study by Krawitz and colleagues (2001) investigated therapist views of training in
general skills when working with individuals with personality disorders through
gualitative interviews (n=7, 0.77% of the total therapists trained). The detailed
findings of this study were published in an unobtainable local source?; however,
some themes were discussed in a subsequent publication (Krawitz, 2001). Therapists
found that the workshop instilled hope, emphasized the importance of the work,
provided a theoretical background for the treatment and led to a shared language
being adopted by clinicians.
2.2.2 Summary of findings

The thirty-four training studies reviewed used similar measures to assess

trainees reaction to the training they had received and reported obtaining strikingly

2 . . .
Two email requests were sent to the author which remain unanswered
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similar results. Therapist reaction to training was almost exclusively collected though
anonymously completed surveys (DeViva, 2006; Ekers et al., 2013; Luoma et al.,
2007) using Likert-based scales. The findings suggest overwhelming support from
therapists who report that they enjoy training and find it useful. Feedback appears to
be favorable regardless of training method (workshop, book or online) but when
different forms of training are compared directly some forms of training receive
relatively more favorable reviews than others; however, this finding was not
consistent (e.g., Beidas, Edmunds, et al., 2012; Dimeff et al., 2009).
2.2.3 Discussion

The growing interest in including therapists’ reaction to training is
encouraging. Therapists bridge the research-practice gap and failure to seek out
their views about how training is received may result in missing an opportunity to
increase our understanding about why implementation following training is so
inconsistent and, often, poor. Although the use of Likert-based feedback scales
provides easily quantifiable and immediate data, the value of the data produced is,
nevertheless, not clear. Despite favorable responses from therapists, few go on to
deliver the treatments as described whether because they do not learn enough to do
so or are not persuaded to do so is not clear. Although some researchers have
suggested that therapist satisfaction and interest in training is likely to lead to a
potential increase in implementation (Bartholomew et al., 2007), it is not certain
that this is always the case. For example, Luoma and colleagues (2007) found that
satisfaction, (even high ratings) did not predict self-reported adoption of skills at any
point. Likewise, high satisfaction rates do not seem to be associated with high levels

of fidelity in implementing treatment (Vismara et al., 2009). In a similarly interesting
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finding by Seng and colleagues (Seng et al., 2006), satisfaction rates were high
following a workshop amongst all participants regardless of whether they completed
the training or not. However, only those who completed the training were likely to
go on to deliver the treatment as measured by self-report. As Richards and
colleagues (2011, p. 119) have argued:

“...measures...can be difficult to validate. Participants may find a workshop

interesting or well-constructed but this may not translate into knowledge

change; participants may demonstrate demand effects in questionnaire
completion and may not have had their interest stimulated.”

Similarly, others have found that feedback from trainees in a variety of areas
is an unreliable predictor of either knowledge acquisition or subsequent use of the
treatment as it is heavily influenced by other factors including speaker charisma
(Shevlin, Banyard, Davies, & Griffiths, 2000). While speaker charisma may have an
indirect impact on learning, there is little evidence to suggest that this assumption is
true.

Only a handful of studies included space for more in-depth information to be
provided via free text entry (e.g., Kolko et al., 2012) and none included fully open
assessments such as qualitative interviews. As currently designed, feedback forms
may not be capable of capturing sufficiently nuanced information of the kind that
might relate to subsequent knowledge and behavior change. More detailed open -
ended feedback, particularly in the form of qualitative interviews would perhaps
enable a fuller exploration of therapists’ reactions to training and their

implementation plans. Currently a number of unanswered questions remain:

e Why do therapists like training?
* What does a favorable response actually mean?
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e If reactions are always overwhelmingly positive why are treatments
not later implemented?
* Ifthey do intend to implement the training, will it be as suggested?
* What barriers do therapists perceive to using the training?
Given these unanswered questions, a qualitative inquiry is warranted as such
methods are particularly helpful when little is known about a phenomenon of
interest (Merriam & Tisdell, 2015). In-depth interviews provide the possibility of

conducting initial explorations, moving towards explanations and giving voice to

those whose views are rarely heard (Sofaer, 1999), such as trainee therapists.

2.2.4 Conclusions
Given our present state of knowledge about clinicians’ reactions to training,

the use of qualitative methods to inform our understanding of why therapists like
training, what they gain from it, and what their intentions and reservations are
concerning future implementation is warranted. Once there is a better understating
of their reactions, the creation of informative and valid feedback surveys will

perhaps be possible.

2.3 Assessment of the effects of training on knowledge: Level Two

“The assessment of a therapist’s knowledge of a treatment...is central to the
evaluation of therapist competence” (Fairburn & Cooper, 2011, p. 374).
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While a basic pre-requisite of a training program is that it is well received by
trainees, training in psychological treatment clearly aims to improve trainees’ ability
to provide the treatment. As such, competence - often conceptualized as
constituting both theoretical knowledge of the treatment and skill in implementing it
- has been identified as a training outcome of major importance (Cooper et al., 2015;
Fairburn & Cooper, 2011; McHugh & Barlow, 2010; Muse & McManus, 2013). This
corresponds to both the learning (knowledge acquired) and transfer (skills) levels in
the model. Level two, “learning”, in the Kirkpatrick model aims to assess the
“resulting change in knowledge” following training (Kirkpatrick & Kirkpatrick, 2006).
Kirkpatrick suggests that specific learning objectives or aims of the training be clearly
defined in advance and that reliable instruments with clear scoring are used. The
following section focuses on studies which assessed knowledge as a training
outcome and constitutes the background for Study 2 described in Chapter Four,
which investigates trainees’ knowledge as an outcome of various methods of CBT-E
training.

2.3.1 Studies of knowledge acquisition

Twenty-four training studies investigated changes in therapist knowledge
following training in ESTs (see Table 2.1 and Table 2.2). As with the studies of
trainees’ reaction to training, the number of investigations evaluating knowledge as
a training outcome has increased in recent years. Only one study was completed
prior to 2000, with nearly half (n=10) of the studies published since 2011. The
majority of assessments covered straightforward content (n=11) (e.g., Harned et al.,
2011) - ‘knowing that’; a small number (n=4) only assessed application of knowledge

or ‘knowing how’ (e.g., Miller & Mount, 2001) and many assessed both (n=9) (e.g.,
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Kobak et al., 2013; Sholomskas et al., 2005). Most of the of assessments were
designed by study researchers (e.g., Beidas, Mychailyszyn, et al., 2012; Harned et al.,
2014) specifically for the study, though occasionally better known, previously
published measures were used (e.g., Miller & Mount, 2001). Questions were
multiple choice tests, true or false tests and/ or free text (described below).

Most studies used a simple pre-post design assessing knowledge on two
occasions only (e.g. Beidas et al., 2012; Gega et al., 2007; Herschell et al., 2009) (n=8
check). Five studies assessed knowledge on more occasions, with three studies
having one additional follow up (Baer et al., 2004; Dimeff et al., 2015; Hawkins &
Sinha, 1998), one having follow up assessments at three points: six, 12 and 18
months later (Kolko et al., 2012), and another including multiple baseline
assessments (Herschell et al., 2009). Approximately half of the studies assessed
knowledge change following a single form of training without a comparison group
(e.g., Petry et al., 2012); the other half were RCTs comparing different forms of
training (e.g., live remote training compared to online didactic (Kobak et al., 2013).
The method of content delivery varied with most being purely didactic workshops
(n=10), six being completely online (Harned et al., 2014, 2011; Hubley et al., 2015;
Kobak et al., 2013; National Crime Victims Research and Treatment Center, 2007;
Weingardt, Cucciare, Bellotti, & Lai, 2009), five containing at least one arm of
computer based or online training (Dimeff et al., 2009, 2015; Gega et al., 2007,
McDonough & Marks, 2002; Sholomskas & Carroll, 2006), four containing some type
of interactivity in addition to didactic lecture (Miller & Mount, 2001; Miller, Yahne,
Moyers, Martinez, & Pirritano, 2004; R. Richards et al., 2011; Shafer, Rhode, &

Chong, 2004), and three directly comparing didactic workshop to interactive
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workshop (Beidas, Edmunds, et al., 2012; Herschell et al., 2009; Sholomskas et al.,
2005). Despite the general recommendation for training to include supervision, most
studies did not include clinical supervision (n=14), while two included supervision in
only one or some of the training arms (Miller et al., 2004; Sholomskas et al., 2005).
Sample sizes of the studies varied greatly with the smallest study having as
few as 15 therapists (Petry et al., 2012) and the largest as many as 3,358 (National
Crime Victims Research and Treatment Center, 2007) trainees. While most studies
investigated changes in knowledge as well as changes in at least one other area (i.e.,
reaction, skills), three studies examined knowledge alone (Baer et al., 2004; Hawkins
& Sinha, 1998; Weingardt et al., 2009). Knowledge was most frequently assessed
following training in treatments for substance use disorders (n=8), with treatments
for anxiety, depression, borderline personality disorder, trauma and childhood
maltreatment also being investigated. Knowledge has not been evaluated in eating

disorders treatment training.

2.3.2 The effect of training on knowledge acquisition

(i) Multiple choice tests and true or false tests
Knowledge was most commonly assessed using multiple choice questionnaire

tests (MCQs) (79.2%, n=19) (e.g., McDonough & Marks, 2002; Petry et al., 2012; R.
Richards et al., 2011). As with most forms of knowledge assessment the multiple
choice tests were specifically developed to cover specific content relevant for the
particular study (e.g., Kolko et al., 2012).

In a small proportion of studies traditional MCQs were used in conjunction
with (12.5%, n=3) true or false (T/F) test items (e.g., Beidas, Barmish, & Kendall,

2009; Hawkins & Sinha, 1998).
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(ii) Free text response
While less common than multiple choice tests, some studies also assessed

knowledge using a variety of free text entry responses, either in addition to MCQs or
instead of MCQs. These included one study that used an open ended question test
(4.2%, n=1 (Herschell et al., 2009), one that required a response to a clinical case
scenario (4.2%, n=1, Gega et al., 2007), and four which used free responses to
written statements (16.7%, n=4 (Baer et al., 2004; Miller & Mount, 2001; Miller et
al., 2004; Shafer et al., 2004). At present, open ended questions or free text

responses require human marking or rating.

Results
Results from MCQs, T/F and free text assessments, suggest that knowledge

improves following training regardless of training type (interactive workshop,
didactic workshop, online training) (e.g., Beidas, Edmunds, et al., 2012; Dimeff et al.,
2015; Harned et al., 2014; Kolko et al., 2012), apart from treatment manual only
where results were inconsistent (Dimeff et al., 2009; e.g., Miller et al., 2004) (see
Table 2.1 and Table 2.2). Improvements were not always sustained at follow-up
(Baer et al., 2004; Shafer et al., 2004). There is some evidence to suggest that certain
forms of training appear to improve knowledge more than others. For example,
training with a treatment manual only improved knowledge to a limited extent
compared to either treatment manual plus computer based training (Sholomskas &
Carroll, 2006) or online training (Dimeff et al., 2009, 2015); and expert clinical
supervision provided greater gains in knowledge when compared to training without
supervision (Kolko et al., 2012; Miller et al., 2004; Sholomskas et al., 2005). Trainings

which were computer led such as CD-ROMs (Gega et al., 2007) and complete online
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training packages (Dimeff et al., 2009, 2015), appeared to offer benefit over
instructor led workshops; however, this finding was not consistent (e.g., Beidas,
Edmunds, et al., 2012).
2.3.3 Summary of findings

Twenty-three training studies investigated changes in therapist knowledge
following training. The method of assessment and the results obtained were fairly
uniform across the studies. Knowledge was generally assessed pre- and post-training
through MCQ and T/F questionnaires, many of which lack psychometric data
supporting their use. In addition few provide methods to evaluate the significance of
knowledge changes (e.g., competence cut-points, benchmarking). This is a particular
problem when using specially designed tests, because almost none of them have
been psychometrically evaluated for validity or provide competence cut-points.

In summary all studies found that knowledge scores improved following
training no matter what training method used but direct comparisons suggested
relatively greater improvements with some forms of training than others. However,

the comparative findings are not consistent.

2.3.4 Discussion
Knowledge acquisition is a key component in establishing training

effectiveness. While the emergence of training studies investigating changes in
knowledge scores is encouraging, a number of limitations are evident. The main one
which will be discussed below is the lack of psychometrically sound outcome
measures with competence cut—pointsa. The other limitations discussed briefly here

are the lack of controlled studies, the narrowness of current investigations in terms

A competence cut-point demarcates those who achieved the minimum necessary knowledge to
adequately implement a treatment and those who have not.
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of treatments and disorders investigated, and the lack of lack follow up assessments.
Roughly half of the studies do not compare the training to anything else. In a field
where so little is known research of this type is warranted. However, without a
comparison group the findings are restricted. Additionally the range of the
investigations has mainly focused on the area of substance abuse with few studies in
other areas. All treatment trainings require evaluation to ensure that therapists are
being equipped with the knowledge necessary to competently implement treatment.
Finally, only a handful of studies assessed knowledge at a follow-up point (Baer et
al., 2004; Dimeff et al., 2009, 2015; Kolko et al., 2012). Without including a follow-up

evaluation it is difficult to know if training has lasting results.

Measurement of training outcome
Research investigating provider knowledge of EBPs as a potential barrier to

dissemination is significantly limited by a lack of instrumentation.
(Stumpf, Higa-McMiillan, & Chorpita, 2009, p. 50)

One of the major problems in evaluating the outcome of training is the lack
of reliable and valid measures of training outcome. As a result, the majority of
measures are developed by researchers for individual studies. Unfortunately few
studies report details of test development or their psychometric properties of these
measures. Therefore, despite the consistent finding that knowledge improves
following training, it is difficult to interpret the significance of this increase. A few of
the MCQ studies included in this review reported ‘good’ internal consistency scores
of the measures with Cronbach’s alphas of at least a=.73. Yet, the majority did not
report on the reliability of the assessment measure (e.g., Dimeff et al., 2009; Petry et

al., 2012; R. Richards et al., 2011). Likewise inter-rater reliability was adequate to
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excellent (ICC range .51-.99) for the free text responses, when reported. Validity of
the measures was rarely reported, with only one study (Hawkins & Sinha, 1998)
specifically describing the development and validity of the measure used. While
many of the measures have been developed by experts in the field, indicating that
they do have high levels of face and content validity (evidence that the test content
is relevant and adequately covers the construct being assessed) few studies provide
evidence that standardized test development methods (see American Educational
Research Association, American Psychological Association, & National Council on
Measurement in Education, 2014; Downing & Haladyna, 2006) have been used.

A further and possibly more pressing problem is that even if knowledge
scores increase on properly developed measures, little is known about competence
cut-points of these measures. While several studies did include cut-points of a type:
“clinically significant criterion”(Beidas, Edmunds, et al., 2012, p. 662), “passing”
score (Petry et al., 2012, p. 295), or Herschell et al's (2009) ‘mastery’ score. Little
detail was provided on how these cut-points were established. Without such
benchmarks it is difficult to interpret what the changes in knowledge indicate.
Without determining if knowledge scores are related to competence, the meaning of
the scores is difficult to interpret and they tell us little about trainees’ ability to use

the knowledge of treatment effectively (McHugh & Barlow, 2010).

2.3.5 Conclusions
The investigation of knowledge acquisition after training in ESTs is an

expanding area of research. At present the interpretation of results is limited by the

lack of well described reliable and valid methods of measurement and the absence
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of competence benchmarks. Additionally the range of treatments covered by

knowledge acquisition studies is limited.

2.4 Assessment of the effects of training on skill acquisition: Level Three

In addition to ensuring that trainees acquire theoretical and applied
knowledge of the treatments they learn, training must also ensure that therapists
have the skills to implement the treatments they have learned. Assessing behavior or
skill acquisition (SA), involves demonstrating the transfer of the knowledge acquired
of the treatment into practice at the required level. Skills may be assessed
immediately after training, at which time it would provide an indication of a
therapist’s ability to provide the treatment (competence). When assessed some
months following training, in the workplace, it also provides information about
ongoing ability to implement the treatment. As might be expected, Kirkpatrick
stresses that the evaluation of SA will only deliver useful results if the research
design is robust and reliable and valid measures are employed to assess outcome. It
is also worth noting that if therapists react poorly to training and/ or knowledge
scores are low one might consider whether measuring behavior is any longer

relevant.
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This section of the training review focuses on studies that assessed skill
acquisition and, in some cases, also implementation. It provides the background for
Study 3 (described in Chapter Five) evaluating skill acquisition as a result of two
methods of training CBT-E for eating disorders.

SA, following training is commonly assessed by rating therapy recordings of
live sessions with actual patients or role-played sessions or part of sessions with
standardized patients (SP) (discussed in detail below). Self-report ratings of
intervention used by therapists, reports from patients or clients about interventions
and chart reviews are also used, especially when measuring implementation over a
period of time. Studies that measured behavior change using therapy recordings
(actual or simulated) to assess skills immediately following training and/ or later in
the workplace are discussed in part one of this review while those that relied on self-

report or chart reviews will be described in part two.

2.4.1 Part I: skill acquisition assessed by recordings of performance
Thirty-seven studies (see Table 2.1 and Table 2.2) assessed immediate skill

acquisition and/ or longer term implementation after training by means of actual or
simulated therapy recordings. As with other aspects of training assessment, interest
in skill acquisition has grown in recent years. Only two studies (Carroll, Nich, &
Rounsaville, 1998; Crits-Christoph et al., 1998) were conducted pre 2000, with a
rapid increase after 2010 (n=14) (e.g., Beidas et al., 2012; Petry et al., 2012; Walser
et al., 2013). The majority of studies evaluated SA through the use of therapy
recordings with actual patients (n=24), with a growing number using role-play
sessions or parts of sessions with standardized patients (n=14). And one using both

RPs and SPs (Martino, Ball, et al., 2011). Ratings of the recordings of these sessions,
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both in terms of the rating scales employed and the raters using them varied
considerably. While some studies used psychometrically sound measures (e.g., Karlin
et al., 2012; Kobak et al., 2013) others developed study specific measures (e.g.,
Dimeff et al., 2015) with limited information to support their use. Raters varied
between clinician experts (e.g., Crits-Christoph et al., 1998), students (e.g., DeViva,
2006), study authors (Simons et al., 2010), and professional coding teams such as the
one set-up at the University of New Mexico to rate recordings using the Motivational
Interviewing Skill Code (e.g., Schoener, Madeja, Henderson, Ondersma, & Janisse,
2006). Many studies did not report any details about the rating scales used, nor did
they provide details of the raters or their training.

Half of the studies assessed behavior change following a single form of
training without a comparison group; the other half were RCTs comparing different
forms of training or training and a control group. Most studies of skill acquisition
compared pre- training to post- training (e.g. DeViva, 2006; Herschell et al., 2009;
Petry et al., 2012; Sholomskas & Carroll, 2006) with over half (n=15) including at
least one follow-up assessment. Six studies examined skill only at post training
(Brookman-Frazee, Drahota, & Stadnick, 2012; Crits-Christoph et al., 1998; Martino,
Canning-Ball, et al., 2011; Schoener et al., 2006; Vismara et al., 2009; Walser et al.,
2013), a number rated all therapy sessions (e.g., Carroll et al., 2006; Martino, Ball,
Nich, Frankforter, & Carroll, 2008, 2009) and two assessed skills at three times
points: post- workshop training but before the start of clinical supervision and then
again post- clinical supervision (Karlin et al., 2012, 2013).

A variety of training was offered. Most were delivered via expert led

workshops (n=27), eight contained at least one comparison arm of computerized or
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online training (Beidas, Edmunds, et al., 2012; Beidas, Mychailyszyn, et al., 2012;
Dimeff et al., 2009, 2015; Larson et al., 2013; Martino, Canning-Ball, et al., 2011;
Sholomskas & Carroll, 2006; Sholomskas et al., 2005), six included a treatment
manual only comparison arm (Dimeff et al., 2009, 2015; Herschell et al., 2009; Larson
et al., 2013; Sholomskas & Carroll, 2006; Sholomskas et al., 2005), three investigated
training via a treatment manual plus videos (Martino, Ball, et al., 2011; Miller et al.,
2004; Moyers et al., 2008), one included a train the trainer comparison arm
(Martino, Ball, et al., 2011), and one consisted of purely online training (Harned et
al., 2014). The level of interactivity within the training was also variable. The majority
of the training involved interactive workshops (n=20), fifteen were purely didactic,
and two studies directly compared interactive workshops with didactic workshops.
Clinical supervision was included in the majority of the studies (n=19), with seven
RCTs directly investigating the effects of supervision by offering it in only some of the
comparison arms.

Study sample sizes ranged from five, in a training study of CBT for depression
(Hepner et al., 2011) to 334 for ACT training with counselors working at the Veterans
Administration (VA) (Walser et al., 2013). Skill acquisition following training was
mainly studied in relation to treatments for substance use disorders (n=22); other
treatments studied included those for anxiety disorders, depression, insomnia,
borderline personality disorder, autism spectrum disorder and childhood

maltreatment. There were no studies of eating disorder treatment training.
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2.4.2 The effect of training on skills

(i) Standardized ‘Patients’
A number of studies (n=14), particularly those that assessed behavior shortly

after training, relied on role-plays with standardized patients (SP)*. Widely used in
the general medical and nursing training literature (e.g., Barrows, 1993; Cant &
Cooper, 2010), SP encounters involve trained ‘patients’ who portray the disorder of
interest.

Studies varied greatly in a number of ways in which encounters with SPs were
conducted. The main differences included the kind of actors used, the degree of
training they were given, the extent to which their reactions were constrained by a
script, the length of the role-play, the content covered, the ratings scales employed

and the training and experience of the raters.

The actors and actor training
In many studies the actor was a student or research assistant (e.g., Beidas,

Edmunds, et al., 2012; DeViva, 2006; Dimeff et al., 2015), although in others expert
clinicians were used (e.g. Miller et al., 2004; Sholomskas et al., 2005). Actor training
for these roles was generally fairly extensive. For example, Baer and colleagues (Baer
et al., 2009) required that their SPs undergo ten hours of training to accurately
represent individuals with substance use disorders. The training consisted of a
didactic component about the clinical problem to be portrayed, viewing video

simulations, and practice with two of the study authors.

* A distinction lies between the terms simulated patient and standardized patient. ‘Simulated’ means
that the actor is comparable in every way to a real patient, apart from actually having a disorder.
Various actors could play the same simulated patient in different ways giving the role flexibility and
variability. ‘Standardized’ instead implies that the actors will play the same patient in very similar
ways, with little variation. All standardized patients are simulated, but the reverse is not always the
case. Few of the studies included in this review reported whether they were using standardized or
simulated patients, or appeared to use the terms interchangeably. As the term standardized patient is
more commonly used to assess a trainee, that is the term used here.
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In a number of studies, actors were required to follow scripts specifying
exactly what they should say and how they should react in order to increase internal
validity. DeViva and colleagues (2006) provided actors who were role-playing
individuals undergoing a 12-step program for substance use with a detailed script
and then monitored the actors throughout the study to check on adherence to the
script. In addition they had raters use a checklist to verify and rate actors consistency
with the script. Others, however (e.g., Dimeff et al., 2009) preferred guidelines that
instructed SPs to interact and follow the therapist flexibly.

The length of the role-plays and the content covered within them was not
always provided in the research reports of these studies. Studies that did include
such detail reported that role-plays (often 1-3 in number) tended to cover limited
components of the treatment, usually about two or three different techniques
lasting about 15-20 minutes each (Beidas et al., 2009; Dimeff et al., 2009, 2015).
Some of the role-plays were designed to be conducted in person (e.g., Herschell et
al., 2009; Miller & Mount, 2001) with others to be completed over the phone (e.g.,

Dimeff et al., 2015; Harned et al., 2014).

Rating scales for assessing recorded interactions with SPs
Rating scales to assess the content and quality of encounters with SPs were

frequently created by the study researchers. Generally they were designed to
measure adherence and competence according to criteria identified by treatment
experts as essential for providing good quality treatment. For example, Beidas and
colleagues (Beidas et al., 2009; Beidas, Mychailyszyn, et al., 2012) devised the
treatment specific Adherence and Skill Checklist to measure therapist fidelity to CBT

for childhood anxiety. Adherence was assessed by the presence of six CBT
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competences (the identification of somatic symptoms, the identification of anxious
cognitions, the use of relaxation, the use of coping thoughts, the use of problem
solving, and positive reinforcement). To assess skill, raters were required to assess
collaborative style, the use of understandable language and therapist confidence.
Others studies relied on adapted versions of psychometrically sound measures with
predetermined competence cut-points such as the Yale Adherence and Competence
Scale (YACS) (Sholomskas & Carroll, 2006; Sholomskas et al., 2005), a 55-item scale
used to assess therapists delivering substance use treatment covering six treatment
areas (assessment, general support, goals of treatment, clinical management, twelve

step facilitation, and CBT).

The raters and rating protocol
The raters in studies using SPs consisted of a diverse group with different

backgrounds and with varying levels of rater training. For example, Dimeff and
colleagues (2009) created a “coding team” of two DBT experts (defined as ‘gold
standard’ coders) and one, less experienced, primary rater. While the primary rater,
trained to reliability, rated all of the tapes the two experts rated a random sample to
check reliability (10%). DeViva (2006) employed a similar system but used
undergraduate and graduate psychology students. Several studies did not describe
the raters in any detail other than to say they were university ‘staff’ (e.g., Baer et al.,
2009; Miller & Mount, 2001) or ‘experts’ (defined as the study author and two
research assistants) involved with the training (e.g., Petry et al., 2012). Others

provided no description of the raters at all (e.g., Beidas, Edmunds, et al., 2012).
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Reliability and validity of measures
Despite some studies not fully describing the development of their measures,

inter-rater reliability was nearly always reported with most being in the good to
excellent category (range= ICC-.44-.98) for all ratings. Validity data and competence
cut-points were, however, rarely reported, and even when competence cut-points
were determined, the percentage of therapists reaching the competence cut-point

was not always stated (see Table 2.1 and Table 2.2).

(ii) Real Patients (RP)
The majority of studies (n=24) used ratings from recorded therapy sessions

with actual patients. As these sessions are actually part of a treatment they may
perhaps be thought to provide a more accurate picture of what therapists are
actually doing in their clinical practice. Karlin and colleagues utilized therapy
recordings in two different treatment training studies, depression (CBT-D)(2012) and
insomnia (CBT-I) (2013), both of which examined therapist training within the
Veterans Administration (VA). In the CBT-D study 167 therapists (76% of original
sample) submitted at least 10 full session recordings covering various stages of
treatment and for the CBT-I study, nearly all therapists (n=94, 92%) submitted all six

treatment session recordings.

Rating scales for assessing therapy sessions with RPs
Compared with the rating scales utilized in the studies with SPs, the rating

scales used for rated interventions with RPs tended to be more widely used and
published. For example, the Cognitive Therapy Scale (CTS) or Cognitive Therapy
Rating Scale (CTRS) was used in several studies (e.g., Crits-Christoph et al., 1998;

Karlin et al., 2012; Simons et al., 2010). The CTS/CTRS is a generic scale extensively
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used to assess therapist adherence and competence in a wide variety of CBT
treatment (J. Young & Beck, 1980; J. E. Young & Beck, 1988).

Similar to the scales created for use with SPs, some rating scales for therapy
recordings with RPS were created by researchers for evaluating specific training. For
example, to assess therapist adherence and competence in implementing
motivational interviewing (Ml) the Independent Tape Rater Scale (ITRS) was adapted
from the YACS by Ball et al., (unpublished manuscript 2002). The items cover Ml
areas such as fundamental skills advanced skills, Ml inconsistent interventions, and

general substance abuse counselling skills and the scale has an established cut-point.

The raters and rating protocol
Ratings of complete therapy sessions often require experienced researchers

or expert clinicians. For example, to evaluate implementation of CBT for depression,
Simons and colleagues (2010) had all session video tapes rated by both a therapist
with over 30 years of experience and two advanced graduate students. The two
graduate students had each received two years of CBT training and were treating
clients with CBT under the supervision. Each tape was rated independently by the
three raters after which an item by item assessment was conducted. Any
discrepancies were discussed until a group consensus was met. Blindness of raters to
treatment arm and time point in treatment was not discussed. Some studies used
less experienced raters, although these raters had still received extensive training.
For instance, studies which used the Motivational Interviewing Treatment Integrity
scale (MITI) (e.g. Baer et al., 2009; Miller et al., 2004) trained student raters for at
least 50 hours. To rate study recordings, raters had to be deemed ‘proficient’ by

scoring similarly to ‘gold standard’ raters and to prevent drift, raters met weekly and
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coded a recording together. Additionally, double coding of 10% of the sample

occurred every 100 tapes. Raters were blind to assessment time and training arm.

Reliably and validity of measures
Despite some studies not reporting on the reliability of their measures, those

that did reported inter-rater reliability that was mostly in the good to excellent
category (range= ICC-.51-.99). Validity and competence cut-points were also not

always reported (Table 2.1 and Table 2.2).

Results
In general results suggest that competence and skills improve to some extent

following training. However, studies do not provide conclusive evidence on which
forms of training are best. RCTs that directly compared various types of training
delivered conflicting outcomes in a number of areas. For example, in terms of skill
acquisition, some studies found computer training to be equally effective to in
person training (Dimeff et al., 2009, 2015) while others found computer training to
be less effective (Beidas, Edmunds, et al., 2012); and while some found that the use
of a treatment manual was able to improve skills equally to attendance at workshop
training (Beidas et al., 2009; Dimeff et al., 2009, 2015), others found manual learning
to be ineffective at increasing skills (Martino, Ball, et al., 2011; Miller et al., 2004;
Sholomskas & Carroll, 2006; Sholomskas et al., 2005). The importance of clinical
supervision was also somewhat inconsistent. While there was a consensus among
most studies that supervision increased skills more than training without supervision
(Beidas, Edmunds, et al., 2012; Harned et al., 2014; Miller et al., 2004; J. L. Smith et
al., 2012), one study found no benefit of additional supervision (Moyers et al., 2008).

One area that seemed to be more constant was: level of interactivity. All studies
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agreed that no differences were discernible between training with differing levels of
interactivity (e.g., Beidas, Edmunds, et al., 2012; Herschell et al., 2009).

Studies that investigated the number of therapists who achieved competence
produced inconsistent results. Some studies found that, despite scores increasing,
the increases were not clinically significant as none or only few therapists reached
competence thresholds (e.g., Beidas et al., 2009; Beidas, Edmunds, et al., 2012).
Others nevertheless found that over 50% of therapists met competence levels
following some forms of training (Karlin et al., 2012; Sholomskas et al., 2005; Walser

et al.,, 2013).

2.4.3 Summary of findings
Thirty-seven training studies investigated changes in therapists’ applied skills

via therapy recordings or role-plays following training. The assessments were either
completed from recordings of role-played encounters with standardized patients or
recordings of actual therapy sessions with real patients. Most studies saw some
improvement of skills following training; however, in many cases it is unclear if this
improvement was ‘good enough’ to equate to proficiency or competence.
Additionally it remains unclear what types of training offer the most benefit in terms
of improvements in skills. Information from the available RCTs provided inconsistent
results as regards the best training formats (i.e., workshops, online, book based), the

optimum level of interactivity and the role of supervision.

2.4.4 Discussion
While it is generally accepted that assessing skill acquisition is essential in

evaluating outcome, there is no consensus on the best way to do so. Rating
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recordings of clinical interventions with either SPs (role-plays) or RPs is the most

common method.

Benefits and limitations of use SPs and RPs
There are a number of benefits to using SPs. By ensuring that trainees

interact with a ‘patient’ who presents identical symptoms, SPs provide standardized,
systematic, and quantifiable measure to all therapists being assessed (Adamo, 2003).
Such standardized assessment can guarantee that one patient is not more difficult
than another, making it easier to compare trainees. This form of assessment also
ensures that important concepts and techniques of a treatment are covered as
actors can play a variety of patients depicting various points in, and interventions in,
treatment, which allows for a comprehensive evaluation. The use of SPs for
assessment also has benefit for patients. Issues of confidentiality (having a third
party listening to the session) are not relevant when relying on actors as opposed to
real patients. Furthermore, the use of SPs protects patients from receiving
potentially questionable care from a therapist who has not yet been assessed for
competence in a particular method.

Rating therapy sessions with RPs nevertheless offers a number of benefits
when compared with role-plays with SPs. These benefits are primarily the result of
the authenticity of the interaction. Unlike with SPs where ‘sessions’ are artificial,
recordings with RPs are real therapy sessions conducted as part of a treatment. They
thus allow for a more accurate glimpse into what therapists are actually doing in
their clinical practice. Additionally therapists taking part in the sessions have a

working knowledge of the patient and a history to build from.

2.32



Despite these advantages each has its limitations. Using SPs may produce
specific difficulties because therapists do not have a relationship or history with the
client to draw on. This causes sessions to feel inauthentic, resulting in therapists not
behaving as they would with conventional patients. For example, the preparatory
clinical vignette may describe a treatment intervention that occurs late in treatment.
The therapist is then required to ‘make-up’ what they imagined has happened in
previous sessions, without having the actual experience of working with this client to
draw upon. Equally, unless assessed in the clinic as a mystery patient5 (e.g., Giesen et
al., 2007; Luck & Peabody, 2002) role-plays with SPs are only suggestive of how a
therapist may actually behave in practice. A therapist may be able to perform the
task or the intervention for the test, but may choose to implement the technique
differently when working with a real client. Concern has also been expressed over
rating empathy using SPs (Epstein et al., 2005). An empathic stance is considered an
important therapeutic skill; however, it is not clear that role-plays are capable of
adequately capturing this multifaceted concept (e.g., Brenner, 2009). For example,
Talente and colleagues (Talente & Wilson, 2007) investigated the use of SPs when
assessing the interpersonal skills of medical interns. They found that prior knowledge
of the encounter being with an actor rather than a real patient had a negative impact
on communication. As the interns became familiar with the test approach, they
stopped engaging emotionally with the ‘patients’.

Equally, therapy recordings with RPS suffer from a number of limitations.

Primarily, there are problems with submission of the recordings. Apart from a few

> Akin to a mystery shopper or secret shopper, defined as an actor who is employed to test a service
in shops and businesses by pretending to be a normal customer, a mystery patient is an actor who
tests healthcare services by pretending to be a patient.
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examples (Karlin et al., 2012, 2013) where all therapy recordings were submitted,
therapists typically choose which recording to submit (e.g., Larson et al., 2013). This
may lead to recordings suffering from selection bias and thus not being
representative of actual practice. Researchers have also found it difficult to get
therapists to submit their tapes. For example, in a study by Shafer and colleagues
examining the impact of live teleconference training in motivational interviewing,
only 30% of therapists requested to submit tapes did so (Shafer et al., 2004).
Additionally, it is likely that when therapists are aware of the session being taped
their behavior is different to how it might otherwise be. Another limitation regards
the severity of each patient’s illness which can vary greatly. Some individuals will be
more difficult to treat than others (i.e., those with comorbid disorders); as a result
the therapist’s performance may be influenced by the patient rather than the
therapist’s skill. This makes systematic comparisons between therapists difficult as
the content of the tapes (i.e., procedures and treatment techniques used) may no
longer be similar. The rating scales are further limited by raters often needing to be
very experienced clinicians, which causes issues of scalability. Finally, patients may
be reluctant to give consent for their sessions to be recorded and assessed.
Differences in the methods used (such as using SPs or RPs, and different
rating scales and raters) make comparing the results of various types of training with
respect to skill acquisition difficult. Nevertheless, the general findings from studies
using both SPs and RPs to assess skill acquisition are consistent, with most studies
seeing an improvement in skills following training. As with the findings with regard to
knowledge acquisition, there are, however, inconsistencies in the findings when

methods of training are compared. No clear consensus emerges about which
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method of training is best in terms of imparting skills to trainees. Results on the
benefit of additional clinical supervision were also inconsistent. While most studies
found it to improve skills further, this was not always the case in studies, especially
in studies that used real patient assessments. These inconsistencies may be a
reflection of the methodological variations described.

The scales used to rate role-played interactions with SPs often lack validity
data and competence cut-points are rarely available whereas those with used to rate
RPs have tended to be more psychometrically sound and to have cut-points. Even
these methods have been subject to criticism.

It is worth noting here that both methods of assessing skill acquisition are
severely limited in terms of scalability. While they may be useful in research studies
to establish what methods of training work best, they could not easily be used as
methods of establishing that trainees had met the requisite standards in large scale
training initiatives and their expense and reliance on expertise might well limit
further evaluation of new methods of training.

2.4.5 Part 2: assessment of skill acquisition by self-report, patient report

and chart review
Twenty-four studies (see Table 2.1 and Table 2.2) used therapist self-report,

patient and/ or caregiver report or chart review to assess implementation following
training in ESTs. This was usually done in addition to measuring another training
variable (i.e., knowledge), but a large proportion (n=8) examined self-report and/ or
chart review only (e.g., Fadden & Vale, 1997; Sanders, Prinz, & Shapiro, 2009).

As with the previous sections, research in this area has increased dramatically over

the past 10 years. Two studies (Carroll et al., 1998; Fadden & Vale, 1997) were
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conducted prior to 2000 with the rest from 2005 or later. Therapist self-report was
the most common (n=18) type of assessment, although the exact content of the self-
report questionnaires or interviews and method of collection varied between
studies. Some studies collected the data through telephone interviews (e.g., Sanders
et al., 2009; Seng et al., 2006), while many mailed out paper surveys (Harned et al.,
2014; Luoma & Vilardaga, 2013); some questions focused solely on adherence (e.g.,
Henggeler et al., 2008) while others included questions on implementation (e.g.,
Beidas, Mychailyszyn, et al., 2012). Two studies examined adherence as reported by
either care-givers (Schoenwald, Carter, Chapman, & Sheidow, 2008) or by both care-
givers and patients (Henggeler, Chapman, et al., 2008). Two studies relied on chart
review (Jensen-Doss, Cusack, & de Arellano, 2008; Liddle et al., 2006) (described
below).

Most studies (n=14) assessed reported SA following a single form of training
without a comparison group (i.e., workshop only); the rest were RCTs comparing
different forms of training. The delivery of the training was fairly split with
approximately half being expert led purely didactic trainings and the other half
including some interactivity. A small number of studies (n=5) included a fully online
version of the training (e.g., Dimeff et al., 2015; Harned et al., 2014) and one
investigated the effectiveness of training delivered via CD-ROM (Sholomskas &
Carroll, 2006). Clinical supervision was included in roughly half of the studies (n=14),
with two RCTs investigating the effects of additional supervision specifically
(Henggeler, Sheidow, Cunningham, Donohue, & Ford, 2008; Luoma et al., 2007). The
number of therapists trained in each study varied greatly with a range from 11

(Carroll et al., 1998) to 611 (Sanders et al., 2009). Changes in behavior following
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training have been most well investigated in relation to treatments for substance
use, while treatments for anxiety disorders, depression, trauma, schizophrenia,
insomnia, borderline personality disorder, disruptive disorder, trauma, and

childhood maltreatment were also studied.

2.4.6 The effects of training on skills via self-report or chart review

(i) Self-report
Twenty-two studies investigated the effect of training on skills

implementation through the use of self-report following training. Self-report allows
for quick administration to a large number of therapists and, when done with check
marks or other easily ratable scoring, self-report is also extremely scalable (e.g.,
Henggeler, Chapman, et al., 2008; Sanders et al., 2009; Schoenwald et al., 2008; Seng
et al., 2006). Self-report measures mainly assessed therapists’ views of
implementation and sometimes included ratings of therapists’ adherence to
treatment guidelines following training as well as patients’ or caregivers’ views.
Implementation was typically assessed via mailed surveys (e.g., Jensen-Doss et al.,
2009) or questionnaires (e.g. Lopez & Basco, 2011; Schoenwald et al., 2008). Some
studies also examined adherence ratings instead of, or in addition to,

implementation rates (e.g., Karlin et al., 2013).

(ii) Chart review
Two studies, Jensen-Doss et al. (2008) and Liddle et al. (2006) used the

process of chart review to assess implementation. Chart review involves collecting all
of a patient’s therapy notes and systematically assessing the treatment. As a result,
chart reviews offer detailed insight regarding therapy session content that otherwise

is hard to capture and would be missed. Jensen-Doss and colleagues (2008) coded all
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clinic visits for three months prior to the workshop and 3 months following a training
workshop. Liddle and colleagues’ (2006) coded themes from all clinic progress notes

pre-and post-training.

Results
Overall therapists report increase use of treatment interventions following

training. However, some studies found that this increase was only seen in 40% of
therapists (Sanders et al., 2009; Walser et al., 2013). Results from RCTs are mixed,
with studies finding improved rates of use and adherence following some forms of
training but not others (i.e., active training versus control training or training with
and without supervision) (Harned et al., 2014; Luoma et al., 2007) and other studies
finding no difference between training formats (Dimeff et al., 2009, 2015;
Sholomskas & Carroll, 2006). One study generated inconsistent results between
caregiver and youth reports of the same therapists following training (youth
reported significant changes in therapist technique following interactive training as
compared with purely didactic while care-givers reported no differences) (Henggeler,
Sheidow, et al., 2008). With only two studies examining SA via chart review, any
generalizations are impossible to make. Both studies examined the use of therapy
interventions following training; one finding no change (Jensen-Doss et al., 2008),

and the other finding significant changes (Liddle et al., 2006).

Reliably and validity of measures
Fewer than half of the studies described the development or psychometric

properties of their measures. Those that did tended to report Cronbach’s alpha
scores ranging from .82 - .99, suggesting good to excellent internal consistency.

None reported on measurement validity. In fact, developers of one of the measures
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noted that the measurement required future examination of the “correspondence
between therapist reports and...observable therapist behavior in sessions”
(Weersing, Weisz, & Donenberg, 2002, p. 178). For the chart-review studies, inter-
rater reliability (Cohen’s kappa ranged from 0.67-1.0) was only reported by Jensen-

Doss and colleagues (2008).

2.4.7 Summary of findings
Twenty-three training studies investigated changes in therapists’ applied

skills and implementation via self-report and/ or chart review following training.
Nearly all assessments were therapist self-report with two being report by patient
and/ or caregiver and two being chart reviews. The majority of studies found an
increased use of interventions following training, but it is worth noting that this was
not always the case (e.g., Henggeler, Sheidow, et al., 2008; Jensen-Doss et al., 2009;
Walser et al., 2013).
2.4.8 Discussion

As has been demonstrated, skill acquisition is a key component in
establishing training effectiveness. Assessment of SA through self-report and/ or
chart review provides a way to evaluate therapist implementation. Each method has
its own benefits and drawbacks. A major limitation for self-reporting is that retention
can often be low. Richards and colleagues (2011), for example, sent out self-report
guestionnaires to 73 therapists attending training in ACT and, although all of the
therapists had filled in both pre- and post- training questionnaires, only 24 (33%)
completed implementation sheets one year later. Similarly, Lopez and colleagues
(2011) were only able to retrieve follow-up surveys from 33.9% (n=20) of therapists,

despite phone call reminders. As described above, it is also unclear how accurate
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these self-report measures are. For instance, patient youths and caregivers
(Henggeler, Sheidow, et al., 2008) report opposing findings when asked the same
guestions about therapy content. Self-reporting may likewise suffer from response
bias because therapists may feel under pressure to report inaccurately high levels of
intervention use and may not be the best judge of their abilities. The evidence on
self-efficacy ratings is contradictory with some finding that therapists overestimate
their ability (Brosan, Reynolds, & Moore, 2008) and others finding that therapists
underestimate their ability (McManus, Rakovshik, Kennerley, Fennell, & Westbrook,
2012) as compared to observable outcome measures. Finally it is unknown how
closely correlated reported intervention use is with actual proficient implementation
as despite having good face validity and often good to excellent internal consistency
the validity of these measures is not known. Likewise, assessment by chart review
faces several limitations. Chart reviews are extremely time-consuming and rely on
therapists not only writing detailed progress notes but also writing them in such a
way that techniques will be accurately coded by raters. Chart reviews that instead
rely on counting session numbers or extra sessions (i.e., family therapy sessions in
addition to individual sessions) (Liddle et al., 2006) offer a faster assessment. This is
especially the case if electronic medical charts are used as they can easily be totaled
by computer. The latter form, however, do not offer the detail of the former and, by
merely counting session numbers, do little to indicate skill at implementation.

While in general many studies saw increased use of interventions following
training, the results are inconsistent. This may be due to the some of the problems
listed above such as poor retention rates and difficulty of the method. These

inconsistencies are further complicated by the unknown relationship between self-
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report, patient report, care giver report and actual implementation. Chart reviews
may offer a better indication of this, but as yet only a very small number of studies
exist.
2.4.9 Conclusions

It is essential to determine if training is able to improve skills and to ensure
transfer of those skills to clinical practice. At present a variety of methods aim to
assess this (role-plays, therapy recordings, self-reports, chart reviews). Each has its
strengths and limitations. The creation of valid measures with pre-determined cut-
points for competence is essential for meaningful interpretation of results and will
greatly enhance future evaluations of SA. The greatest challenge to the assessment
of skill is the unscalable nature of the assessments. Without creating more scalable
methods, their use is greatly limited. Finally, there is also a need to conduct such
evaluations for other treatment trainings; currently none exist in the field of eating

disorders training.

2.5 Assessment of the effects of training on patient outcome: Level Four

Ensuring good or improved patient outcome is the ultimate goal of EST
dissemination. Quite naturally it has been assumed that successful training will lead

to better outcomes. But, as described earlier, measuring patient outcomes is an

241



indirect means of assessing training outcome as it is influenced by a number of
factors unrelated to level of training of the clinician offering treatment. The fact that
the relationship between therapist expertise and patient outcome may not be
straightforward does not undermine such outcome being a part of the overall
assessment of training. If improvements in patient outcome are observed following
training, then it may be reasonable to infer that knowledge and skills transfer has
taken place. However, even if knowledge and skills transfer has taken place,
therapists may fail to implement the knowledge and skills they have acquired for a
variety of attitudinal, institutional and organizational reasons such as their beliefs
about the suitability of the treatment for the patients they see, the policies of the
setting in which they work and time constraints (as briefly described in Chapter
One).

Patient outcome equates to the final level of Kirkpatrick’s training evaluation
- the assessment of tangible outcomes or “results”, described also as the full impact
of the training back in the trainees’ workplace. Such impact is considered difficult
and time-consuming to measure as by its very nature it has to overcome the
difficulties of carrying out careful research in real world clinical settings.

A brief overview of studies that have examined patient outcomes will be
provided in order to complete the review of current knowledge concerning training
in ESTs. Due to time frame and resources needed to assess patient outcome this

level of training evaluation is outside the scope of this thesis.

2.5.1 Description of studies
Eighteen studies investigated change back in the trainees’ place of work

following training in ESTs (see Table 2.3). As with previous sections, studies prior to
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2000 are rare (McDonel et al., 1997; Strosahl, Hayes, Bergan, & Romano, 1998), with
the majority (n=11) of reports published after 2005. ‘Results’, in the form of patient
outcome were assessed in a variety of ways typically including symptoms (i.e., scores
on a depression scale), functional outcomes (i.e., quality of life scores), and/ or
treatment variables (i.e., attendance at therapy or days in treatment). Assessing
symptom changes was the most common, with all studies investigating these. The
number of patients treated and therapists participating in the studies varied greatly
with some including hundreds of patients (e.g. Schoenwald, Sheidow, & Chapman,
2009 n=1979; Walser et al., 2013, n=745), and large numbers of therapists (n=429
and n=391, respectively) while others had small patient samples (Cook, Walser,
Kane, Ruzek, & Woody, 2006, n=18) and few therapists (n=4). Nearly all studies were
uncontrolled with only two being RCTs (Carroll et al., 2006; Miller et al., 2004).
Training was either delivered via expert led workshops or was provided online. The
delivery of the training varied: most were interactive workshops (n=14), three were
purely didactic and one study offered a didactic training workshop first followed by
interactive training (Strosahl et al., 1998). Clinical supervision was included in the
majority of the studies (n=14), with one RCT investigating the effects of supervision
by offering it in two of the comparison arms (Miller et al., 2004). Again patient
outcome following therapist training has been most investigated in relation to
treatments for substance use disorders, with other disorders studies being
depression, post-traumatic stress disorder, insomnia, serious and persistent mental

illness and autism spectrum disorders.
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(i) Symptom related measures
Changes in symptom severity was the most commonly assessed indicator of

patient improvement and was measured in all studies (n=18). Severity was often
measured directly by assessing change in symptom related behavior. For instance,
treatments for substance use disorders assessed abstinence from drug and alcohol
use via urine toxicology screen and breath alcohol assays (e.g., Liddle et al., 2006;
Martino et al., 2008) and treatments for autism measured changes in associated
problem behaviors (Social Skills Improvement System (SSIS)) (Brookman-Frazee et
al., 2012). Symptoms were also measured using well established, psychometrically
tested measures, such as the Beck Depression Inventory Il (BDI-II) (Walser et al.,

2013).

(ii) Measures of functional outcome
Patients’ general functioning was also evaluated in a number of studies

(n=10) usually through various psychometrically sound quality of life measures such
as the World Health Organization Quality of Life Brief (WHOQOL-BREF) (e.g., Karlin et
al., 2013; Walser et al., 2013) and Global Assessment of Functioning scale (GAF)

(McDonel et al., 1997).

(iii) Measures of treatment variables
Treatment variables were also considered as a measure of training impact

(n=10). Examples of these included: days in treatment/ treatment attendance as
assessed by self-report and caregiver report (Carroll et al., 2006; Martino et al.,
2008) or therapist (Brookman-Frazee et al., 2012); self-reported medication
compliance checklists (McDonel et al., 1997); and therapeutic alliance (Karlin et al.,

2012; Walser et al., 2013).
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Results
Results were fairly consistent across studies with many finding a reduction in

symptoms (e.g., Martino et al., 2008; Russell et al., 2007; Simons et al., 2010; Walser
et al., 2013), improved global functioning (e.g., Walser et al., 2013) and treatment
variables (e.g., McDonel et al., 1997) from pre- to post-treatment following training.
However, this was not always the case (e.g., Lopez et al., 2011; Miller & Mount,
2001; Miller et al., 2004). In fact, Lopez and colleagues (2011) found that patients
treated prior to the training had better outcomes than those treated following the
training.
2.5.2 Summary of findings

This review evaluated eighteen training studies which investigated changes in
patient outcomes following therapist training. Common to all studies was the
measurement of symptom related outcomes. Most studies found a reduction in
patient symptoms following training, but this was not consistent. Some studies also
investigated functional outcomes such as the patient’s quality of life and adherence
to treatment variables. All studies saw improvements on these domains following
training.
2.5.3 Discussion

Patient outcome is an important aspect of assessing the success of wide scale
dissemination and implementation programs. The ultimate aim of such programs is,
after all, to provide good quality treatment so that better outcomes can be achieved
for patients. However, as a proxy for training outcome its use is more limited. Patient
outcome is an indirect method of assessing the immediate effects of training and is

influenced by a number of factors other than the expertise of the clinician providing
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treatment (Fairburn & Cooper, 2011). Furthermore the relationship between
competence and patient outcome has been difficult to establish. A recent review by
Branson and colleagues (2015) investigating the relationship between competence
and patient outcome in IAPT found that in general no relationship appears to exist
between competence and patient outcomes. Nevertheless, patients receiving
treatment for anxiety from the 10% most competent therapists improved more than
those receiving treatment from other therapists. Additionally, patients treated by
the weakest 10% of therapists experienced a deterioration in their symptoms. This
suggests that the relationship may be complex and that it requires further
investigation.
2.5.4 Conclusions

The ultimate aim of training clinicians in ESTs is to ensure that patients
receive good quality treatment and outcomes of the kind backed by the research
evidence. Thus while patient outcome may be useful in evaluating the value of
dissemination and implementation efforts and may play a role in establishing the
predictive validity of newly developed competence measures, relying on it as an
outcome of success in training is problematic for the reasons discussed above. It is
also worth noting that as a way of assessing the competence of people who have

been trained it is also not practical.

2.6 Chapter summary
This review of the training outcome literature suggests that therapists are

interested in learning new treatments and react favorably to training in general.
Current methods of training (both traditional workshop based and more innovative

online training) improve knowledge to some extent, but without the use of valid
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assessments measures with clearly defined competence cut-points, these results are
difficult to interpret. However, training has been less consistent at improving skill,
subsequent implementation of treatment or indeed patient outcomes.

Although the recent interest in training evaluation is encouraging, this review
highlighted several potential limitations of the research to date. Few studies
described their evaluation methods in detail. For example, no studies included
specific information regarding the assessment of therapists’ reaction to training
(level one). Many studies neglected to provide details of the procedures used when
devising knowledge tests (level 2). Only a limited number of studies included
information about how therapy encounters (with real or standardized patients) were
coded. Specifically, little information was provided about the raters’ level of
expertise or the training they were offered (level 3).

Besides the lack of detail about assessment methods, few studies used
reliable and valid assessment measures. Often study specific scales needed to be
created with the result that little is known about how these measures perform and
even less is known about what level of score would indicate competence. Even when
known measures were used, some of these measure generic skills rather than
domain specific competence® (Barber, Sharpless, Klostermann, & McCarthy, 2007)
and, in some cases, their reliability has not been adequately demonstrated. Thus
current methods of training require more robust support. Perhaps even more
importantly, most of the current methods even if effective are not suitable for
widespread use. There is thus a need to develop and test new methods of more

scalable training to meet the widespread need for psychological treatment; and a

®The therapist’s ability to implement specific types of treatment (i.e., CBT-E).
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need to understand how such training compares with existing methods of training.
Finally training in the area of eating disorders has not been studied.

The studies evaluating training in CBT-E for eating disorders reported in the
following chapters aimed to systematically investigate various methods of training
using the Kirkpatrick framework while learning from, and avoiding, the
methodological limitations highlighted in this literature review. Although the studies

focused on CBT-E many of the findings are likely to be more generally applicable.
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3 CHAPTER THREE
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3.1 Overview
The study presented in this chapter focuses on understanding trainees’

evaluation of training in CBT-E, provided in either the conventional workshop format
or in a new online format. This information is critical as therapists are a key part of
decreasing the research-practice gap; and no such study has been previously
undertaken. As discussed in Chapter Two, current investigations of therapist reaction
to training have been informed by post-training surveys which are of limited value
and have left a number of unanswered questions (see Chapter Two, section 2.2). To
address these limitations a qualitative method of inquiry was therefore ideal.
3.2 The qualitative approach

Qualitative research is a method of inquiry that focuses on the in-depth
exploration of human experience. The approach has long been employed in the
social sciences to understand experiences through exploring and interpreting the
meanings people ascribe to them (Denzin & Lincoln, 1998; Merriam & Tisdell, 2015).
It has the ability to generate hypotheses and as a result is often considered a
prerequisite for quantitative methods in areas where little is known. In the mid-
1990s, the importance of qualitative studies in medical research was highlighted
when the British Medical Journal devoted an entire journal series the topic. By
running such a series the editors hoped that: “...by making clear what these methods
entail, how they are used, and how they can be evaluated, they...will be viewed as
valuable tools in the methodological tool box of health and health services research”
(Pope & Mays, 1995, p. 42). More recently, the value of qualitative methods in

psychological research and its particular relevance for dissemination research was
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clearly emphasized when it was suggested as a “...way to bridge the divide between

research and practice” (Kazdin, 2008, p. 154).

3.2.1 Differences between qualitative research and quantitative research
The dominant approach in scientific research is a quantitative one. Generally

a priori theories guide such research, which involves hypothesis testing, operational
definitions, carefully controlled investigations, and statistical analysis (Kazdin, 2003).
By contrast, qualitative research, is hypothesis generating, allowing data to inform
and generate theories, and involves looking for emerging themes. While both
guantitative and qualitative methods seek to understand phenomena, their goals

and methods of sampling, data collection and, data analysis differ (see Table 3.1).

(i) Goals
Qualitative research endeavors to describe, interpret and gain further

understanding of phenomena in their day to day settings. It is ideal for the
exploration of practices as they occur in dynamic social settings rather than in
controlled environments. Quantitative methods aimed at testing hypotheses in
controlled conditions may be of limited value when researchers have not yet
established which variables are the most relevant for further study. Therefore, the
knowledge gathered through qualitative research can provide the basis for
formulating hypotheses which may subsequently be investigated with quantitative
methods. In terms of its goals qualitative research seems ideally suited to
understanding therapists’ response to training
(ii) Sampling

The differences in the sampling techniques of qualitative and quantitative

methods reflect the divergent goals of the two methods. Qualitative methods focus
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on sampling subjects that are part of a particular group or have a shared experience
of interest to the researcher rather than obtaining representative samples capable of
yielding results that may be generalized. Deliberate seeking of subjects who fit the
criteria of interest is often termed purposive sampling (Giacomini & Cook, 2000). In
purposive or purposeful sampling “...individuals, groups, etc., are selected according
to their (expected) level of new insights for the developing theory...” (Flick, 2009, p.
65) and provide an in-depth understanding of the group’s shared experience
(Barbour, 2001; Kuzel, 1992).

Within the broad notion of purposive sampling, 24 different sampling
schemes have been identified (Onwuegbuzie & Leech, 2007). These schemes include
examples of both random (probability) sampling (i.e., stratified random sampling;
cluster random sampling) and non-random sampling (i.e., critical case sampling;
snowball sampling and politically important sampling). Non-random purposive
sampling is particularly useful in collecting “information-rich” cases to “...reflect the
average person, situation or instance of the phenomena of interest” (Merriam &
Tisdell, 2015, p. 78). Therefore, non-random purposive sampling was chosen for the
current study to ensure that interviews were conducted with trainees from a range
of professional backgrounds.

Consonant with the aims of qualitative research sample size is determined by
reaching theoretical saturation - this is regarded as the point when the addition of
further data does not produce new information (Bowen, 2008; Merriam & Tisdell,
2015, p. 183). It has been suggested that in the case of interviews, as used in the
present study, approximately 12 is generally sufficient to gather and detect themes

with a relatively homogenous groups (Guest, Bunce, & Johnson, 2006). This is in
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marked contrast to the use of power calculations to determine, in advance, the
sample size necessary to detect a previously specified difference between two

groups at a statistically significant level (Howell, 2013).

(iii) Design and Data collection
Qualitative research employs firsthand accounts of phenomena of interest

that are interpreted by the researcher rather than data (expressed in numeric form)
gathered through more objective measurement instruments where the aim is to
avoid researcher bias as far as possible. In qualitative research the researcher is the
instrument (Golafshani, 2003; Kazdin, 2003). The value and credibility of the work
relies on the researcher taking careful steps to ensure reliability and validity
(discussed below) rather than reliance on valid and reliable measuring tools.

Both verbal and visual methods may be used to collect qualitative data (Flick,
2009). Verbal data is generally obtained from interviews, either individual or group
or both, sometimes called narratives (i.e., “tell me your story...”) or focus groups
respectively. Interviews can be open (using topic areas without specific questions),
semi-structured, problem centered, or ethnographic (where the researcher lives
with the subjects of interest collecting stories through conversation and observation
(Reeves, Kuper, & Hodges, 2008)). However, in each case they have two steps; first
understanding the subject’s overall view and then probing deeper. In this study open
interviews which started with completely open-ended questions and only followed
by more structured questions after interviewees had expressed their views were
used.

Visual data methods include the use of observation, ethnography,

photographs, and film. Through the researcher actively participating in the
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interaction, observational and ethnographic methods aim to gain an insider’s
knowledge of an event. The use of photos and film, or image-based data is classified

as secondary observation (Mason, 2005) as the researcher is not actually present.

(iv) Data analysis
Since qualitative analysis uses stories, narratives and full text, “...essentially

the words are the data” (Kazdin, 2003, p. 328). As a result qualitative data analysis
has been described as the “most complex and mysterious of all of the phases of a
gualitative project” (Thorne, 2000, p. 68). Despite this, most qualitative research can
be described as involving four steps: data collection (as already discussed); data
reduction; data coding and display and the forming of conclusions (Miles, Huberman,
& Saldana, 2013) (see Figure 3.1). These steps are part of an iterative process that
may be repeated several times throughout the data collection and analysis phases.
The conceptual framework or theoretical perspective adopted by the
researcher largely determines decisions about data analysis. One of the most widely
adopted and well-developed frameworks is that of grounded theory. Derived from
the philosophy of symbolic interactionism (Chenitz & Swanson, 1986), grounded
theory provides guidelines for collecting and analyzing data in order to build
theoretical frameworks and theories (Charmaz, 2008; Merriam & Tisdell, 2015). It is
guided by two principles: the theory should emerge from the data rather than being
forced on the data (Benoliel, 1996); and the analysis should follow an iterative
process (Miles et al., 2013). While both qualitative and quantitative researchers have
biases and prejudices, these potentially undermine qualitative research as it relies so
heavily on the interpretations of the researchers. Grounded theory attempts to

ameliorate this problem of researcher bias by insisting that all interpretations or
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meanings be ‘grounded’ in the data. Grounding is achieved by closely following the
four-step process for data collection and analysis as outlined above. This process
allows new hypotheses to be explored and areas of relevance to be highlighted with
new ideas being re-tested against the data and not the researcher’s preconceived

ideas.

Figure 3.1 Steps of data analysis

Data reduction
Qualitative research tends to produce large quantities of information. The

first step in analysis involves narrowing or down reducing the material. For interview
data, this is achieved though first transcribing the interviews, then coding, looking

for themes, and repeating the process multiple times.
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Data coding
Coding begins once interviews are transcribed; most researchers prefer to

code as they transcribe to ensure that the interview is able to capture what they are
interested in. Often this preliminary coding is able to enhance interview data
through new topics being added or increasing researcher vigilance on a particular
topic. Coding represents “...the operations by which data are broken down,
conceptualized and put back together in new ways...It is the central process by which
theories are built from data”(Corbin & Strauss, 2015, p. 157). It involves pulling out
passages of text from the transcriptions deemed to be relevant. As a method, coding
is approached in distinct ways influenced by underlying differences in methodology
(Glaser & Laudel, 2013). One can either decide to code based on pre-existing
theories, such as examining the text for areas of interest, or one can inspect the text
more generally looking for a wider group of potential points of relevance.

There are two main methods of coding (each relating to a different
gualitative methodology): theoretical, and thematic. Theoretical coding, which
develops a grounded theory, typically consists of three steps: 1) open coding (having
no preconceived idea of what patterns may emerge from the data); 2) axial coding (a
refining of the categories resulting from open coding); and 3) selective coding (using
all codes created from steps one and two and re-reading/ re-coding again) (Glaser &
Laudel, 2013; Ruppel & Mey, 2015). These categories are somewhat fluid and a
researcher will move back and forth between the different types, often with a
greater emphasis on open coding at the start and more selective coding towards the
end of the coding process (Flick, 2009). Thematic coding, part of thematic analysis, is

often found in comparative studies where groups and themes are identified in
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advance by the research question (Fereday & Muir-Cochrane, 2006). Thematic
analysis, unlike grounded theory analysis, does not set out to develop a theory but
instead looks for pre-determined patterns and concepts within the data. Theoretical
coding is particularly relevant when investigating a new area where it would not be

possible to already have potential themes defined in advance.

Data display
Data display or ‘cleaning’ is started after the data are initially reduced (as

described above). It consists of further organizing and compacting the data with the
main goal being to bring meaning to the data collected. Often this is done through
the use of figures and diagrams which are able to succinctly show patterns and
emerging themes between codes (Verdinelli & Scagnoli, 2013). It is important to
note that data reduction is cyclical in nature often requiring multiple rounds of data

reduction followed by data display followed by data reduction.

Data conclusions
Finally, after cycles of data reduction and display, conclusions can be drawn

from the data. Examining emerging themes and patterns allows researchers to
understand data in-depth. Such understanding is then used to view the data from a
new perspective and may serve to reduce it further. It is important that data are
examined several times in this way in order for analysis to be sufficiently rigorous.
This process ultimately leads to data transformation, when information is

condensed, clustered, sorted and linked (Gherardi & Turner, 2002).

(v) Analysis with computer software
The development and use of software packages uniquely tailored to

gualitative data has revolutionized the field by improving the rigor of analysis (Kelle,
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1995; Pope, Ziebland, & Mays, 2000). These packages store, organize and allow

efficient retrieval of data. Interviews can be transcribed directly into the program

thus streamlining the transcription and coding procedure. The programs are further

able to perform sophisticated analyses using various algorithms, display the data in

interesting ways such as word frequency maps and uncover patterns and themes

that may otherwise have gone unnoticed. In the present study one of the most

widely used package, NVivo (T. Richards, 2002) (originally NUD*IST (Non-numerical

Unstructured Data Indexing, Searching, and Theorizing) (T. Richards & Richards,

1994) was used.

Table 3.1 Differences between qualitative and quantitative research

Qualitative Research

Quantitative Research

who fit the criteria of interest)

Goals . describe, interpret and gain * test theories and hypotheses
further understanding of e quantify group differences
particular phenomena and and establish group means
generate hypotheses e allow generalizations and

guantitative descriptions

Sampling e purposive (choosing subjects e  statistical sampling (e.g.,

random assignment, group
equivalence and matching)
emphasis on statistically
representative samples

Data collection

e open ended interviews or
direct observation to describe
thoughts, attitudes, views and
feelings

e researcher as the instrument

e words, actions, attitudes

e systematic controlled
investigations to obtain
objective representative data

e objective measurement tools
numerically expressed data

Data analysis

e inductive- building of ideas
from the data-hypothesis
generating

e  categorization of data into
pattern (coding themes, words
are the data)

e interpretation by researcher

¢ deductive-hypothesis testing

e  operationalized by scores on
standardized measures more
objective based on statistical
significance

Results

e understand participants
experience
* new hypotheses

e  establish generalizations
/causality

. enable predictions

e support/fail to support
hypotheses
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3.2.2 Strengths and weaknesses of qualitative research
Qualitative research is particularly well suited to research where the goal is to

gain an in-depth understanding of the participant’s experience, especially when this
is poorly understood (Kazdin, 2003). As such it is ideal for providing information
about clinicians’ experience of training and their intentions about subsequent
implementation.

The major weakness of qualitative research is related to the very nature of
this type of research. As discussed the method relies heavily on researcher
interpretation which may be thought to be unduly contaminated by investigator bias
and therefore not replicable.

Qualitative methods of inquiry are also limited by the considerable amount of
time this type of research requires. Creating, administering, transcribing, coding and
analyzing interview data is extremely time consuming and potentially produces far
fewer results than quantitative methods.

3.2.3 Rigor in qualitative research

A number of steps may be taken to ensure rigor and minimize researcher bias
in qualitative research (e.g., Kazdin, 2003; Krefting, 1991; Morse, Barrett, Mayan,
Olson, & Spiers, 2002). The discussion about how to do so is ongoing. Basically two
approaches have been taken: some have suggested that qualitative research needs
to conform more to quantitative standards; while others have suggested that
different standards more appropriate to qualitative methods should be defined.

In their landmark work, Lincoln and Guba (1985) suggested that qualitative
research should not be forced to meet the standards for quantitative research.

Instead they argue that qualitative research should meet the criterion of
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“trustworthiness” consisting of: credibility, transferability, dependability, and
confirmability (Lincoln & Guba, 1985). Credibility, akin to internal validity, is seen as
being reached when “an accurate description or interpretation of human experience
that people who share the same experience would immediately recognize” (Krefting,
1991, p. 216). It is achieved by the researcher examining transcripts not only on an
individual level but also comparing them to all other study participants in order to
establish shared themes (Thomas & Magilvy, 2011). Transferability, which is roughly
parallel to external validity, is frequently achieved by ensuring that all groups of
interest are included (based on demographic data) in a sample. Dependability, the
analogue of reliability is achieved by audit trails involving detailed description of the
steps involved in the research. Finally it is suggested that replicability follows from
achieving credibility, transferability and dependability.

However, there is a growing body of researchers (e.g., Morse et al., 2002)
who argue the creation of a parallel system for rigor perpetuates the view that
gualitative research cannot be considered as rigorous as quantitative research. They
strongly advocate a shared terminology, but argue that reliability and validity must
be achieved through methods unique to qualitative research. These methods put the
emphasis on the researcher consistently scrutinizing their methods and themselves
rather than waiting for a reviewer to evaluate the data they have generated. The
debate is complex and further details are beyond the scope of this thesis. Following
Morse et al’s (2002) recommendation, the present study employed the accepted and
well known terms of reliability and validity - terms that remain widely used by

qualitative researchers in spite of the ongoing debates.
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(i) Reliability
Described by Cohen and Crabtree (2008), the strategies most commonly used

to ensure reliability in qualitative research involve the use of peer review, external
audits, and what is termed procedural reliability (Flick, 2009).

As might be expected peer review involves checking ideas, interpretation and
understanding of particular phenomena with colleagues not connected with the
research (Patton, 1999).

Similar to the peer review, an external audit involves an independent analysis
to ensure that findings are supported by the data. This process is sometimes simply
termed ‘multiple coding’ (Barbour, 2001). As with peer review it is thought that
greater objectivity is gained by the reviewer or auditor being independent of the
researcher or the research team. In the case of interview studies like the present
one, this external auditing is frequently accomplished by having an independent
person code the transcribed interviews in addition to the researcher.

Procedural reliability refers to the providing of a detailed description of
methods used. Flick (2009) argues that in addition to being able to ascertain
“..where the subject’s statement ends and the researcher’s interpretation begins...”
(pp.176) high levels of documentation can vastly improve the reliability of qualitative
research. Researchers are encouraged to carefully organize and store all aspects of
the study including: details of the study design, methods of data collection, method
of data analysis, investigator meeting (especially those where important decisions
were made) notes or minutes, research tapes, transcripts of interviews, reflexive
journals, software analysis, preliminary coding logs, coder classification schemes and

results. It is suggested that by making the research procedure transparent it is easier
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to assess what was done and therefore more likely that another investigator would
be able to repeat an investigation and achieve similar findings.
(i) Validity

Validity has received more attention than reliability within qualitative
research (e.g. (Flick, 2009; Onwuegbuzie & Leech, 2007). Showing that a researcher’s
interpretation accurately reflects the actual events, views, etc., that are being
studied is an onerous task. The techniques of triangulation, theoretical sampling,
comparative analysis, member checking, and adhering to the principles of grounded
theory are typically relied on to increase the validity of the researcher’s
interpretation of the data.

Triangulation is the use of multiple sources of data, procedures and
perspectives to support emerging conclusions (Cohen & Crabtree, 2008; Kazdin,
2003). Four types of triangulation have been described. Data triangulation is the use
of multiple sources of data. Investigator triangulation relies on the use of multiple
investigators, with the purpose of reducing individual investigator bias. Theory
triangulation is employed where various theories and hypotheses are considered
and compared side by side to explain a phenomenon. Finally methodological
triangulation relies on using quantitative methods and qualitative methods (e.g.,
combining a questionnaire with a semi-structured interview) (Flick, 2009).
Investigator triangulation was planned for this study by having both multiple
investigators and multiple coders.

The constant comparative method, a type of theoretical coding (detailed
above) first described by Glaser (1969) and later refined by Strauss and Corbin

(1994), is another way to increase validity in qualitative research. The method
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consists of four steps: 1) comparing incidents applicable to each category, 2)
integrating categories and their properties, 3) delimiting the theory, and 4) writing
the theory (Glaser, 1969, p. 220) and is achieved when a researcher compares their
codes over and over, continually revising them. This allows for the checking of
previous codes, the elimination of unnecessary codes, and the development of
further codes. Of particular interest are any statements or codes that appear to be
outliers or extreme cases. Looking for contrasting cases (Flick, 2009; Gerhardt, 1986),
ensures that the investigator is always challenging their own dominant
interpretations and considering other ideas. Given that theoretical coding also forms
the basis for grounded theory, it was the primary coding form used in the present
study.

Additionally, member-checking is the process whereby all aspects of the
research, in particular the findings, are examined by research subjects who
participated in the study. There are objections to this technique including
individuals’ ability to recall what they said and, more importantly, individuals being
unable to recognize their own individual contribution once material has been
organized into new higher-order themes or insights (Cohen & Crabtree, 2008). Due
to these objections it was decided to not seek verification of the results from
participants.

Finally, it is essential that the investigator adheres to the principles of
whichever analysis procedure they are using (in this case grounded theory). Since
grounded theory requires researchers to begin with a research topic of interest
rather than a hypothesis (McGhee, Marland, & Atkinson, 2007) it is essential that the

researcher examines all relevant information gathered rather than squeezing
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concepts into rigid preconceived criteria. In addition to following the four-step
process described above, adherence to the method is further ensured through
transparency at all stages of the research. Many researchers achieve this by
including exact quotes from participants as done in this study and/ or complete
interview transcripts. This allows readers to assess the validity of the researcher’s
conclusions.
3.2.4 Summary

Qualitative research has different goals and methods compared to
guantitative research which lend themselves to studying topics where little is known
such as therapists’ reaction to training. Despite its strengths, its main weakness is
that it relies on researcher interpretation. There are a number of ways to overcome
this weakness and to improve reliability and validity. The present study investigates
therapist reaction to training using interviews in a purposively sampled group of
clinician trainees.

3.3 Aims of Study 1

* To explore therapists’ views about learning CBT-E

* To compare their views of two different forms of training: attendance at a
conventional workshop or participation in a new form of web-centered
training

3.4 Method

(i) Overall Design
Exploratory qualitative interviews designed to elicit trainees’ reactions and

attitudes to training were conducted with two groups of therapists receiving training
in CBT-E. The first group of trainees (Group One) attended conventional workshop
training and the second (Group Two) received a new form of online training, termed

web-centered training. All interviews were carried out by the researcher and coding
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was completed by the researcher and an independent coder. Data analysis was
informed by grounded theory and used Computer Assisted Qualitative Data Analysis
Software (CAQDAS), specifically NVivo.

Ethical approval was obtained from the University of Oxford’s Central

University Research Ethics Committee (REF:MSD/IDREC/C1/2012/10).

(ii) The two forms of training

Workshop training
Workshop training represented the typical or conventional training that

many therapists receive in evidence-based psychological treatment. As described in
Chapter One, section 1.3.1, this style of training, when combined with clinical
supervision, is considered the ‘gold standard’ of training. The CBT-E workshop
training was provided by a leading expert in CBT-E. The two day workshop was
approximately 12 hours in length and was mostly didactic in presentation style.
Didactic material was supplemented with three previously recorded demonstrations
of clinical interventions involving the presenter acting as a therapist and an actor
role-playing a patient. The training covered the core-material of the treatment,
focusing on patients who are not significantly underweight (that is have a BMI of
>17.5). The training mirrored the four stages of the treatment and provided trainees
with information about: assessing patients and engaging them in treatment,
achieving early change; tackling the main mechanisms maintaining the eating

disorder; reviewing progress; ending treatment and planning to maintain progress.
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Web-centered training
Web-centered training is a new form of training. The training material (similar

to the workshop content) was presented online. Trainees were given access to a
CBT-E training website and provided with additional web-guidance (see below) over
the telephone or Skype. The online training package is intended to be used in a
modular fashion, with therapists viewing a segment of the website, while
simultaneously treating a patient using the interventions described. To work through
the online training took approximately nine hours. The majority of the content was
delivered didactically (video based, oral presentation accompanied by PowerPoint
slides as in a workshop) by the same presenter as the conventional workshop.
However, additionally there were short clinical demonstration videos (“minis”); and
interactive exercises, in which the therapist was asked to enter text or answer
guestions based on the material presented. As with the workshop, the online
training material covers the same CBT-E core-material for patients who are not
underweight. The course material, as with the workshop, follows the four stages of

treatment.

Web-guidance
Web-guidance describes a form of support that aims to provide the trainee

with encouragement and practical support in using the training materials provided
by the website. This form of guidance is not supervision. Expertise resides in the
online training program and not with the guide who does not necessarily need to be
a clinician, let alone an expert in the treatment. This model of training is potentially
much more scalable than most forms of therapist training as once the training

materials exist support can be provided by a range of people who have become
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familiar with the content of the training site. In this study web-guidance was
provided by four guides — two were non-clinicians with no expertise in CBT-E, while
for comparison purposes two were clinicians, expert in CBT-E. Despite their CBT-E
expertise the clinicians were functioning as guides, not supervisors.

Each web-guidance session was standardized and included the following: 1)
setting an agenda; 2) inquiring about any technical difficulties with the website; 3)
inquiring about progress with the training website; 4) discussing any difficulties the
trainees had experienced in using the treatment with their patients; and 4) summary
and arranging the next session.

The main role of those who provide web-guidance is to motivate trainees to
complete the online training and to encourage them to apply the treatment they are
learning with fidelity. This is unlike the role of a clinical supervisor who provides
expert advice about how to implement treatment. Thus both non-clinician guides
and clinician guides referred trainees back to the training website to obtain
information about the treatment. The clinicians were able to refer to their clinical
experience when suggesting that trainees follow the treatment as described.

Web-guidance sessions were delivered via telephone or Skype on an
individual basis. Each session lasted up to 30 minutes. Therapists were offered up to
12 guidance sessions over a 6 month period. Guidance sessions roughly followed the
pattern of treatment appointments and were offered weekly for the first four weeks

and fortnightly for the remaining 16 weeks.

(iii) Sample recruitment
All therapists who attended training were eligible to participate. Both

samples were recruited purposefully using non-random sampling. Non-random
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purposive sampling, as described above (section 3.2.1), ensures that an in-depth
understanding of phenomena of interest will be gained by focusing on those
individuals who have specifically experienced the event of interest (i.e., training in

CBT-E).

Workshop training: Group one
All therapists currently providing psychological treatment and attending the

training workshops on CBT-E were eligible to participate. The primary researcher
attended two separate CBT-E workshops in Reading, UK and Monaghan, Ireland and
described the study to the therapist trainees during breaks in the workshop.
Therapists were given an information sheet (see Appendix 1.2) and if interested
asked to provide their email address to be contacted to participate in the study.
Three days after attending the workshop attendees who agreed to be contacted
were asked to formally give consent via an electronic consent sheet (see Appendix
1.3). All therapists who provided consent were scheduled for an interview within two

weeks.

Web-centered training: Group two
All therapists participating in the web-centered training on CBT-E were

eligible. Recruitment was purposive to ensure the participation of members of each
of the professional groups receiving training. Those who expressed an interest were
sent an online consent form (see Appendix 1.3) and an interview was arranged
within the following two weeks.

Recruitment for both groups was planned to continue until theoretical

saturation was achieved, as described earlier (section 3.2.1). To ensure that
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saturation was truly met, it was also planned to recruit trainees from each

professional group in case these groups offered different or new perspectives.

(iv) The researcher
The relationship between the researcher and the interviewees is important in

all research and potentially even more so in qualitative research (Kvale, 2006). The
primary researcher’s role differed with regard to the workshop and web-centered
training groups. When interviewing trainees in the workshop group the researcher’s
role was simply one of information gatherer independent of the training provided by
the workshop. As she was one of the clinician web-guides her role was much more
complex in gathering information about web-centered training. For this reason the
numbers of interviews planned with clinicians she guided was kept to a minimum,
consistent with ensuring the participation of all professional groups. Procedures for
extra vigilance concerning this blurring of roles and its impact were planned, such as
a content analysis by an independent party to examine if the interviews conducted
with the therapists she guided contained different topics or seemed overly positive
in comparison to the rest.

The researcher attended two training courses offered at the University of
Oxford on qualitative research: “Introduction to Qualitative Research Methods” and

“Introduction to Qualitative Interviewing”.

(v) The interview schedule
The interview was designed specifically for this study (see Appendix 1.4) with

guidance from experts at the Health Economics Research Centre at the University of
Oxford. The interview went through numerous versions and was piloted on several

psychological therapists (n=3) prior to its use. The therapists included one CBT
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therapist and two clinical psychologists who had attended two day trainings for
other treatments in the past. Based on their feedback the interview was revised. Few
adjustments were needed apart from the addition of two topic areas (‘views on
supervision’ and ‘use of outcome measures’). The pilot also gave the researcher a
chance to familiarize herself with this style of interviewing.

Topic areas to be covered (see Table 3.2) rather than specific questions were
used to ensure that participants could express their views without being led or
confined by questions. Interviewees were invited to give their views with the
researcher only prompting with open ended questions when necessary (i.e., when
the topic had not already been covered. The final section contained some specific

guestions to collect demographic details.

Table 3.2 The main topic areas covered by the interview schedule

* Prior general training
* Experience of training/learning treatments
e Evidence-based treatment/treatment manuals/protocols etc.
e The treatment (CBT-E)
* The workshop/ training
- format of the presentation
- relevance of presentation to interviewee’s clinical work
- interest in material
- effectiveness as a method of learning
e Perception of competence
e Likelihood of implementation
* Perceived barriers to implementation-internal or external
* Supervision
* Use of outcome measures
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(vi) Interview procedure
All interviews were conducted via telephone?, Skype, or in person. At the

start of the interview, a general description of the study was read out (Appendix
1.4). Participants were reminded that the interview would be digitally recorded and

later transcribed. No reimbursements or incentives of any kind were offered.

(vii) Data handling and coding
Interviews were digitally recorded, transcribed verbatim, coded and analyzed

using a Computer Assisted Qualitative Data Analysis Software (CAQDAS) program,
NVivo. The recordings, transcripts, themes and codes are all stored in the NVivo
software package currently held on an internal network drive at the University of
Oxford. Table 3.3 outlines the process that was followed for data coding.

The analysis was guided by grounded theory, as described earlier. First all
interviews were initially coded, using open coding. Two coders, the researcher (SBS)
and an external independent coder, independently coded the interviews to reduce
any bias in interpretation. Each identified and subsequently discussed emerging
themes and patterns and any apparent discrepancies (axial coding). All discrepancies
were resolved by either reaching consensus or creating a new code (if necessary).
Constant comparative analysis was used to examine the data and to create a
thorough list of themes and codes that adequately represented the data. Once a
consensus was reached all previously coded transcripts required re-coding to ensure
that the new code was not missed (selective coding). This process was carried out at

least three times for each interview.

! Although a concern to some in the field of qualitative interviews, telephone interviews have been
shown to produce data of equal quality to those conducted in person (e.g., Crippa et al., 2008;
Midanik & Greenfield, 2003).
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Table 3.3 Summary of the data coding process

1. Discussions were held with the primary investigator’s supervisor to ensure
that all areas were adequately covered, to decide whether or not to include
new areas, and to assess the quality of the interviews

2. Preliminary coding was carried out after each interview using NVivo
software. Each line of text was explored and coded for any themes of
potential importance.

3. Anindependent (external) coder coded all of the interviews to increase
reliability and validity as described above.

4. Discussions were subsequently held between the primary investigator and
secondary coder to uncover any additional codes or discrepancies.

5. Afinal version of codes was developed based on these discussions

All interviews were then recoded using the new agreed upon codes.

7. Finally all codes were analyzed and stored using NVivo to assess for
frequency of topic.

o

3.5 Results

(i) Participants
In total 35 therapists who received training in CBT-E (n=17 workshop and

n=18 web-centered training) participated in this study. Demographic details are

summarized in Table 3.4.

Workshop training: Group one
The sample consisted of 17 therapists of varying backgrounds. The majority

of the sample was female 82.4% (N=14), which was consistent with the composition
of the workshop training group. The mean age was 42.8 (range= 27-57). The majority
(N=8, 47.1%) of therapists had been working clinically for 5- 10 years. Therapists
came from three main professional groups CBT therapists (N=5, 29.4%), clinical
psychologists (N=5, 29.4%), and nurses (N=4, 23.5%). Of the remaining three, two

were counselling psychologists (11.8%) and one was a psychoanalyst (N=1, 5.9%).
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The average length of interview was 50 minutes. Most interviews were
conducted over the phone (n=13), while two were conducted in person and one via

Skype.

Web-centered training: Group two
The sample contained 18 therapists of varying backgrounds. The majority of the

sample was female 88.9% (N=16), which was consistent with the composition of the
web-centered training group. The mean age was 42.8 (range= 27-57). The majority
(N=10, 62.5%) of therapists had been working clinically for over 10 years. The
majority of therapists were either clinical psychologists (N=6, 33.3%) or nurses (N=6
33.3%), with other professional groups including occupational therapists (N=2,
11.1%), social workers (N=2, 11.1%), psychiatrist (N=1, 5.6%), and nutritionists (N=1,
5.6%).

The average length of interview was 45 minutes. Nearly all interviews were
conducted via the telephone (n=16), with two being conducted over Skype. In total
three (16.7%) therapists who were guided by the primary investigator also
completed an interview. An independent assessor blind to both therapist and guide
examined a collection of transcripts including the three of specific concern here for
any differences in content and found none.

There were no significant differences between the two groups of therapists in
terms of age, X*(2, N=35) =2.18, p=.38, gender, X*(1, N=35) =.31, p=.58; or years

providing psychological treatment, X*(2, N=35) =4.24, p=.12.
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Table 3.4 Demographic details of therapists

Gender

female 14 (82.4%) 16 (88.9%) 30 (85.7%)
-male 3(17.6%) 2 (11.1%) 5 (14.3%)
Age

-20-29 3(17.7%) 1(6.3%) 4(11.4%)
-30-39 9 (52.9%) 8 (44.4%) 17 (48.6%)
-40+ 5(29.4%) 9 (50%) 14 (40%)
Years providing psychological

treatment

-1-4 years 5(29.4%) 2 (12.5%) 7 (20%)
-5-10 years 8 (47.1%) 6 (37.5%) 14 (40%)
->10 years 4 (23.5%) 10 (62.5%) 14 (40%)
Professional background

-CBT therapist 5(29.4%) 5(14.3%)
-Clinical psychologist 5(29.4%) 6 (33.3%) 11 (31.4%)
-Counselling psychologist 2 (11.8%) 2 (5.7%)
-Nurse 4(23.5%) 6 (33.3%) 10 (28.6%)
-Psychoanalyst 1(5.9%) 1(2.9%)
-Occupational therapist 2 (11.1%) 2 (5.7%)
-Social worker 2 (11.1%) 2 (5.7%)
-Psychiatrist 1(5.6%) 1(2.9%)
-Nutritionist 1(5.6%) 1(2.9%)
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3.5.2 Themes
Data from both groups despite the different methods of training can be seen

as falling into four broad categories generally consistent with the aims of the
investigation (overall impression, impact of the training, barriers to implementation,
views on evidence-based training; see Figure 3.2). As depicted by slice size in Figure
3.2, ‘Barriers to implementation’ was the most commonly mentioned category.
Within these categories several themes emerged. Themes are based on data from
both groups combined that is all thirty-five participants. A remarkable degree of
uniformity emerged across the groups, with few, but important differences related

to the method of training.

Figure 3.1 Main qualitative categories and themes

\

(-Ievel of enjoyment

epresentation of
material

econcerns/ benefits
specific to online

econfidence to

training implement
eintention to
-~ Overall implement
impression
S Barriers
estrong
. commitment
epatient
suitability

stwice weekly
appointments

eorganizational
\

3.26



(i) Overall impression
As expected, therapists tend to enjoy attending training. Both workshop and

web-centered therapists were generally favorable in their assessment. Many
therapists endorsed views similar to the following:

“l found it [the workshop] very useful, very informative; | thought we got a
lot of important information.”* -workshop trained therapist, Nurse, age: 32

“I think it’s easier than trying to read material in a book and an easier way to
understand it [the treatment] and kind of multi-sensory, if you like. I think it’s
a better way to do training.” -web-centered trained therapist, Clinical
Psychologist, age: 47

Presentation of the material
Views on the best way to present material were similar for the two groups. In

the workshop training only a minority of therapists preferred the didactic lecture
style as this therapist described:

“... being able to sit back and listen...and absorb it [the training]...I am very
comfortable with that kind of style [didactic lecture]...when...the person
delivers...essentially what they are there to deliver...and not...veer off too
much...to the detriment of the information that they are trying to get
across...that style suits me...”> -workshop trained therapist, CBT Therapist,
age: 55

However, most workshop trained therapists wished for more interactivity
(both in the form of role-plays with fellow therapists and the opportunity to
brainstorm service specific concerns). The following comment was typical:

“I would have wanted...more experiential learning, having information to

read is great...but actually putting that into practice as well is useful, because

doing it and using different types of methods, it is more likely to be

retained, and taken forward.” -workshop trained therapist, Clinical
Psychologist, age: 39
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Although some therapists mentioned that their own anxieties would have
prevented them from being able to participate fully with increased interactivity had
it been available. One therapist expressed this well:

“...some workshops...divide people up into groups and you...are expected to

participate and | find that uncomfortable with people | do not know...at those

times...I am unable to take in new information...”” -workshop trained

therapist, Counselling Psychologist, age: 46

Similarly, therapists in the web-centered training preferred the interactive
elements in the web-training rather than the more didactic video lecture format. The
following quote illustrates this well:

“Those things [MCQs, interactive exercises, acted demonstrations] really

jumped out rather than just the video and him talking - anything with a

different medium.”® -web-centered trained therapist, Social Worker, age: 41

Therapists in both groups reported that they found the acted clinical
demonstrations to be particularly enjoyable and useful. One therapist expressed this
viewpoint succinctly:

“I think seeing it [the treatment] in action is always helpful...”” -workshop

trained therapist, Nurse, age: 43

The workshop training contained three demonstrations and therapists often
mentioned that they would have preferred more. Several workshop therapists also
requested shorter clips feeling that the clips shown, one of which lasts 30 minutes,
were too long. The web-centered training contained more clinical demonstration
videos of much shorter length (approximately 3-5minutes each). Web-centered

trained therapists frequently commented on how much they enjoyed the videos

with none expressing any adverse comments.
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Concerns specific to online training
A number of therapists mentioned having reservations about online training.

One described the disappointment of receiving online training well:
“Initially when | heard we were getting the training online, | thought:
“Oh, that’s kind of disappointing”, but | was actually very encouraged and |
did find it really good. | said to people that were being sceptical, that you
should absolutely do it, it’s definitely worthwhile...”® -web-centered trained
therapist, Social Worker, age: 41
While another therapist expressed concerns over the technology itself:
“All of that [online training] took me a little bit of time, someone else maybe
they would have had it spot on, but I’m afraid for me it took a little bit of time
to get used to... | kept thinking: “am | pressing the right buttons 7" -web-
centered trained therapist, Nurse, age: 50
Additionally, therapists who received online training reported missing some
aspects of in-person training. The following comments from two separate therapists

illustrate this:

“The down side is that it’s [web-centered training] not as interactively based
as you can interact with a person when you are attending a training
event.”'® -web-centered trained therapist, Clinical Psychologist, age: 47

“In terms of motivation and attention mine is probably better if | go along to
an actual training.”*! -web-centered trained therapist, Clinical Psychologist,

age: 47

Technical problems with the training website were initially a major concern.
Many of the therapists used health service networked computers with out of date
software that they were not able to update independently. In addition the
broadband capacity was patchy in a number of areas. The frustration caused by

technical failings cannot be overlooked. One polite therapist commented:
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“I know how to use a computer but when things aren’t working out or
straight-forward I get a little perplexed”™? -web-centered trained therapist,
Occupational Therapist, age: 45

While another said:

“...the technical requirements need to be hammered out before [offering the
training to others]...The problem of the thing freezing —you’re just bored and
frustrated out of your mind. 13 _web-centered trained thera pist, Nurse, age:

33

Benefits specific to online training
Some positive aspects of web-centered training that were mentioned

frequently included the ability to re-watch segments, and take the training at the
therapists’ own pace. For example two therapists mentioned:

“With it [training] being online, you could go back and listen again, whereas
when it’s live you get one shot and if you get distracted - as you can easily do
— at least with the online you can go back again and get it a second time.”**
- web-centered trained therapist, Clinical Psychologist, age: 48

“So from a practical clinical point of view...it was a brilliant program in terms
of being able to look at it in the evenings...”15 -web-centered trained
therapist, Nurse, age: 29

Also, the practical aspect of less travel was mentioned as this therapist commented:
“You have to travel to the UK or USA to get this kind of training. Which

obviously has drawbacks, there is rarely training like this accessible...”*° -
centered trained therapist, Nurse, age: 29

web-

The addition of web-guidance to the online training material (obviously not a
feature of the workshop training) was rated extremely positively by therapists. The
following quote represented a common view:

“The phone conversations | found really helpful. Absolutely they were
invaluable.”*” -web-centered trained therapist, Clinical Psychologist, age: 47
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Therapists frequently commented that the guides offered reassurance and
motivation to persevere with the treatment and training as this therapist

commented:

“I think it’s [web-guidance] brilliant...because it encourages you to keep going
with the course as well, because...you are going to have the phone call and
you want to have the stuff done cause if there is anything that comes up. You
want to have the work done before you have the chat with your supporter. 18
-web-centered trained therapist, Clinical Psychologist, age: 47

While trainees did not comment on whether their guides were clinicians or
not, the concept of web-guidance as opposed to clinical supervision was confusing
for some therapists. One therapist pointed out:

“To clarify, when you say “web-guidance”, what do you mean? The

supervision ?"1% _web-centered trained therapist, Psychiatrist, age: 51

With some therapists expressing concern that mistaking the two could be

problematic, as this therapist did:

“..there’s a risk that web-guidance is mistaken for proper clinical supervision
and that’s what’s actually happened...it [web-guidance] has been mistaken
for actual supervision and that’s a dangerous territory.”*® —web-centered
trained therapist, Nutritionist, age: 36

(ii) Impact of the training

Confidence
Almost all therapists in both the workshop training and web-centered

training described feeling more confident in their ability to treat eating disorder
patients with CBT-E following the training. For example therapists said:
“I think for my own confidence it [the training] really has consolidated a lot of

things. And has helped me personally with that.”** -workshop trained
therapist, Counselling Psychologist, age: 46
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“I've gone from maybe a ‘2°, in terms of confidence, no not even a 2’,
maybe a ‘1’ in terms of confidence before having done all of this [training]
and pored over everything. Now I'd say maybe a ‘7°.”** -web-centered
trained therapist, Nurse, age: 38

At the same time many therapists, in both forms of training, expressed
concern about the ability of others undergoing the training, although none placed
themselves in this less-able category. This web-centered trained therapist explained
it well:

“I just would be very concerned that people could go on this training and

assume that they can just do it because they've done this video training with

the book. | think it does a disservice to...say that and that's my worry

really. 723 web-centered trained therapist, Nurse, age: 29

Many therapists in the workshop trained group but not the web-centered
trained group, felt that the training was too short in length. This therapist captured
the sentiment of others by offering:

“..you are talking about delivering a therapy that lasts 20 weeks, then you

need at least double that!” **-workshop trained therapist, Clinical
Psychologist, age: 43

Implementation
Despite their favorable impression of the training and their perceived

improved ability to use the treatment, very few of those in the workshop group
planned to change their practice as a result of training or implement the treatment
as described during training. For example, one therapist acknowledged:
“I couldn't, hand on heart, say that | am fully doing CBT-E...| am sort of doing
it, | feel that | am doing a bit of it, but | don’t think, | have pulled it all
together, where | can honestly say | am delivering it the way that...it needs to

be delivered...”* -workshop trained therapist, Counselling Psychologist, age:
46

3.32



Most in the workshop group believed that the treatment was not suitable for
their patients as this therapist explained:
“I guess there was (sic.) loads of times that | felt: “well that [the treatment] is

great to hear, but actually it doesn't really fit with the patient group...””*°
-workshop trained therapist, Clinical Psychologist, age: 39

Specifically many therapists felt that the treatment could only be used with a
small minority of their patients. Another therapist reported:

“I suppose | would be able to use the whole CBT intervention with the

manualized components...I guess with about 15 to 20 percent of the people

that I see...””” -workshop trained therapist, Nurse, age: 31

Many therapists believed that their patients would require the blending of
two or more approaches and planned to do this. For example:

“I have had quite a lot of training in EMDR and IPT and solution focused

things and...other things...like re-scripting, so...they do creep in when you are

trying to think of different strategies to keep the whole thing in place and to

really help the patient...”*® -workshop trained therapist, CBT Therapist, age:

55

“Obviously...anything that you can use from your experience is going to be a

benefit to the client.”*® -workshop trained therapist, Clinical Psychologist,

age: 42

In contrast, many therapists who received web-centered training intended to
use the complete treatment with their clients as this therapist indicates:

“I think personally | would use it [the treatment] as it is and for two reasons:

one...you cover all the major issues in this [treatment] and two, if you stick to

the plan...you should have everything covered that you need to cover. #30
-web-centered trained therapist, Nurse, age: 37
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(iii) Barriers

Patient suitability
A variety of perceived barriers to using the treatment were mentioned by

therapists in both forms of training. The most frequent one was that the treatment
was unsuitable for many patients routinely seen in clinical practice. Therapists,
particularly those in the workshop training group, described their patients as more
complex and as having more co-morbidity than those seen in the treatment trials
that provided the evidence for CBT-E. A number of therapists believed that the
exclusion criteria for trial participation are too rigid. In addition many therapists
expressed concern about patients with personality disorders. The following
examples capture these problems well:

“..it is hard...to be strict and manualized with really complex patients..."3 !

- workshop trained therapist, Nurse, age: 43

“I guess it [the difficulty with generalization] is just the research trials and
who the research is done on, how they are selected.”** -workshop trained
therapist, Clinical Psychologist, age: 29

“This model works really well, but it’s not going to be suitable for the kind of
complex people that we’re seeing.”** -web-centered trained therapist, Social
Worker, age: 54

“I do think that a lot of people with eating problems have significant
personality problems. | don’t think the little module on events, moods and

eating, or whatever it is covers it. | think it [the treatment] over simplifies
that piece of it.”** -web-centered trained therapist, Social Worker, age: 41

Twice-weekly appointments
Another barrier that was commonly mentioned was the strong

recommendation in CBT-E for twice-weekly appointments during the first month of
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treatment®. Therapists from both training groups listed practical difficulties with
meeting twice-weekly that included part-time work, travel distance for both the
therapist and the client, school/ work commitments for the patient, and

organizational pressures to see more clients. Comments like the following were

common:

“...how are we going to juggle that [twice weekly appointments] with the
targets that we have to meet?”* -workshop trained therapist, CBT Therapist,

age: 31

“l work in a rural setting so | am moving around from clinic to clinic...twice
weekly [sessions]...trying to organize that with clinics would be tough.”36
-web-centered trained therapist, Social Worker, age: 41

Patient motivation
Therapists in both groups mentioned concerns regarding patient motivation

and difficulties with engaging patients, as this therapist commented:

“We have to consider doing lots of motivational work at the beginning as well
which can take up a portion of the treatment...”*’ -workshop trained
therapist, Clinical Psychologist, age: 48

Many clients believed that the client examples in the training were not

similar in terms of motivation to the kinds of patients they met with. The following

comment was typical:

“Well, of course, that would be great if my clients were fully compliant, like
the ones described in the training, but, you do get clients who aren’t
compliant and | would have liked to see a bit more about how to trouble
shoot when you weren’t getting anywhere.”*® —web-centered trained
therapist, Nurse, age: 37

> This level of frequency is intended to assist with engagement and motivation of the patient.
Additionally, it has been shown that progress made in the first few weeks of CBT for eating disorders
is predictive of later treatment success (Agras et al., 2000; Fairburn, Agras, Walsh, Wilson, & Stice,

2004).
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Organizational barriers
A number of organizational barriers were mentioned particularly by

therapists in the workshop training. The obstacles included lack of support from the
service, and long waiting lists. For example:

“...there would be some resistance within the team for us to work in a
different Way...”39 -workshop trained therapist, Nurse, age: 59

“..but by the time they [patients] have been sitting on a waiting list for a
year...Their motivation is really different and they may not be wanting to
engage in treatment...”* -workshop trained therapist, Nurse, age: 43

Therapists in both forms of training mentioned a lack of ongoing supervision
as a potential barrier as these two therapists said:

“...what we really need now is supervision where you can actually relate what
is going on and get feedback from somebody who is experienced and working
in that area...but our supervision, when we get it, would be from someone
who hasn’t been trained in CBT-E herself...”** -workshop trained therapist
Clinical Psychologist, age: 37

“..the supervision is the piece that...I will miss really...| know you can’t
[continue to offer web-guidance] but...for the future that is something that’s
got to be considered. You know, there is no supervision offered in this
service” —web-centered trained therapist, Nutritionist, age: 36

(iv) View of evidence-based treatments
Nearly all therapists in both training groups expressed a strong commitment

to evidence-based treatments. The following quotes illustrate this well:

“I think it is unethical to abandon the most robust therapies just because you
would like to do something else. You need to try the things with evidence
first. You need to have a pretty good reason as to why you would be
deviat‘ing.”43 -workshop trained therapist, Clinical Psychologist, age: 55

“I think it is really important that the treatment you use has an evidence-
base, otherwise you are...doing things for other reasons. | don’t know. | don’t
see why there would be any problem with evidence-based treatment.”**
-web-centered trained therapist, Nurse, age: 53
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3.6 Discussion
This study aimed to investigate the reactions that therapists have to training

in CBT-E. Two different methods of training were investigated, a standard training
typical of that usually offered and a new innovative online method. Trainees’
attitudes and reactions were explored using a qualitative method for two reasons:
qualitative inquiry is the method of choice when the phenomena of interest are
poorly understood, as is in the case of therapist training, and post- training feedback
forms have been shown to have questionable utility (as argued previously).
Qualitative methods have not previously been used to study the reaction to training
in evidence-based psychological treatments and CBT-E training specifically has not
been previously studied.

3.6.1 Reactions to two methods of learning CBT-E: similarities and

differences
Therapist reactions to training related to four broad categories: impression,

impact, barriers, and views on evidence-based training. Themes within these
categories were similar for both groups, but their views relating to these themes

sometimes varied with training method.

Impression
With regard to enjoyment, therapist reactions to both workshop training and

web-centered training were largely extremely favorable. Therapists tended to find
the material useful and described enjoying the time they had spent learning.

Overall, most therapists preferred a mix of presentation style with discussion,
role-play, questions and video demonstrations in addition to didactic lecture
material. Most in the workshop training would have preferred more interactive
features, and those in the online training commented how much they liked the more
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numerous interactive features in this training format. The acted clinical
demonstrations were a favored component for both groups. It seems that interactive
components, made training more enjoyable and hence possibly more effective.

Differences emerged with regard to views about initial perception of training,
the length of training, and the ease of accessing training. Despite subsequently
feeling positive about the web-centered training, a number of therapists in the web-
centered group described initial feelings of disappointment that the training would
be online and would not involve interaction with a presenter. Some also mentioned
being fearful of the technology. Most of these concerns were short lived and
dissipated with experience using the website. Trainees appreciated the benefits of
web-centered training, including less travel, the ability to work in their own time and
the option of participating in web-guidance.

For some, a number of technical problems were a major drawback of the
web-centered training. While these problems of course can potentially be overcome
through the use of up-to-date computers and software and reliable internet
connections, they do need careful consideration in situations where infrastructure
might be outdated or absent. Attention to such technical issues is essential when
considering the widespread dissemination of training necessary to meet the need for
treatment not only in developed countries, but also in low and middle income
countries. In these situations it may be that very simple online components,
downloadable materials (as opposed to streaming live video) and written materials

may be better.
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For those who received workshop training this format was obviously familiar,
but they believed that the training over two full days was not long enough- a view

not shared by those in web-centered training.

Impact
Most therapists in both groups described confidence in their ability to use the

treatment. However, while confident in their own abilities they tended to doubt
their colleagues abilities. This is puzzling but perhaps in line with inconsistent
research findings about how accurate trainees are at judging their own performance
(e.g., Brosan et al., 2008; McManus et al., 2012).

Despite favorable reactions to training from both groups, only those in the
web-centered training intended to change their practice. It was clear that those in
the workshop group had little intention of using the interventions as a complete
protocol while those in web-based training expressed a desire to do so. This is
surprising in the case of the workshop group who did also express confidence in their
ability to use the treatment, but is perhaps related to trainees in the web-centered
group having had the opportunity to practice with a patient while receiving

guidance.

Barriers
Both groups frequently mentioned that they thought the treatment was not

suitable for the patients that they treated in routine practice. Although in both forms
of training trainees are briefly told that the research that underpins CBT-E is based
on research trials with relatively few exclusion criteria (Fairburn et al., 2009, 2015)
and that similar results have been found in community-based studies (Byrne et al.,

2011; Knott et al., 2014; Turner et al., 2015) this information appears not to convince

3.39



trainees or perhaps is not conveyed in enough detail to them. Therapists still
describe their patients as being more complex, having more comorbidities and being
less motivated than patients seen in research trials. For this reason they intend from
the outset not to offer the treatment as described but to combine it with other
treatments or in some cases to offer an entirely different treatment. This is
consistent with previous research (outlined in Chapter One) (e.g., Turner et al., 2014;
Wallace & von Ranson, 2012). It seems that training in the future needs to devote
more time and resources to understanding and better directly addressing these
concerns.

A number of organizational barriers were also mentioned by both groups.
These included resistance from the team, no clinical supervision, and long waiting
lists. Finally there were some practical, CBT-E specific barriers. The main one
mentioned was twice-weekly sessions. Few therapists believed they would be able
to offer sessions at such frequency. The main obstacles concerned part-time work,
rural locations, travel times for the clients and the therapists, and employer targets
concerning numbers of patients seen. It may be helpful to include a discussion of
these barriers in training either with the presenter in didactic workshops or on
online forums with web-centered training. Perhaps allowing time for addressing
these issues, possibly within a problem solving or brainstorming framework will help
generate helpful ways to overcome these barriers. For example, may not consider
that it might be possible to arrange telephone or Skype therapy sessions instead of

face to face sessions to overcome the problems of travel.
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Views on evidence-based treatment
Trainees in both groups had positive views of evidenced-based practice, with

many believing that it would be unethical to offer anything else. This might seem
inconsistent with the report of many that they use a combination of treatments.
However, it is perhaps more likely that researchers and clinicians interpret the
notion of evidence base differently. While researchers view “evidence-based” as
implementing treatment with fidelity to a treatment protocol (e.g., McHugh et al.,
2009; Waller, 2009), therapists see evidenced-based treatment as using any part of
treatment that has some basis in evidence. This is hardly surprising as the literature
in this area tends to use the two terms, EST and evidence-based practice largely
interchangeably, even though there is a fairly clear distinction to be made (Lilienfeld,
Ritschel, Lynn, Cautin, et al., 2013; Lilienfeld, Ritschel, Lynn, Brown, et al., 2013).
Again some further discussion about these issues may help including greater clarity
about when it may be appropriate to follow a protocol with fidelity and when a more

evidence-based practice approach should be adopted.

Strengths and limitations

(i) Strengths
The rigor of qualitative research is frequently questioned. In this case every

attempt was made to follow all the recommended guidelines for qualitative research
and a number of steps were taken to ensure the validity of the study. Prior to
starting the research the study was planned with guidance from the Health
Economics Research Centre at University of Oxford (HERC). With regard to reliability,
peer review was established through regular meetings with an academic located at

the HERC who was outside of the specific field of research but who had advanced
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knowledge of qualitative research. This allowed the independent checking of ideas
and interpretation of the codes. To ensure that codes were accurately created
multiple coding was employed with two investigators (one researcher and another,
independent of the project) analyzing the transcripts for codes and themes. The use
of multiple coders also allowed for investigator triangulation to be met. The creation
of codes followed the four steps outlined by Glaser (1969) as described previously
and all transcripts were read and coded a minimum of three times to ensure that no
codes were missing or overlooked. Procedural reliability was met through precise
documentation of all interviews, transcripts, codes and data storage (Table 3.6
shows exactly where in each transcript a corresponding code is located on the
university network). Strict adherence to grounded theory and comparative analysis
helped to ensure validity. The study also conformed to the checklist for
gualitative research produced by the National Institutes of Health and Care
Excellence (NICE). This list, presented in Table 3.5 shows how the study met these
guidelines.
(ii) Limitations

The study does have several limitations. Apart from the limitations inherent
in the qualitative method, there were several study specific concerns. The first and
most important is the lack of data triangulation. For practical reasons it was not
possible to collect data by a complementary method. Without the ability to compare
and contrast information collected by more than one method an important
component of validity may be compromised.

A second limitation was the researcher’s role. With regard to the workshop

training group the researcher’s role was more neutral. For the web-centered training
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the role of the researcher was more complicated with her role being both a clinician
web-guide and also an interviewer. This blending of the roles is problematic given
the importance of the role of the researcher in qualitative inquiry.

A third limitation concerns the composition of the two training groups. As can
be seen from Table 3.4, the samples are equivalent in many respects but differ
significantly with regard to professional background. Some caution is needed in
comparing the results as diverse groups may react somewhat differently and one
cannot therefore necessarily attribute any differences to training method alone. The
training therapists received also differed in one important way other than in their
method of presentation. Web-centered training included web-guidance and the
opportunity for therapists to practice what they had learned with the online training.
This makes it difficult to know whether any observed differences are attributable
solely to the mode of presentation or to the guidance or both. However, since the
main interest was to understand reactions to different types of training (where each
method is offered as a complete training) this does not seem such a problem. Of
course it could be argued that workshops should be followed by ongoing
supervision, but in practice this rarely happens and the only choice for those wanting

training may be a workshop.

3.6.2 Summary
Several potentially important findings emerged from this study. First,

therapists found web-centered training to be acceptable. Despite some initial
concerns about online training nearly all therapists enjoyed and completed the
training. Second, trainees particularly valued the interactive components of the web-

centered training. Third, web-guidance was seen to be a useful addition to the online
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training and therapists were not concerned about the clinical qualifications of their
guide. Fourth, trainees also valued workshop training and preferred training to have
more interactive components. Fifth, those who received web-centered training
planned to implement treatment, while workshop attendees did not. Of course
whether they actually do so requires further investigation.

This investigation also highlighted areas of training that require
improvement. First, trainees widely held views that evidence-based treatments are
not suitable for the patients they see in routine clinical practice need to be
addressed more successfully. Second, the different views that researchers and
therapists hold regarding what constitutes evidence-based treatment also needs to

be addressed within training.

3.7 Conclusions
Therapists are essential in bridging the research-practice gap and yet

research focusing on the views that clinicians have about training, has been relatively
neglected. This study shows that new methods of training are well received by
therapists. Of particular importance is that, although clinical supervision is seen as
indispensable by therapists, it may be possible to offer a less time consuming
alternative that does not rely on clinical expertise. The implication of these findings
is that more scalable web-based training may be an alternative to conventional
training. This clearly needs further investigation. In particular, it needs to be
established whether web-centered training is capable of producing competent

therapists with the knowledge and skills to implement treatment well.
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Baer et al., 2004)

(Bartholomew et
al., 2007)

(Beidas et al.,
2009)

Disorder and
Treatment

Substance Use

Motivational
Interviewing (Ml)

Substance Use

Multiple
Interventions

Anxiety

Cognitive
Behavioral
Therapy (CBT)

22

300

20

Outcome
domain

2) Knowledge

1) Reaction

2) Knowledge

3) skills

Study
design

WS

WS

TM>WS

Assessment measure

Helpful Responses
Questionnaire (HRQ)

Feedback survey
(Likert scale)

Knowledge questionnaire
(McQ)

1 role-play (SP)

Reliability

a=.70-.84

o=.72-.90

a=.76

adherence
(1CC=.98);

Results

Increase in knowledge scores. Scores declined from post-
training to follow-up both remained higher than baseline.
No competence cut-point

Overall satisfaction high

Training increased therapist knowledge. No competence
cut-point

No difference in the two training conditions. No
participants reached competence cut-point. Competence

competence |cut-point determined.

(ICC=.63-
83)



Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Brookman-
Frazee, Drahota,

& Stadnick, 2012)

(Carroll et al.,
1998)

(Crits-Christoph
et al., 1998)

(Ekers et al.,
2013)

Disorder and
Treatment

Autism Spectrum

Disorder

AIM HI

Substance Use
CBT or
Contingency

Management
(C™)

Substance Use

Multiple
Treatments

Depression

Behavioral
Activation (BA)

13

11

65

10

Outcome Study

domain design

3) Skills IWS+

4) Skills self- WS+ for

report and/or  both

chart review training
conditions
CBT or CM

3) Skills WS+

1) Reaction WS

Assessment measure Reliability

1) review of treatment ICC=.77-.83
planning 2) 3 required in
session therapist behaviors

(RP)

CBT therapist behaviors Not

(self-report) described
a)Cognitive Therapy Scale a) a=.92
b) Penn Adherence and b) a = .85-
Competence Scale for .89
Supportive — Expressive c)a=.84-
Therapy .87

c) Adherence and

Competence Scale for

Addiction Counselling (RP)

Feedback survey a=.99

(Likert scale)

Results

Positive skills scores post- training. Assessment only
occurred at post-. No competence cut-point.

Increased use of CBT/ CM interventions post- training.

Competence improved in cognitive therapy only, not
supportive expressive dynamic therapy or individual drug
counselling. Competence cut-point determined.

Overall satisfaction high.
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study Disorder and N= Outcome Study Assessment measure Reliability  |Results
Treatment domain design
4) Skills self- IWS+ Implementation of BFT Not More than half of the sample reported seeing families more
Schizophrenia report and/or (self-report) described frequently and offering BFT
(Fadden & Vale, 86 chart review
1997) Behavioral family
therapy (BFT)
3) Skills WS+ Motivational Interviewing |ICC=.44- .93 |Skills increase on MITI. Competence cut-point determined.
(Hartzler et al., Substance Use 23 Trelatr(ge;nt Integrity (MITI)
2007 scale (SP
) M
. 2) Knowledge WS+ Knowledge questionnaire  |Not Increase in knowledge scores. Additional training (led to
Borderline . . . .
. (option of  |(MCQ and T/F) described higher scores. No competence cut-point.
. . Personality s
(Hawkins & Sinha, Disorder 109 additional
1998) ! further
trainin
DBT g
4) Skills self- WS plus Use of cognitive-behavioral |CBT = .89, Reported increased use of CM interventions
report and/or  ladherence |and monitoring aspects of |monitoring =
(Henggeler, Substance use .
chart review phone calls |CM (self-report) .99
Chapman, et al., 430
2008) c™M
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Hepner et al.,
2011)

(Jensen-Doss et
al., 2008)

(Jensen-Doss,
Hawley, Lopez, &
Osterberg, 2009)

(Karlin et al.,
2012)

Disorder and
Treatment

Depression

CBT

Trauma

Trauma Focused
CBT

7 different ESTs
for children

Depression

CBT

66

197

220

Outcome
domain

3) Skills

4) Skills self-
report and/or
chart review

1) Reaction

4) Skills self-
report and/or
chart review

1) Reaction

3) Skills

Study
design

IWS+

WS (some
watched
recorded
workshop
videos)

WS+ (not
standardized

)

WS+

Assessment measure Reliability
Adapted version of Adjusted k =
Cognitive Therapy .57-.68
Adherence Competence

Scale — all sessions

recorded and selected at

random (RP)

Technique usage (chart k=.15-1.0
review)

Feedback survey a=.74
(Likert scale)

Percent of clients with Not

whom therapists used described
protocols (self-report)

Feedback survey Not

(Likert scale and open described
ended questions)

Cognitive Therapy Revised |a=.59-.77

Scale on one self-selected
tape (RP)

Results

Both adherence and competence above cut-points post-
training. Competence cut-point determined.

No changes in use of TF-CBT despite clinicians stating that
the TF-CBT was the most effective treatment option.

Overall satisfaction high. Therapists requested more
supervision post- training.

Reported increased use of ESTs interventions post- training

Overall satisfaction high.

Increase in skills. Competence cut-point determined.
Therapists reaching competence threshold raising from
41% to 87%
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Karlin et al.,
2013)

(Kobak et al.,
2013)

(Lewis & Simons,
2011)

(Liddle et al.,
2006)

Disorder and N=
Treatment

Insomnia
182
CBT-Insomnia

Anxiety
39
CBT

Depression
24
CBT

Substance Use

multidimensional 10
family therapy

Outcome
domain

3) Skills

4) Skills self-
report and/or
chart review

1) Reaction

2) Knowledge

3) Skills

4) Skills self-
report and/or
chart review

3) Skills

Study
design

IWS+

OLT+

IWS+

Extended
WS+

Assessment measure

Competency rating scale all

sessions (RP)

Application of the course

content (self-report)

Feedback survey
(Likert scale)

Knowledge questionnaire

(McQ)

Yale Adherence

Competence Scale- 2 role-

plays in CBT
*not just for evaluation
purposes practice and

feedback were given during

training (RP)

Implementation of

interventions (self-report)

Therapist behavior rating

scale (RP)

Reliability

a=.93

Not
described

a=.82; a=
.90; a= .87
a=.73

ICC=.88

Not
described

Results

Increase in skills. Competence cut-point determined.

Reported use of CBT-I post- training with 47% of patients.

Overall satisfaction high.

Increase in knowledge scores. No competence cut-point.

Increase in skills. Average scores being above the
competence cut-point.

Reported ‘some’ increased use of CBT interventions post-
training.

a range .68— |Increase in skills. No competence cut-point.

.77.1CC-
range .90—
.99

5/12



Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study Disorder and N= Outcome Study Assessment measure Reliability  |Results
Treatment domain design
4) Skills self- Session content focus Not Reported increased use of MDFT techniques.
report and/or (session review) described
chart review
3) Skills IWS+ Independent Tape Rater ICC=.57- Increase in skills. Competence cut-point determined.
Substance Use
Scale (RP) .98
(Martino et al., Motivational 35
2008)
Enhancement
Therapy (MET)
3) Skills IWS+ Independent Tape Rater ICC=.66—  [Skills use was mixed- advanced strategies used less
Scale (RP) .99 frequently than fundamental strategies. Therapists rated
. themselves consistently higher for strategy use than the
(Martino, Ball, Substance Use . .
) ITRS suggested. Competence cut-point determined.
Nich, Frankforter, 14
& Carroll, 2009) MET 4) Skills self- Therapist Session Checklist Not Reported increased use of MET interventions post- training.
report and/or Ml-consistent behaviors described
chart review (self-report)
1) Reaction Stepped- Feedback survey Not Overall satisfaction high.
Substance Use OLT=>WS—> |(Likert scale) described
(Martino, WS+
Canning-Ball, et 26
al., 2011) Mmi 3) Skills Independent Tape Rater ICC = .87-.88 |Positive scores. Competence cut-point determined.
’ Scale- self-selected client
tape (RP)
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Miller & Mount,
2001)

(National Crime
Victims Research
and Treatment
Center, 2007)

(Petry et al.,
2012)

Disorder and
Treatment

Substance Use

Mi

Trauma

Trauma focused
CBT

Substance Use

c™M

22

3,558

15

Outcome
domain

2) Knowledge

3) Skills

1) Reaction

2) Knowledge

1) Reaction

2) Knowledge

3) Skills

Study
design

IWS+

oLT

WS+

Assessment measure

Helpful Responses
Questionnaire

Motivational Interviewing
Skill Code (MISC) (SP)

Feedback survey
(Likert scale)

Knowledge questionnaire
(McQ)

Feedback survey
(Likert scale)

Knowledge questionnaire
(McQ)

>3 role-plays on CM (12
item checklist) (SP)

Reliability

test-retest
reliability
r=.45;
a=.92

Unclear

Not
described

Not
described

Not
described

Not
described

IRR=.92

Results

Increase in knowledge. No competence cut-point

Increase in skills, not mainlined at F/U. No competence cut-
point.

Overall satisfaction high.

Increase in knowledge scores. No competence cut-point

Overall satisfaction high.

Increase in knowledge scores. Required a score of 80% to
indicate ‘passing’ unclear if this indicates a competence
cut-point.

Increase in skills. Competence cut-point determined.
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(R. Richards et al.,
2011)

(Russell et al.,
2007)

(Sanders et al.,
2009)

Disorder and
Treatment

Depression
Acceptance and

Commitment
Therapy (ACT)

Trauma

EMDR

Child Behavioral
Problems

Triple P

73

175

611

Outcome
domain

Study

2) Knowledge IWS

4) Skills self-
report and/or
chart review

1) Reaction IWS

4) Skills self- IWS
report and/or
chart review

design

Assessment measure

Knowledge questionnaire

(MCQ)

Extent to which practice

have been directly or
indirectly impacted

following workshop (self-

report)

Feedback survey
(Likert scale)

Use and maintained use of

intervention phone
interview (self-report)

Reliability

Not known

Not
described

Not
described

Not
described

Results

Increase in knowledge. No competence cut-point

83% reported the workshop influenced their work; 90%
intended to use ACT in the future. All said they intended to
integrate ACT with another approach.

Overall satisfaction high.

Not using the intervention (37.15%), initiating intervention
use (62.85%), maintaining intervention use over time
(58.27%)

8/12



Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study Disorder and N= Outcome Study Assessment measure Reliability  |Results
Treatment domain design
3) Skills IWS+ Motivational Interviewing Not Increase in skills. No competence cut-point.
Skill Code (MISC) (RP) described

Substance use
(Schoener et al.,

10
2006) M
. . 4) Skills self- MST Therapist Adherence |Not Not clear if care givers reported increases in adherence
Child Behavioral . . . . L
report and/or  Extended Measure-revised (care giver |described following training.
Problems .
(Schoenwald et chart review IWS+ rated adherence)
al., 2008) 429
v Multisystemic
therapy (MST)
1) Reaction IWS Feedback survey Not Overall satisfaction high. No differences between training
(Likert scale) described completers and non-completers.
Child Behavioral
Probl
(Seng et al., 2006) | o0 e 579
4) Skills self- Use of intervention (self- Not 67.6% of training completers continue to use intervention;
Triple P report and/or report) described only 37.8% who do not complete training endorse use;
chart review significant difference on x2 analysis
Substance Use 2) Knowledge IWS Knowledge questionnaire  Not Increase in knowledge. No clinically significant. Scores
(Shafer et al., 145 (MCQ) and Helpful described dropped at F/U. Scale contains a minimum score of 3
2004) Responses Questionnaire unclear if this is related to competence.

Ml

9/12



Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Sholomskas et
al., 2005)

(Simons et al.,
2010)

(Vismara et al.,
2013)

(Vismara et al.,
2013)

Disorder and
Treatment

Substance Use

CBT

Depression

CBT

Autism Spectrum
Disorder

ESDM

N=

78

78

12

Outcome Study
domain design
3) Skills

2) Knowledge  TM,OLT,WS+

3) Skills

3) Skills IWS+
1) Reaction IWS
3) Skills

Assessment measure Reliability

Motivational Interviewing Not
Skill Code (RP) described

Knowledge questionnaire  |Not

(mMcQ) described
Yale Adherence and ICC=.83-.87
Competence Scale- 3 role-

plays (RP)

Cognitive Therapy Revised All tapes
Scale — three self- selected |double-

video recordings (RP) coded;
consensus
achieved

Feedback survey Not

(Likert scale and open described

ended questions)

Fidelity scale ratings (RP) ICC=.88

Results

No change across training, possibly due to ceiling effect or
small sample size (n=9). No competence cut-point.

Increase in knowledge. WS+ out performed TM and OLT.
TM performed the worst. No competence cut-point.

Increase in skills across conditions. WS+ condition improves
skills more than TM. Competence cut-point determined.
Percentage of clinicians meeting this criterion was 15% for
the manual only condition, 48% for the Web condition, and
54% for the seminar plus supervision condition.

No increase in generic skills
Increase in CBT skills. Competence cut-point determined.

Overall satisfaction high

Increase in skills. Maintained at follow-up. Competence
cut-point determined.

10/12



Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Study

(Vismara et al.,
2009)

(Walser et al.,
2013)

(Worrall &
Fruzzetti, 2009)

Disorder and N=
Treatment

Autism Spectrum
Disorder 10

ESDM

Depression

Acceptance and 334
Commitment
Therapy

Borderline
Personality
. 56
Disorder

DBT

teleconferen

Outcome Study
domain design
1) Reaction
via
ce)
1) Reaction IWS+
3) Skills
4) Skills self-
report and/or
chart review
1) Reaction OoLT

WS+ (some

Assessment measure

Feedback form
(Likert scale and open
ended questions)

Feedback form
(Likert scale)

ACT Core Competency

Rating Form tapes selected

at random (RP)

a) number of patients

treated with depression
b) % of patients receiving

ACT consistent with
protocol

c) therapists belief about

efficacy of ACT

d) implementation specific

questions (self-report)

Feedback survey
(Likert scale)

Reliability

Not
described

Not
described

Not
described

Not
described

Not
described

Results

Overall satisfaction high

Overall satisfaction high

Increase in skills. Competence cut-point determined.

39% of therapists reported using protocol consistent ACT
with their patients.

Overall satisfaction high
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies

Note.

DISORDER AND TREATMENT:
AIM HI- An Individualized Mental Health Intervention for children with Autism Spectrum Disorder, EMDR- Eye Movement Desensitization and Reprocessing, ESDM- Early
Start Denver Model, PCIT- Parent-Child Interaction Therapy, Triple P- Positive Parenting Program

DESIGN:
Primary abbreviations:
()= plus supervision, IWS=interactive workshop, OLT= online treatment, TM= training manual, WS= workshop

Other abbreviations:

% WS= 3hrs, ALTC= alternative control workshop, CB= computer based, CTT =context tailored training with role-play and feedback, IWSF= interactive workshop plus
feedback, OLT+ME= online treatment plus motivational enhancement, OLT+ME+LC= online treatment plus motivational enhancement plus learning community, TAU=
training as usual, TMV= training manual plus training videos, WLC= waitlist control,

Assessment Measure: MATCH- matching alcoholism treatments to client heterogeneity, MCQ- multiple choice questionnaire, RP- real patient, SP- standardized patient, ,
T/F- true or false questionnaire
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Table 2.1 Direct Training Outcome Studies — Uncontrolled Studies
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Baer et al., 2009)

(Beidas,
Edmunds, et al.,
2012)

(Beidas,
Mychailyszyn, et
al., 2012)

Disorder and
Treatment

Substance Use

Mi

Childhood
Anxiety

CBT

Childhood
Anxiety

CBT

N=

123

115

17

Outcome
domain

1) Reaction

3) Skills

1) Reaction

2) Knowledge

3) Skills

3) Skills

Study design Assessment measure

WS, CTT Feedback survey
(Likert scale)

Motivational Interviewing
Treatment Integrity scale
(SP)

WS+, OLT+, IWS+ |Feedback survey
(Likert scale)

Knowledge questionnaire
(MCQand T/F)

1 role-play (SP)

WS+, OLT+, IWS+ |3 role-plays (SP)

Reliability

a=.79-.93

ICC=.67

Not
described

a=.76

adherence
(1CC=.98);
skill
(1CC=.92)

adherence
(1CC=.98);
skill
(1CC=.92)

Results

Overall satisfaction high. No difference between groups. At
follow-up greater satisfaction in CTT condition on all
domains.

Increase in skills. WS showing greater gains at post-training
and CTT showing greater gains at follow-up. Competence
cut-point determined

Overall satisfaction high. WS+ and IWS+ rated higher than
OLT+

Increase in knowledge. Increase was not different between
training arms. A score of 70% meant ‘trained to criterion’
unclear how this was established.

Increase in skills. IWS+ improved skills more than OLT+.
Competence cut-point determined.

Increase in skills. Competence cut-point determined.



Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Carroll et al.,
2006)

(Chu et al. 2015)

(DeViva, 2006)

Disorderand |N= |Outcome Study design Assessment measure
Treatment domain
4) Skills self- Implementation of
report and/or interventions-
chart review Identification and

Treatment of Anxious
Youth (self-report)

3) Skills IWS, ALTC Yale Adherence and
Subst (alternative Competence Scale all
ubstance use 37 control session recordings (RP)
workshop)
Ml
1) Reaction WS- 3 different |Feedback survey
forms of (Likert scale)
Childhood ini
Anlxietoo 2) Knowledge extendedtraining i ,\yjedge questionnaire
¥ 35 (McQ)
CBT 4) Skills self- Use of skills (SR)
report/ or
chart review
Substance use 1) Reaction WS, 1/2WS Feedback survey (Likert
60 scale)
12-step

Reliability

Not
described

ICC=.81-94

a=.90

Not
described

a=.74

Not
described

Results

Reported increased use of CBT interventions.

Increase in skills. IWS better than ALTC. Competence cut-
point determined.

Overall satisfaction high. No differences between groups.
Decrease in knowledge. No differences between groups.

Reported increase in CBT skills. No differences between
groups.

Overall satisfaction high. Differences between training
groups not examined.
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Dimeff et al.,
2009)

(Dimeff et al.,
2015)

Disorder and |N=
Treatment

Borderline
Personality
Disorder

150
Dialectical
Behavior
Therapy (DBT)

Borderline
personality
Disorder 172

DBT

Outcome
domain

3) skills

1) Reaction

2) Knowledge

3) Skills

4) Skills self-
report and/or
chart review

1) Reaction

2) Knowledge

Study design

WS, OLT, TM

WS, OLT, TM

Assessment measure

2 role-plays (SP)

Feedback survey
(Likert scale)

Knowledge questionnaire

(McQ)

1 role-play in DBT phone

coaching (SP)

Use of skills, use of

treatment manual (self-

report)

Feedback survey
(Likert scale)

Knowledge questionnaire

(MCQ and matching)

Reliability

ICC=.85

Objectives
a = .86,
training
style and
methods
a=.95
Not
described

ICC=.70-.77

o =.97-.98

Not
described

Test-retest
reliability r=
71

Results

Increase in skills. No difference between groups. No
competence cut-point.

Overall satisfaction high. Higher satisfaction with learning
objectives and presentation style in OLT and ILT than in TM.

Increase in knowledge. OLT better than WS or TM. Change
maintained at follow-up. No competence cut-point.

Increase in skills. No differences between conditions. No
competence cut-point.

Reported increased use of DBT interventions post- training.
No differences across training condition in skills use.
Differences across training conditions regarding training
materials use with those in ILT and TM using training
materials more than those in OLT.

Overall satisfaction high. Higher satisfaction with ILT, than
OLT and TM.

Increase in knowledge. OLT better than WS or TM. Change
maintained at follow-up. No competence cut-point
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Gega et al.,
2007)

(Harned et al.,
2011)

(Harned et al.,
2014)

Disorder and
Treatment

Panic/ phobia

Exposure
Therapy

Anxiety

Exposure
Therapy

Anxiety

Exposure

N=

92

46

182

Outcome
domain

3) Skills

4) Skills self-
report and/or
chart review

1) Reaction

2) Knowledge

1) Reaction

2) Knowledge

4) Skills self-
report and/or
chart review

1) Reaction

Study design

WS, CD-ROM

OLT, OLT+ME,
OLT placebo

OLT, OLT+ME,
OLT+ME+LC

Assessment measure

3 role-plays in DBT phone

coaching (SP)

Use of skills, use of
treatment manual (self-

report)

Feedback survey

(Likert scale)

Knowledge questionnaire
(MCQ and case scenario

response)

Feedback survey

(Likert scale)

Knowledge questionnaire

(McQ)

Application of course
content (self-report)

Adapted version of the e-
learner satisfaction survey

(Likert scale)

Reliability

ICC=.91 and
ICC=.87

o =.93-97

Not
described

Not
described

(1) o =.83-
91; (2) a=
.82-.88
Not
described

Not
described

a =.90-.95

Results

Increase in skills. No differences between groups. No
competence cut-point.

Reported increased use of DBT interventions post- training.
No differences across training conditions.

Overall satisfaction high. No differences between groups.

Increase in knowledge. No differences between groups. No
competence cut-point.

Overall satisfaction high. OLT and OLT+ME higher than OLT
placebo.

Increase in knowledge. OLT and OLT+ME better than OLT
placebo. No competence cut-point.

Reported increased use of exposure interventions post-
training. OLT and OLT+ME using skills more than those in
OLT placebo. Those in OLT placebo reported no change in
skills use.

Overall satisfaction high. OLT+ME+LC higher than OLT+ME.
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study Disorderand |N= |Outcome Study design Assessment measure Reliability  |Results
Treatment domain
Therapy 2) Knowledge Knowledge questionnaire |Not Increase in knowledge. No differences between groups. No
(McQ) described competence cut-point.
3) Skills Role-play of applying ICC=.85 Increase in skills. OLT+ME+LC better than OLT. No
exposure therapy (SP) competence cut-point.
4) Skills self- Application of course a =.85-90 |Reported increased use of exposure interventions post-
report and/or content (self-report) training. No differences between training groups.
chart review
4) Skills self- WS, WS+ Use of cognitive- CBT = .89, Youth reports= increase use in WS+ more than WS only.
report and/or behavioral and monitoring 'monitoring = |Caregiver reports = no difference between groups.
(Henggeler, Substance use . .
. chart review aspects of CM (patient .99
Sheidow, et al., 30 .
report and care giver
2008) c™M
report)
1) Reaction T™M-> WS, IWS Feedback survey Not Overall satisfaction high. No difference between groups.
(Likert scale) described
Child Abuse
2) Knowledge Knowledge questionnaire |ICC=.99 Increase in knowledge after TM. No differences between
(Herschell et al., (open-ended question WS and IWS. No competence cut-point.
PCIT 42 ’
2009) quiz)
3) Skills Role-play child-directed IRR= 85% Increase in skills. No difference between groups. No
interaction ICC=.98 competence cut-point.
(SP)
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Hubley et al.,
2015)

(Kolko et al.,
2012)

(Larson et al.,
2013)

Disorder and |N=
Treatment

Depression
46
BA

Trauma

Alternatives 182
for Families
CBT

Substance Use
127
CBT

Outcome Study design
domain

1) Reaction OLT, OLT placebo

2) Knowledge

1) Reaction WS+, TAU

2) Knowledge

4) Skills self-
report and/or
chart review

3) Skills TM+, OLT+

Assessment measure

Feedback survey
(Likert scale)

Knowledge questionnaire
(written response to client
vignette)

Feedback survey
(Likert scale and 2 open
ended questions)

Knowledge questionnaire
(McQ)

a) teaching processes

b) abuse-specific
techniques

c) gen psych. Techniques
(self-report)

Rating scale 2 different
patients at each time
point (RP)

Reliability

o =81-.94

ICC=.88-.91

Not
described

Not

described
a)a=.82
b) a=.89
c)a=.94

Moderate
(57%)
agreement

Results

Overall satisfaction high. Differences between training
groups not examined

Increase in knowledge. OLT better than OLT placebo. No
competence cut-point.

Overall satisfaction high. Differences between training
groups not examined.

Increase in knowledge in WS+ only, maintained at follow-
up. No competence cut-point.

Reported increased use of treatment interventions post-
training for WS+ with a, b, and c and TAU with a and b, but
not c.

Increase in skills, but not significantly. No difference
between groups. Competence cut-point determined.
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study Disorderand |N= |Outcome Study design Assessment measure Reliability  |Results
Treatment domain
1) Reaction WS, WS+ Treatment Acceptability r=.83 Overall satisfaction high. Differences between training
Substance Use Rating Scale (TARS), 6 groups not examined
(Luoma et al., point LS (1-6)
2007) Group Drug 4) skills self- Adoption of procedures o =.92 Reported increased use of exposure intervention,
Counselling report and/or and strategies (self-report) significantly higher levels of adoption in WS+.
chart review
1) Reaction WS, TT, TMV Feedback survey Not Overall satisfaction high. TMV better than TT.
Substance Use (Likert scale) described
(Martino, Ball, et 92 3) Skills Independent Tape Rater |ICC=.87-.88 |Increase in skills. Competence cut-point determined.
al., 2011) Mi Scale one self-selected

client tape (SP) and one
role-play tape of Ml (RP)

1) Reaction WS, CB Feedback survey Not Overall satisfaction high. WS better than CB.
(Likert scale) described
Phobia/Panic
(McDonough & 37
Marks, 2002) Exposure
Therapy , ; : :
2) Knowledge Knowledge questionnaire |Not Increase in knowledge. No differences between groups. No
(McQ) described competence cut-point.

7/10



Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Miller et al.,
2004)

(Morgenstern et
al., 2001)

(Movyers et al.,
2008)

Disorder and |N=
Treatment

Substance Use

M 140

Substance Use

CBT 29

Substance Use
116
Ml

Outcome Study design
domain

2) Knowledge IWS, IWSF, IWS+,
IWSF+, TMV

3) Skills

1) Reaction Extended WS+,
ALTC

3) Skills

3) Skills IWS, IWS+, TMV

Assessment measure

Helpful Responses
Questionnaire

Motivational Interviewing
Skill Coding (MISC) (RP)

Feedback survey
(Likert scale and open-
ended questions)

MATCH Video Tape Rating
Scale (RP)

Motivational Interviewing
Treatment Integrity Scale
(RP)

Reliability

r=.93

ICC=

.51-.99

Correlation
between all
satisfaction

and

attitudinal
questions:
mean r=.77

ICC=

ICC=

.80-.87

.43-93

Results

Increase in knowledge for all but TMV group. IWS+ and
IWSF+ showed further increase in scores. No competence
cut-point.

Increase in skills for all but TMV group. The improvement
was only sustained in follow-up in the IWS+ and IWSF+
groups. No competence cut-point.

Overall satisfaction high. Differences between training
groups not examined.

Most frequent themes: CBT is an effective approach and
valuable to learn, training broadened the clinician’s skill set;
supervision with videotaped sessions is helpful

Increase in skills. Competence cut-point determined. 90%
of therapists were judged to have reached at least
adequate treatment skillfulness.

Increase in across all conditions. No difference between
groups. Supervision did not lead to increased gains.
Competence cut-point determined.
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Study

(Sheidow,
Donohue, Hill,
Henggeler, &
Ford, 2008)

(Sholomskas &
Carroll, 2006)

(J. L. Smith et al.,

2012)

(Weingardt et al.,
2009)

Disorder and
Treatment

Substance Use

Family based
™M

Substance Use

12 step

Substance Use

Mi

Substance Use (1147

CBT

N=

26

97

147

Outcome Study design Assessment measure Reliability

domain

3) Skills IWS, IWS+ All sessions audio taped  |Absolute
and rated at random using |agreement
a rating scale (RP) ks =.91-.95

2) Knowledge [TM plus CB, TM  |[Knowledge questionnaire |Not

(McQ) described
3) Skills Yale Adherence and Mean ICC=
Competence Scale - 5 role- .93
plays (RP)
4) Skills self- Number of clients seen, Not
report and/or frequency of concept use |described
chart review (self-report)
3) Skills IWS, IWS plus live Motivational Interviewing [ICC=.62
remote Treatment Integrity scale

supervision, IWS |(SP)
plus tape based
supervision

2) Knowledge |OLT+, OLT+ with |Knowledge assessment Not
emphasis on (McQ) described
adherence

Results

Details of comparison not fully covered in the text.

Increase in knowledge. TM plus CB better than TM alone.
No competence cut-point.

Increase in 12-step skills. TM plus CB better than TM alone.
Cut-score of four = score required for certifying a therapist.
Competence cut-point determined.

Therapists introduce CBT to an average of 13.3- 18.7 clients
in the last three months. No differences between training
conditions

Increase in skills. Both forms of IWS+ better than IWS. No
differences between two IWS+. Competence cut-point
determined.

Increase in knowledge. No differences found between the
groups. No competence cut-point.
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Table 2.2 Direct Training Outcome Studies — Randomized Controlled Trials

Note.

DISORDER AND TREATMENT:
AIM HI- An Individualized Mental Health Intervention for children with Autism Spectrum Disorder, EMDR- Eye Movement Desensitization and Reprocessing, ESDM- Early

Start Denver Model, PCIT- Parent-Child Interaction Therapy, Triple P- Positive Parenting Program

DESIGN:
Primary abbreviations:
()= plus supervision, IWS=interactive workshop, OLT= online treatment, TM= training manual, WS= workshop

Other abbreviations:
% WS= 3hrs, ALTC= alternative control workshop, CB= computer based, CTT =context tailored training with role-play and feedback, IWSF= interactive workshop plus
feedback, OLT+ME-= online treatment plus motivational enhancement, OLT+ME+LC= online treatment plus motivational enhancement plus learning community, TAU=

training as usual, TMV= training manual plus training videos, WLC= waitlist control,

Assessment Measure: MATCH- matching alcoholism treatments to client heterogeneity, MCQ- multiple choice questionnaire, RP- real patient, SP- standardized patient, ,
T/F- true or false questionnaire
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Table 2.3 Indirect Training Outcome Studies

Study authors [Tx

(Brookman-
Frazee et al.,
2012)

(Carroll et al.,
2006)

(Cook et al.,
2006)

(Karlin et al.,
2012)

(Karlin et al.,
2013)

(Liddle et al.,
2006)

(Lopez et al.,
2011)

Childhood
Autism

Motivational
Interviewing

Substance
Use

CBT for
depression

CBT for
insomnia

Substance
Use

CBT for
depression

13

37

182

94

10

59

Training type

IWS+

RCT- IWS,ALTC

IWS

WS+

IWS+

Extended WS+

IWS

Symptom/problem-related

outcomes (method)

Child problem behaviors (SSIS)

Drug use (SR; UTS; BAA);
psychosocial (ASI); HIV risk
(HRBS); intent to change

(URICA)
Drug use (UTS); PTSD

symptoms (PCL-M)

Depression (BDI-II)

Insomnia (ISI)
Depression (BDI-II)

Drug use (SR; UTS); CBCL
(caregiver and youth self-

report)

Common emotional and
behavioral problems (OPSFS)

Functional outcomes
(method/scale)

Observed level of in
session parent
involvement

n/a

Quality of life (QOLI)

Quiality of life
(WHOQOL)

Quiality of life
(WHOQOL)

Out-of-home
placement after
program release (SR)
at 9-month follow-up

n/a

Treatment
variables
(method)

Parent/child
treatment
attendance

Days in
treatment,

sessions (SR;
CR)

n/a
Therapeutic
alliance (WAI-
SR)

n/a

n/a

n/a

Results

Retention was high (92% completion).
Parent involvement in session was high.
Decreases in overall parent-reported child
problem from baseline to 5 month f/u.

Clients receiving MI more likely to be
enrolled at 28-day F/U and to have
received more treatment sessions

Improvements on all measures

Improvements on all measures

Improvements on all measures

Study phase differences on self-reported
and UTS drug abstinence between baseline
and implementation phases, baseline and
durability phases. No phase differences on
frequency of use. Significant time effect for
externalizing and internalizing behaviors on
youth and parent report. Improvement in
number of clients living at home

Findings suggest either no differences pre /
post- or even that youth treated prior to
the workshop had better outcomes.
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Table 2.3 Indirect Training Outcome Studies

Study authors

(Martino et al.,
2008)

(McDonel et
al., 1997)

(Miller &
Mount, 2001)

(Miller et al.,
2004)

(Russell et al.,
2007)

(Schoenwald,
Sheidow,
Letourneau, &
Liao, 2003)

(Schoenwald
et al., 2009)

(Simons et al.,

N=
Tx

37
Motivational
enhancement
Therapy
Assertive 13
Community
Treatment
Motivational 22
Interviewing

140
Motivational
Interviewing
EMDR for 8
trauma

217
Contingency
Management

. 429

Contingency
Management
CBT for 12

Training type

IWS+

WS+

IWS+

RCT-
IWS,IWSF,IWS+,
IWSF+, TMV

IWS+

IWS+

IWS+

IWS+

Symptom/problem-related
outcomes (method)

Drug use (SR; UTS; BAA);
motivation during session (OR)

Symptoms (BPRS)

In-session change in motivation
(OR): change talk and

resistance talk

In-session change in motivation

(OR)

Distress during EMDR (SUDS);
acceptance of cognitions (VOC);
PTSD (IES-R); depression (BDI)

CBCL (caregiver report)

Criminal charges during post-

treatment (JAC)

Anxiety (BAI), depression (BDI)

Functional outcomes

(method/scale)

n/a

Quiality of life (LSC);
functioning (ILOF,

GAF); vocational/legal

(SR)

n/a

n/a

n/a

VFI caregiver report

n/a

n/a

Treatment
variables
(method)

Days in
treatment
(SR; CR)

Medication
compliance
(SR checklist)

n/a

n/a

Number of
EMDR
sessions (CR)

Discharge
decision (TR)

n/a

n/a

Results

MET clients more likely to sustain reduced
use at 12-week F/U; in-session motivation
change and negative drug screens during
treatment positively associated with MET
therapists’ adherence and competence

No difference by treatment condition at 1-
year F/U; differences on ILOF, LSC, BPRS at
2-year follow-up

Ratio of change to resistance talk did not
improve

Improvement of change talk; at follow-up,
only training group with feedback and
coaching maintained changes; other groups
no change

Improvement on all symptom domains

Increase in CBCL, VFI. Improved rate of
discharge decisions.

Decrease in youth charges per year;
therapist adherence associated with
reduced criminal charges

Improvements in BDI and BAI scores
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Table 2.3 Indirect Training Outcome Studies

N= Symptom/problem-related Functional outcomes Treatment
Study authors [Tx Training type ymp P variables Results
outcomes (method) (method/scale)
(method)
2010) Depression
18 Service Control clients greater on acceptance post-
treatment.
(Strosahl et al ':;Zemance Presenting problem (SR); Coping ratings on 5- lrii‘—'jgzllit i
N . WS> IWS+ severity, acceptance rating on ping & . v No differences between groups on
1998) Commitment 5-point LS (SR) point LS (SR, TR) diagnosis, acceptance; ACT therapists’ clients higher
Therapy termination  |on coping; ACT therapists and clients more
(TR) likely to mutually agree on termination.
10 Child social communication .
. . Reduction or
(Vismara et al., |Childhood behaviors (1) functional verbal increase in
N . IWS+ utterances, (2) imitive Behaviors were coded . Improvement in (1), (3) and (4), not (2).
2009) Autism . e e desired
behaviors (3) social initiations .
. . behaviors
(4) child attention
391 Therapeutic
alliance (WAI-
SR), ACT
Acceptance specific
(Walser et al., |and WS+ Depression (BDI-II) Quality of life F;tient self BDI-Il scores decreased. WHOQOL, AAQ-II,
2013) Commitment P (WHOQOL) rr‘)eport and therapeutic alliance increased.
Therapy process
measures
(AAQ-I)

ASI- addiction severity index; BAA- breath alcohol assay; BAI- beck anxiety inventory; BDI- beck depression inventory; BPRS- brief psychiatric rating scale; CBCL- child
behavior checklist; CR- caregiver report; GAF- global assessment of functioning; HRBS- HIV risk-taking behavior scale; IES-R- impact of events scale-revised; ILOF- Indiana
level of functioning scale; ISI-insomnia severity index; JAC- state and county juvenile justice agencies and court; LSC- life satisfaction checklist; OPSFS- Ohio problem
severity ad functioning scales; OR- observer rating; PCL-M- PTSD checklist-military version; QOLI- quality of life index; SR- self-report; SSIS- social skills improvement
system; SUDS- subjective units of distress; TR- therapist report; URICA- University of Rhode island change assessment scale; UTS- urine toxicology screen; VFI- Vanderbilt
functioning index; VOC- validity of cognitions scale; WAI-SR- the working alliance inventory short revised; WHOQOL- world health organization quality of life brief.
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4 CHAPTER FOUR

Study 2: The Effect of Training on Therapist Knowledge

RESULTS

TRANSFER

REACTIONS

Kirkpatrick’s 4 Levels of Evaluation
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4.1 Overview
This chapter addresses the effect of various methods of training on

knowledge acquisition, the second level of training evaluation in the Kirkpatrick
framework. It describes a series of studies evaluating clinician trainees’ knowledge
after three different forms of training: conventional workshop training, workshop
training followed by expert supervision and web-centered training. As discussed
previously, workshop alone training tends to be all that is available to clinicians,
while workshop training followed by supervision, although rarely available, is
considered the ‘gold standard’ for training. Web-centered training is an innovative
form of training combining aspects of both workshop and supervision in a scalable
form, potentially capable of reaching many more clinicians.

All of the studies report on changes to knowledge following training in CBT-E.
Study 2a focuses on conventional workshop training, Study 2b assesses workshop
training plus clinical supervision, Study 2c evaluates web-centered training and Study
2d reports on a preliminary comparison, in terms of knowledge acquisition, between

conventional workshop training and web-centered training.

4.2 Introduction
The qualitative findings described in the previous chapter suggest that

therapists enjoyed and valued training in CBT-E independent of the delivery method
and also felt confident of their ability to use the treatment. However, it cannot be
assumed that their positive assessment indicates that their knowledge of the
treatment had actually increased, let alone that they had attained what might be

thought to be the required level of knowledge (for competence) of the treatment.
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Similarly, although web-centered training appeared to offer some additional benefits
such as reduced cost, the ability of completing training in trainees’ own time and
more reporting by therapists of the intention to subsequently implement the
treatment, the effect of the training on knowledge acquisition is not known.

This chapter examines training in terms of the second level of Kirkpatrick’s
model: trainee therapists’ learning. It does so by measuring changes in knowledge
and applied knowledge as a result of training. Knowledge, for the purposes of these
studies is regarded as theoretical — knowing the details of the particular treatment
(CBT-E), that is its strategies and procedures - and applied, knowing how and when
to use these. When assessing knowledge, Kirkpatrick suggests that the following two
steps are taken: learning objectives are specified in advance, and reliable
assessments that offer meaningful measurement are used for assessment.

As discussed in Chapter Two, a number of studies have examined knowledge
acquisition as an outcome of training and the number is increasing rapidly. While
many of these studies (see Table 2.1 and Table 2.2) found that knowledge scores
improved following training, it was argued that they needed to be interpreted with
some caution. Most current studies relied on study specific measures with unknown
psychometric properties and no established competence cut-points (McHugh &
Barlow, 2010). Thus while such measures may have face validity reports of increased

knowledge after training remain difficult to interpret.

4.3 Overall Aim
The overall aim of the studies reported in this chapter is to evaluate the

effect of various methods of training in CBT-E on knowledge and applied knowledge

of the treatment. Despite some overlap in methods and trainees studied, each
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individual study has particular specific aims and methods and so will be presented

individually to ensure clarity.

4.4 Study 2a: Workshop training

Aims of Study 2a:

e To assess and compare knowledge acquisition in a cross-sectional study of three
groups of trainees pre-workshop training, post-workshop training and post-workshop
plus expert supervision

e Establish in those who received training, how many were are able to reach a pre-
defined cut score for competence

4.4.1 Method

(i) Design

This study investigated the effects of training on knowledge using a cross-sectional
design®. Three groups at different points (see Figure 4.1) in training were compared
in terms of their knowledge of CBT-E and the number of trainees meeting
competence cut-points:

1) Therapists pre-workshop training

2) Therapists post-workshop training
3) Therapists post-workshop training and expert clinical supervision.

! The benefit of such a design allows for the identification of any associations within a population and
phenomena of interest and thus frequently serves as a first step before more rigorous randomized
controlled trials (Mann, 2003). As each group (pre-workshop, post-workshop, and post-workshop plus
clinical supervision) were sampled at one time point, sample matching was not possible.
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Figure 4.1 Design of studies 2a, 2b, 2c, and 2d

Study 2a

— Workshop

Workshop —-

Workshop
plus
supervision

Workshop
plus
supervision

Study 2c

Web-centred
— —_—

training

Workshop
—_—> plus

supervision

— Web-centred [ =

training

(ii) Recruitment
All therapists who provided psychological treatment for individuals with

eating disorders were eligible to take part regardless of professional background.
There were no exclusion criteria. Three groups of trainees were recruited at different
stages of CBT-E training: prior to attendance at a standard two day CBT-E workshop,
after attending such a workshop, and after having received workshop training

followed by clinical supervision.

Pre-workshop training: Group one
Prior to attending a CBT-E workshop open to all therapists, therapists were

contacted via email by the expert trainer. The email described the aims of the study

(see Appendix 2.2). Volunteers were offered a complimentary copy of either
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Cognitive Behavioral Therapy and Eating Disorders or Overcoming Binge Eating if

they were prepared to complete the knowledge assessment.

Post-workshop training: Group two
Volunteers were recruited by the expert presenter during the workshop. The

study was explained by the presenter and interested volunteers were encouraged to
email the study administrator if they were willing to take part and complete a post-
workshop knowledge assessment. As with group one, those who completed the
online knowledge assessment were offered a complimentary copy of either

Cognitive Behavioral Therapy and Eating Disorders or Overcoming Binge Eating.

Workshop training plus clinical supervision: Group three
A sub-group of therapists from the workshops were offered and agreed to

additional clinical supervision as part of training initiatives run by their respective
NHS services. After the completion of 16 weeks of fortnightly expert clinical
supervision they completed the online knowledge measure.
(iii) The training
A detailed description of workshop training can be found in Chapter 3,
(section 3.4). A brief summary of its main features can be found in Table 4.1.
Trainees in group 3 also received expert clinical supervision following their
workshop training. Supervision was provided by four experts in CBT-E, all of whom
had been treatment trial therapists or supervisors (three clinical psychologists and
one psychiatric nurse practitioner). Supervision groups were arranged based on
geographical location with the average group size of four trainees per group (range:

2-6). Supervision took place via telephone, Skype, video conference, or face to face.
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Trainees were expected to treat at least one case, preferably two, while
following the CBT-E treatment guide. Each supervision group received 16 sessions of
supervision over an eight month period. Supervision session length varied by the
number of therapists in the group. Smaller groups of two therapists received one
hour of supervision every other week and larger groups received two hours every
other week. Supervision was standardized following a ‘supervision manual’ (see
Appendix 2.3) specially created for this purpose and involved the following: setting
an agenda; reviewing patients’ progress in treatment; teaching of treatment
interventions as appropriate; and summarizing and arranging the next meeting.
Supervisors had regular weekly meetings to discuss and resolve any difficulties that

occurred in providing supervision to trainees.

Table 4.1 Brief description of workshop training

CBT-E Workshop Training

Style
e Presented by international expert
¢ Two day in person training
e Approximately 12 hours in length
e Didactic in presentation
* Use of slides
e 3 previously recorded clinical demonstrations

Content
* Core material of treatment
e Appropriate for patients with BMI of >17.5
e Contains four stages consistent with treatment.

(iv) Assessment measure

The electronic measure (eMeasure)
The measure used to assess changes in knowledge for this chapter is the

enhanced cognitive behavioral treatment electronic measure or CBT-E eMeasure.
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The eMeasure is a treatment specific 22-item multiple choice questionnaire
designed to assess knowledge of CBT-E (Cooper et al., 2015). It was developed
following recommended test development procedures (described in detail here:
American Educational Research Association et al., 2014; Downing & Haladyna, 2006)
to ensure validity and has been demonstrated to have adequate psychometric
properties (Cooper et al., 2015). Importantly the measure has a defined cut-point to
benchmark competence. Knowledge is assessed by a combination of questions
related to the content of the treatment, its stages and strategies, and a greater
number of questions assessing how and when to apply particular interventions.
These latter questions are mostly in the form of short clinical vignettes where the
trainee is asked to select the most appropriate next step. The questionnaire uses a
binary scoring system with trainees being awarded one mark for a correct answer
and zero for an incorrect one. Individual tests take between 30 and 40 minutes to
complete. Scoring is done automatically by the software. There are three equivalent
versions of the eMeasure so as to allow assessment at multiple time points (further

details on the development of the eMeasure can be found in Appendix 2.1).

(v) Procedure
Trainees were able to complete the eMeasure through logging in with

individualized log in details (see Figure 4.2 and Appendix 2.4), to an online system

hosted by ExamOnline (www.intelligentassessment.com). The system offers secure

online hosting and the software to create knowledge assessments with diagrams and
visual material. It is also able to score tests and store the data. The system is user

friendly with few technical problems reported by users.
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Figure 4.2 Log in page for eMeasure

Login X

EXAM@NLINE Login (LN

Enter your login and password, and click on
the "Next" button.

Login:

Password:

< Previous Cancel

Once recruited all three groups of therapists were assessed in the same way.
Therapists provided their email addresses and were then sent an online consent
form via email. Once consent was received a link to the electronic measure
(eMeasure) was emailed to them together with brief instructions about how to
access it and complete the eMeasure (see Appendix 2.4). Therapists were given two
weeks to complete the assessment. The link to the measure could only be used once.
Trainees were given an hour to complete the assessment, as all items can be
comfortably answered in this time without any time pressure (see above).

As described, each group of therapists (pre-workshop, post-workshop and
post-workshop plus expert clinical supervision) completed one eMeasure at the time
they were assessed.

Demographic data was collected separately from all participants using an

electronic survey hosted by Qualtrics (www.qualtrics.com). A link to the survey was

emailed to all participants after completing the eMeasure.
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Ethical approval for the study was obtained from the Oxford University

Central Research Ethics committee: MSD/IDREC/C1/2012/43.

(vi) Data analysis plan
First the data were checked for normality and to ensure that the assumptions

of the planned statistics were not violated. The data (eMeasure scores) for all three
training groups, regardless of time-point, was roughly normally distributed with
similar distribution seen for each group when examined separately (i.e., skew < 2.0
and kurtosis < 9.0 Schmider, Ziegler, Danay, Beyer, & Biihner, 2010). Visual
inspections were conducted on histograms, normal Q-Q plots, and box plots. The
assumptions of homogeneity of variance (Levene’s test F(2,336) =.082, p=.921) were
not violated and therefore significance was measured using the ANOVA test statistic
with post-hoc analysis to see where any differences lay.

To assess for knowledge differences across the three groups (pre-workshop
training, post-workshop and post-workshop plus clinical supervision) a one-way
analysis of variance (ANOVA) was used. ANOVAs of this type are used to determine
significant differences between three or more independent (unmatched) groups
(Haslam & McGarty, 2014, pp. 273-277). The outcome of interest was test score on
the eMeasure. Post-hoc comparisons using the Scheffe test examined pairwise
difference among group means. Due to differences in group sizes the traditional
Tukey HSD test was inappropriate, the Scheffe test is recommended as an alternative
post-hoc test when group sizes are different (Scheffe, 1953). Effect size of the
ANOVA was measured using eta squared. For eta squared a large effect size is over

0.14, a moderate effect size is 0.06 and a small effect size is 0.01 (Lakens, 2013).
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To explore the number of therapists able to reach the pre-defined
competence cut-point, a Pearson’s chi-square test of competence by training group
was used (Peck, Olsen, & Devore, 2016, pp. 602—603). Post-hoc analyses of further

chi-square tests were conducted to identify the location of differences.

4.4.2 Results

(i) Sample characteristics
In total 339 therapists took part in this study: 62 (18.3%) therapists were

assessed pre-workshop training; 218 (64.3%) were assessed post-workshop; and 59
(17.4%) were assessed post- workshop and supervision. 88.2% completed at least
some demographic information with 67.8% providing complete information.

Demographic details are presented in Table 4.2.

Pre-workshop training: Group one
95% of the group provided at least some demographic information with

complete information being obtained from 54.8%. As can be seen in Table 4.2, of the
62 (18.3% of the total, groups 1-3) therapists whose knowledge was assessed pre-
training, the majority of those who provided data were female (n=49/59, 83.1%).
The mean age was 43.3 (range= 26-61). Half of those who provided data (n=18/36,
50%) had been working clinically for 10 years or less. Therapists came from a variety
of professional backgrounds with nursing being the most well represented (n=7/36,
19.4%), followed by clinical psychology (n=6/36, 16.6%). A large proportion identified

their background as ‘other’ (n=17/36, 47.2%), although few supplied further details.

Workshop training: Group two
87% completed at least some demographic information with 67% providing

complete information. As can be seen in Table 4.2, of the 218 (64.3% of the total,
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groups 1-3) whose knowledge was assessed post-workshop training, the majority of
those who provided data were female (n=168/189, 88.9%). The mean age was 43
years (range=24-68). The majority of those who provided data (n=92/171, 53.8%)
had been working clinically for 10 years or less. Therapists came from nine different
professional backgrounds with clinical psychology being the most well represented

(n=59/171, 34.5%), followed by nursing (n=26/171, 15.2%).

Workshop training plus clinical supervision: Group three
86.4% completed at least some demographic information with 67% providing

complete information. Of the 59 therapists (17.4% of the total, groups 1-3) whose
knowledge was assessed post-workshop plus clinical supervision, the majority of the
sample were female (n=42/51, 82.4%). The mean age was 47 (range=29-62). The
majority of those who provided data (n=31/44, 70.5%) had been working clinically
for 10 years or more. Therapists came from seven different professional
backgrounds with clinical psychology being the most well represented (n=12/47,

25.5%), followed by nursing (n=9/47, 19.1%).
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Table 4.2 Demographic details of therapists Study 2a

Demographic details’

Pre-workshop training

Post-workshop

Workshop plus

supervision
(N=62) (N=218) (N=59)

Gender
Female 49 (83.1%) 168 (88.9%) 42 (82.4%)
Male 10 (17.0%) 21 (11.1%) 9(17.6%)
Age
20-29 3(6.7%) 13 (9.0%) 1(2.6%)
30-39 15 (33.4%) 46 (31.7%) 9 (23.1%)
40-49 11 (24.4%) 44 (30.3%) 12 (30.8%)
50-59 15 (33.4%) 34 (23.4%) 16 (41.1%)
60+ 1(2.2%) 8 (5.5%) 1(2.6%)
Years providing
psychological treatment
0 years 4 (2.3%)
1-5 years 6 (17.6%) 47 (27.5%) 6 (13.6%)
6-10 years 12 (35.3%) 41 (24.0%) 11 (25%)
11-15 years 3 (8.8%) 25 (14.6%) 9 (20.5%)
16-20 years 7 (20.6%) 26 (15.2 %) 6 (13.6%)
21-25 years 3 (8.8%) 14(15.8%) 6 (13.6%)
25-30 years 1(2.9%) 11 (8.2%) 4(9.1%)
30+ years 2 (5.9%) 3(1.8%) 2 (4.5%)
Current role
Clinical psychologist 6 (16.6%) 59 (34.5%) 12 (25.5%)
Nurse 7 (19.4%) 26 (15.2%) 9(19.1%)
Psychological trainee 1(2.8%) 15 (8.8%) 2 (4.3%)
Social worker 1(2.8%) 15 (8.8%) 4 (8.5%)
Psychiatrist 2 (5.6%) 9 (5.3%) 4 (8.5%)
Dietician 0 7 (4.1%) 0
Ed therapist 2 (5.6%) 13 (7.6%) 6(12.8%)
Occupational therapist 0 9 (5.3%) 0

Other

17 (47.2%)

18 (10.5%)

10 (21.3%)

There were no significant differences between the two groups of therapists in

terms of age (x*(10, N=229) =8.89, p=.54), gender (x*(2, N=229) =2.29, p=.318), or

professional background (x2(4, N=119) =5.20, p=.2673). There was a statistically

> Numbers on the table vary due to missing data and may not always add up to 100%.

*The professional backgrounds of clinical psychologist, nurse and ‘other’ were included in this

analysis.
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significant difference between the groups for years providing psychological
treatment (x*(16, N=249) =25.40, p=.05). With those in the workshop plus clinical

supervision group having more years of clinical experience on average.

(ii) Outcome analysis

Knowledge scores
The mean eMeasure score was 6.77 (SD=4.07) pre-workshop; 6.64 (SD=3.96)

post-workshop; and 12.11 (SD=4.11) post-workshop plus clinical supervision. Results
from the ANOVA suggest no differences between pre-workshop to post-workshop (p
>.05). There was, however, a statistically significant difference in scores following up
to 16 sessions of clinical supervision, F(2,336) =45.18, p<.001, with a large effect size
(r12=.21) (illustrated by Figure 4.3 and detailed in Table 4.3). Post-hoc exploration via
Scheffe scores (described above) revealed significant pairwise difference between
baseline (i.e., group 1) and training without supervision (i.e., group 2) as compared
to training with supervision (i.e., group 3), p <.01. Some outliers were identified by
SPSS in the samples; however, as these outliers were genuine results it was decided

to retain them in the sample.

Table 4.3 Outcome of one-way ANOVA for eMeasure scores by training group

Pre- Post- Post-workshop F df p n
workshop workshop plus clinical
supervision
N=62 N=218 N=59
M (SD) M (SD) M (SD)
eMeasure
score 6.77 (4.07) 6.64 (3.96) 12.11 (4.11) 4518 2,336 <.001 .21

Trainees reaching competence cut-point
Thirty-two (55.2%) therapists in the post- workshop plus supervision group

achieved a score at or above the competence cut-point (Cooper et al., 2015) on the
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eMeasure as compared to 8 (14.5%) and 22 (10.4%) in pre-training and post-
workshop respectively. The ability to reach the competence cut-point was
significantly different between the groups (x*(2, N=339) =67.57, p<.001). Post-hoc
analysis did not find statistically significant differences between groups one and two
(x*(1, N=280) =.60, p=.438), but did find statistically significant differences between
groups 1 and 3 (x*(1, N=121) =31.24, p<.001), and groups 2 and 3 (x*(1, N=277)

=56.07, p<.001).

Figure 4.3 eMeasure scores across three groups
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4.4.3 Discussion
Aims of Study 2a:

¢ To assess and compare knowledge acquisition in a cross-sectional study of
three groups of trainees pre-workshop training, post-workshop training and
post-workshop plus expert supervision

e Establish in those who received training, how many were are able to reach a
pre-defined cut-score for competence

This cross-sectional study examined scores on a test of CBT-E knowledge

across three groups of trainees at different stages of training. Trainees about to
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attend a conventional training workshop, those who had completed workshop
training and those who had both workshop training and expert clinical supervision
(the current ‘gold standard’) were assessed on a treatment specific knowledge test
with good psychometric properties and predefined competence cut-points.

The main strengths of the study were the use of the psychometrically sound
eMeasure and the inclusion of training seeking therapists from of a variety of
professional groups who treat eating disorders (a group not previously studied).

No significant differences were found in knowledge scores between those
who had not yet attended a training workshop and those who had completed one.
There was a significant difference, as compared to these two groups, for those
whose attendance at a workshop was combined with subsequent clinical
supervision. This latter finding is of particular concern. Although the current
perceived ‘gold standard’ of training includes clinical supervision, for many this is not
available and as a result workshop training is all they receive. Clearly this finding
requires replication.

The finding that those who have had clinical supervision score better in terms
of knowledge acquisition than those who have not had such supervision is consistent
with other investigations (e.g., Beidas et al., 2012; Miller et al., 2004); however, the
finding that a workshop alone was not associated with knowledge scores any higher
than those who had not yet received training is inconsistent with previous research
(e.g., Gega, Norman, & Marks, 2007; Herschell et al., 2009; Hawkins & Sinha, 1998).
Though it should be noted that those studies used a pre-post design and tested the
same therapists. There are at least three possible explanations for this inconsistency.

The first relates to the nature of the material being taught; the second to the
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manner of its presentation; and the third to the manner in which outcome was
measured. The first explanation may be related to the content of CBT-E. CBT-E is a
complex treatment comprised of numerous techniques and as a result may be more
difficult to learn than others. Many trainings that have seen changes in knowledge
have assessed treatments that could be argued are less complex than CBT-E. For
example, Herschell et al., (2009) trained therapists in Parent-Child Interaction
Therapy (PCIT). PCIT focuses on teaching parent-child interaction skills and problem
solving. Skills training and problem solving are the main focus of every session and
unlike CBT-E there are few other components. However, without any previous CBT-E
training research we simply do not know if it is harder to learn. The second reason to
explain this apparent inconsistency may be to do with how the training is presented.
Some training researchers have suggested (e.g., Bennett-Levy & Padesky, 2014;
Cross et al., 2011) that workshop training would be improved by following the
guidelines of adult learning principles (the use of experience, observation, reflection,
and planning) and have pointed to research suggesting that these techniques are
correlated with increased knowledge retention in adults (Knowles, Holton Ill, &
Swanson, 2005). More specifically the inclusion of such techniques in the teaching of
components or elements of ESTs and generic CBT skills has been found to be
beneficial for reported increased use of skills, knowledge and over all competence
(Bennett et al., 2007; Bennett-Levy, McManus, Westling, & Fennell, 2009; Bennett-
Levy & Padesky, 2014). Such findings have led many (see Table 2.1 and Table 2.2) to
incorporate interactivity into their training. Though it should be noted that to date
only one training study has specifically compared an interactive workshop with a

regular workshop and found no differences between the two forms of training in
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terms of knowledge acquisition (Herschell et al., 2009). While the CBT-E workshops
provide therapists with the opportunity to observe the treatment being
implemented via three clinical demonstrations, the training does not contain
experiential activities such as role-play or reflection, nor does it include a planning
component. It is therefore possible that a different method of presentation of the
workshop material or another teaching style might result in trainees acquiring more
information. Third, since very little is known about the knowledge measures used to
assess outcome in most of the studies published, it is difficult to compare the results
of studies.

This study has several limitations worth bearing in mind when drawing
conclusions. As described a cross-sectional design was used. While this design
allowed differences in knowledge scores to be observed between groups with
different training experiences, it does not allow any causal attributions. So while an
association was observed between receiving clinical supervision (following workshop
training) and both higher knowledge scores and greater numbers of therapists
meeting competence cut offs, it cannot be concluded that this was a result of the
supervision they received. It is not possible to be certain that there were not
systematic differences between the groups that might account for the differences
observed in knowledge scores. For example it might be the case that those
volunteers supported by their employers to receive supervision had higher
knowledge scores than the other two groups before beginning training or that they
were more motivated to receive training and therefore perhaps more diligent in
learning the treatment. Additionally, despite, chi-square analysis, of those who

provided information, suggesting that the three groups were fairly similar on all
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demographics; they did differ on years providing psychological treatment. Trainees
in the supervision group had on average more years of experiences than those in the
other two groups. Finally, the present study was exploratory, recruiting as it did
volunteers from those taking part in training all of whom were recruited in different
ways. As a result care should be exercised in generalizing findings to all therapists
undertaking training. It was not possible to ascertain whether the volunteers who
agreed to take part differed from those who did not.

The results of the present study suggest that workshop training is associated
with knowledge scores no different from those who have not yet received training,
while only training that includes supervision from experts over an extensive time
period is associated with higher scores and higher numbers of trainees reaching a
defined competence cut-point. These findings should, however, be treated with

caution.

4.5 Study 2b: Workshop training plus clinical supervision

Aims of Study 2b:

* In a pre-post design assess change in knowledge, following workshop training
plus expert clinical supervision

* Establish how many participants were able to reach a predefined cut score for
competence after ‘gold standard’ training

4.5.1 Method

(i) Design
This study employed a pre-post quasi-experimental design® assessing CBT-E

knowledge in a group of therapists receiving workshop training plus expert

supervision (‘gold standard’ training). Therapists were assessed before attending the

4 . . . . .
Similar to experimental research but lacks random assignment and a control comparison
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training workshop and again after 16 sessions of supervision over 8 months (see
Table 4.1). Knowledge scores and the percentage of trainees meeting the

competence cut-points were compared before and after training.

(ii) Recruitment
Therapists were offered a training workshop plus expert clinical supervision

as part of a training initiative in several UK counties. All therapists who provided
psychological treatment for individuals with eating disorders were included,
regardless of professional background. There were no exclusion criteria. All
therapists agreed to take part in the training and to complete the knowledge
assessment measure before and after training. No additional incentives were
provided. One group of trainees was recruited and assessed at both time points.
(iii) The training

A detailed description of workshop training plus clinical supervision can be

found in section 4.4.1, of this chapter.

(iv) Assessment measure and Procedure
All therapist trainees completed the knowledge assessment before and after

training. The online eMeasure (see above) was used following the same procedure
described in Study 2a.
Demographic data was collected from participants using an electronic survey

hosted by Qualtrics (www.qualtrics.com) as in Study 2a. However, to ensure a higher

level of complete information than in the previous study, trainees were asked to
complete the survey before they began the assessment and training. As before,
ethical approval was obtained from the Oxford University Central Research Ethics

committee: MSD/IDREC/C1/2012/43.
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(v) Data analysis plan
First the pre- and post- eMeasure and change scores were checked for

normality. The data for the group were normally distributed for pre-training and
post-training eMeasure scores and for change scores (Schmider et al., 2010). A
Shapiro-Wilks’ test (p > .05) (Shapiro & Wilk, 1965; Razali & Wah, 2011) and a visual
inspection of histograms, normal Q-Q plots, and box plots all further suggested that
the data were approximately normally distributed. Therefore to investigate
differences in eMeasure score from pre-training to post-training in attendees who
received workshop training plus clinical supervision paired samples t-tests were
used. This type of t-test is used when observations from two time points for the
same or matched participants exist (Haslam & McGarty, 2014, pp. 199-213), in this
case pre- and post- training eMeasure scores. Cohen’s d is typically used to calculate
effect sizes for t-tests and so was used for this analysis. Effect sizes (d) are
considered large at .80, medium at .50, and small at .20 (Lakens, 2013).

To explore the number of therapists able to reach the pre-defined measure
competence cut-point, a McNemar’s chi-square test of competence by time (pre-

post- training) was used (Peck et al., 2016, pp. 574-582).

4.5.2 Results

(i) Sample characteristics
Twenty therapists were put forward from four different UK counties to

participate in the training. Data from one therapist was lost due to technical
malfunction of the website. The final analyses were conducted on the 19 therapists

who had both pre- and post-training data.
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All therapists completed at least some demographic information with 79%

providing complete information. The majority of the total sample was female (n=16,

84.2%) (see Table 4.4). The mean age was 41.5 (range=26-61). Most therapists were

qualified as either clinical psychologists (n=9, 47.4%) or nurses (n=8, 42.1%), the

remaining two (10.5%) were social workers. Just over half of the sample who

provided data (n=8/15, 53.3%) had been working clinically for more than 10 years.

Table 4.4 Demographic details of therapists Study 2b

Demographic details’

Workshop plus supervision
(Study 2b)

(N=19)
Gender
Female 16 (84.2%)
Male 3 (15.8%)
Age
20-29 1(5.3%)
30-39 6 (31.6%)
40-49 5(26.3%)
50-59 6 (31.6%)
60+ 1(5.3%)
Years providing psychological treatment
1-5 years 1(6.7%)
6-10 years 6 (40.0%)
11-15 years 3 (20.0%)
16-20 years 2 (13.3%)
21-25 years 1(6.7%)
25-30 years 2 (13.3%)
30+ years
Current role
Clinical psychologist 9 (47.4%)
Nurse 8 (42.1%)
Social worker 2 (10.5%)
Psychiatrist 0
Family therapist 0
Occupational therapist 0
Dietician 0

> Numbers on the table vary due to missing data and may not always add up to 100%.
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(ii) Outcome analysis

Knowledge scores
On average therapists gained 4.42 (SD=3.08) points on the eMeasure from

pre-training to post-training. Mean eMeasure total scores increased significantly pre-
to post-workshop plus clinical supervision, from 6.95 (SD=3.22) to 11.37 (SD= 3.25),
t(18) = 6.26, p<.001, ES(d) =2.87, 95% confidence intervals (Cl) (1.59, 4.15) (see Table

4.5).

Table 4.5 Outcome of paired samples t-test on eMeasure score following workshop plus clinical supervision

Pre-training Post-training t df P d 95% ClI
M (SD) M (SD)
eMeasure  6.95(3.22) 11.37 (3.25) 6.26 18 <.001 2.87 1.59,4.14

score
(N=19)

Trainees reaching competence cut-point
Ten trainees (52.6%) reached the competence cut-point (Cooper et al., 2015)

on the eMeasure following training compared with one before completing training
(5.2%). There was a significant difference between pre-and post- training in terms of
the numbers of trainees reaching competence (p=.004).
4.5.3 Discussion
Aims of Study 2b:
* In apre-post design assess change in knowledge, following workshop training
plus expert clinical supervision
* Establish how many participants were able to reach a predefined cut-score
for competence after ‘gold standard’ training
This study investigated the effect of conventional workshop training plus

expert clinical supervision on CBT-E knowledge. A strength of this study was the use

of the pre-post design so eliminating the concern about pre-existing differences
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between groups. Trainees who received this ‘gold standard’ form of training showed
a significant improvement from baseline gaining on average 4.42 points on the CBT-E
knowledge measure. Additionally, using the pre-defined competence cut-scores
(Cooper et al., 2015) over half (52.6%) of training completers were able to achieve
(knowledge) competence. These findings are consistent with studies that report that
workshop training plus clinical supervision in other psychological treatments
improve knowledge scores (Kolko et al., 2012; Miller et al., 2004; Sholomskas et al.,
2005). This is the first time such an investigation has been conducted on treatment
for eating disorders.

There are three main limitations of this study: the small sample size; the lack
of a control group; and the possibly biased or non-representative nature of the
sample. For these reasons it is difficult to conclude that supervision is required in
order for therapists to acquire sufficient knowledge for competence in CBT-E. A
future study that includes a large sample of therapists randomized to receive
training by a variety of different means (e.g. with and without supervision) might
well be warranted. However, given that much conventional training requires scarce
expertise, another but by no means mutually exclusive option, is to develop and

investigate more scalable options for training.
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4.6 Study 2c: Web-centered training

Aims of Study 2c:

* In a pre-post design assess change in knowledge, following a new form of
online web-centered training

* Establish how many participants were able to reach a predefined cut score for
competence after web-centered training

* Compare the effects on knowledge and reaching a competence cut-point of
having a clinician versus or a non-clinician guide during web training

4.6.1 Method

(i) Design
This study employed a pre-post quasi-experimental design (as described

above) assessing CBT-E knowledge in a group of therapist receiving web-centered
training. Therapists were assessed before starting the training and again after up to
12 sessions of web-guidance over 6 months (see Figure 4.1). Knowledge scores and
the percentage of trainees meeting the competence cut-points were compared

before and after training.

(ii) Recruitment
Therapists were recruited through an initiative of the Irish government

national health care system, Health Services Executive (HSE), to increase training in
psychological therapies. All therapists who provided psychological treatment for
individuals with eating disorders were included, regardless of professional
background. There were no exclusion criteria.

Therapists who agreed to participate were required to complete a knowledge
assessment pre-training and post-training. A certificate of completion of training was
provided once therapists completed a post-training knowledge assessment. No

additional incentives were offered.
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(iii) The training
A detailed description web-centered training can be found in Chapter 3,

section 3.5. A brief description is found in the box below, Table 4.6.

Table 4.6 Brief description of web-centered training

CBT-E Web-centered Training
Style

* Presented by international expert

e Approximately 9 hours in length.

e All material presented online

* Didactic in presentation —video based lecture style

* Use of PowerPoint slides

e 12 brief acted clinical demonstrations

* Interactive exercises

* Completed alongside treating a patient

* Web-guidance
- up to 12 web-guidance sessions lasting 30
minutes

Content

e Core material of treatment
* Appropriate for patients with BMI of >17.5
e Contains four stages consistent with treatment.

(iv) Assessment measure and Procedure
All therapist trainees completed the knowledge assessment before and after

training. The online eMeasure (see above) was used following the same procedure
described in Study 2a.

Demographic data was collected at the start of the training on all participants
via Qualtrics software as described for Study 2b. As before, ethical approval was
obtained from the Oxford University Central Research Ethics committee:

MSD/IDREC/C1/2012/43.
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(v) Data analysis
First the data were checked for normality and to ensure that the assumptions

of the planned statistics were not violated. The data were normally distributed for
pre-training and post-training eMeasure scores, and change scores (as described
above). A Shapiro-Wilks’ test (p > .05) and a visual inspection of histograms, normal
Q-Q plots, and box plots all suggested that the data were approximately normally
distributed for these three variables (pre-post and change scores). Therefore to
determine differences in eMeasure score from pre-training to post-training, paired
samples t-tests were used with Cohen’s d to determine effect size (rationale
described above).

Additionally to investigate the impact of guide-type (clinician or non-clinician)
on test score a split-plot® repeated measures analysis of variance (SPANOVA) was
used. A SPANOVA is useful when examining mean differences between two or more
independent groups assessed at more than one time point (Huck & MclLean, 1975).
The analysis incorporates both a repeated measures effect and a between groups
effect. For this study the independent groups or between subjects variable was
guide-type while the dependent variable or within subjects variable was time (as
measured by pre-training test score and post-training test score). However, as there
is some controversy about the usefulness of SPANOVAs (Dimitrov & Rumrill, 2003)
an independent samples t-test based on measuring test score gain was also
conducted. Independent samples t-test are used determine if there are statistically
significant differences between the means of two unrelated groups (Howell, 2013,

pp. 206-211).

¢ Split-plot repeated measure analysis of variance (SPANOVA) is often referred to as a mixed-design
ANOVA (Jones & Nachtsheim, 2009).
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For the SPANOVA the assumptions of homogeneity of variance (Levene’s test
F(1,91) =.695, p=.407 pre-test and F(1,91) = 1.213, p=.274 post-test) and the equality
of covariance matrices (Box’s test p=.732) were not violated. Therefore significance
was measured using Wilks’ Lambda. As described above, effect sizes for the
SPANOVA were determined using eta squared and Cohen’s d was used for the t-test.

To explore the number of therapists able to reach the pre-defined
competence cut-point, by guide-type, a Pearson’s chi-square test of competence was

used.

4.6.2 Results

(i) Sample characteristics
One hundred and thirty nine therapists (see consort style diagram Table 4.7)

were initially referred to our center by the HSE Irish government as part of a national
training scheme. Of those, 101 went on to be allocated (based on geographic
location’) to receive either non-clinician web-guidance (N=52) or clinician web-
guidance (N=49) (guide-type is explained in detail in the previous chapter: section
3.4). In total, 15 (14.9%) therapists dropped out of training after completing an
assessment. Data from a further 8 (7.9%) therapists were lost due to a technical fault
(our server did not capture the scores on the eMeasure although we could see that
the eMeasure had been completed). Data from the 15 therapists who dropped out
were carried over, last observation carried forward (LOCF). LOCF data is often
viewed as a conservative method of assessment and appropriate to use when

sample sizes are not considerable in size (Hamer & Simpson, 2009). Therefore the

’ Due to a concern that clinicians at the same location might discuss the training with each other and
potentially confound any results of the impact of guide-type, we decided to allocate the clinicians
based on location rather than to randomize them. To overcome this difficulty and limitation, in a
subsequent study, we have randomized with geographical location included as a factor.
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final analyses were conducted on a total of 93 trainees, 49 in the non-clinician web-
guidance group and 44 in the clinician web-guidance group. As the 15 dropouts were

included in the analyses, the analyses will be considered ‘intention to train” analyses.

Table 4.7 CONSORT style diagram for Web-centered training

[ Enrollment ]

Referred by Irish government (139)

Excluded (n=38)
N ¢ Declinedto participate (n=36)

e Email addressdid notwork

(n=2)
Entered into trial (n=101)
A { Allocation” } v
Allocated to non-clinician web-guidance (n=52) Allocated to clinician web-guidance (n=49)
Completed training (n=40) Completed training (n=38)
Dropped/ out (n=9) Dropped/ out(n=6)
Data lost due to technical malfunction (n=3) Data lost due to a technical malfunction (n=5)

| emmm

Analysis
Analyzed (n=49) Analyzed (n=44)
o Excluded from analysis (Data lost due Excluded from analysis (Data lost due to a
to technical malfunction (n=3) technical malfunction (n=5)

*participants were allocated not randomized to guidance type

All of the therapists provided complete demographic data. The majority of
the sample was female (n=84, 90.3%) (see Table 4.8). The mean age was 40.1

(range=25-58). The main professions represented were clinical psychologists (n=34,
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36.6%), nurses (n=33, 35.5%), social workers (=12, 12.9%) and occupational
therapists (n=8, 8.6%). More than half of the sample (n=51, 54.8%) had been working
clinically for 10 years or less.

No differences were found between completers and non-completers on age
(t(91) = 1.17, p=.245), gender (x2(1) =1.92, p =.166), professional background (t(91)
=6.20, p=.537) and years working clinically (t(91) = 6.16, p=.539). However, the non-
completers were more likely to not have a patient while completing the training
(t(91) = 10.54, p<.001). The average number of guidance sessions was 8.7 (SD=4.00),
with the majority of therapists having at least half of the offered sessions (n=75
(80.6%). Fifty-six therapists (60.2%) used 10 or more guidance sessions. Therapists
guided by clinician guides were more likely to use at least half of the sessions as

compared to sessions with non-clinician guides (x* (1,N=93) = 5.64, p =.018).
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Table 4.8 Demographic details of therapists Study 2c

Demographic details Web-centered training
(Study 2c)
(N=93)
Gender
Female 84 (90.3%)
Male 9 (9.7%)
Age
20-29 10 (10.8%)
30-39 41 (44.1%)
40-49 26 (28%)
50-59 16 (17.2%)
60+

Years providing psychological treatment

1-5 years 20 (21.5%)
6-10 years 31 (33.3%)
11-15 years 19 (20.4%)
16-20 years 10 (10.8%)
21-25 years 4 (4.3%)
25-30 years 5 (5.4%)
30+ years 4 (4.3%)

Current role

Clinical psychologist 34 (36.6%)
Nurse 33 (35.5%)
Social worker 12 (12.9%)
Psychiatrist 3 (3.2%)
Family therapist 1(1.1%)
Occupational therapist 8 (8.6%)
Dietician 2 (2.2%)

There were no significant differences between the group with regards to
guide-type in terms of age (x*(31, N=93) =27.03, p=.671), gender (x*(1, N=93) =.03,
p=.856), professional background (x*(6, N=93) =4.84, p=.565), or years providing

psychological treatment (x*(6, N=93) =5.01, p=.532).
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(ii) Outcome analysis

Knowledge scores
On average therapists gained 4.96 (SD=3.89) points on the eMeasure from

pre-training to post-training. Mean eMeasure total scores increased significantly pre-
to post-web-centered training, from 5.31 (SD=2.76) to 10.28 (SD=4.10), t(92) =12.31,
p<.001, ES (d) = 2.55, 95% Cl (2.01, 3.10) (see Table 4.9). When study dropouts are
removed (N=15) training completer analysis shows that post-training scores rise

approximately an additional point to 11.32 (5D=3.4).

Table 4.9 Outcome of paired samples t-test on eMeasure score following web-centered training

Pre-training Post-training t df p d 95% ClI

M (SD) M (SD)
eMeasure
score 5.31(2.76) 10.28 (4.10) 1231 92 <.001 2.55 2.01,3.10
(N=93)

The independent-samples t-test based on eMeasure gain score found that
average gain scores revealed no significant differences based on guide-type (clinician
or non-clinician), t(91) = 1.53, p=.130, ES (d) = .32, 95% Cls (-0.09,0.73) (see Table

4.10).

Table 4.10 Outcome of independent samples t-test of change score by guide-type following web-
centered training

Pre-post change t df p d 95% ClI
score
M (SD)
Non-clinician
guide 4.39 (3.58)
(N=49)
1.53 91 .130 .32 -0.09, 0.73
Clinician guide
(N=44) 5.61 (4.16)
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The SPANOVA which split the groups into non-clinician and clinician
examined repeated measures scores of eMeasure (pre- and post- training) found a
significant effect for time, Wilks’ Lambda = 0.37, F(1,91)=155.38, p<.001, with a large
effect size (r12=.63); however, unlike the independent samples t-test above for
change score, the SPANOVA also found a significant effect of guide-type,
F(1,91)=7.252, p=.008, with a small effect size (n’=.07). Importantly, the SPANOVA
also found no significant interaction between time (pre-post eMeasure score) and
guide-type, F(1,91) =2.33, p=.130, with a small effect size (n2=.03) (see Table 4.11).
Figure 4.4 (below) provides some indication to explain the significant effect for
guide-type. Therapists who were guided by clinicians had higher pre training scores
than those guided by non-clinicians. The slopes of the lines however, do not differ
significantly. The main results for the SPANOVA, interaction between time and guide,
were in line with the independent-samples t-test of change score, but with the
additional finding that guide-type was significant. As a result, a further investigation

was required to ensure that a true interaction was not missed.
Figure 4.4 Pre/Post eMeasure score by guide-type

Pre and Post eMeasure score by guide
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Table 4.11 Split-plot ANOVA for eMeasure scores time by guide-type

Pre-training Post-training F df p r12
M (SD) M (SD)
Non-clinician
guide 4.86 (2.68) 9.24 (3.69)
(N=49) 2.33 1,91 .130 .03
Clinician guide
(N=44) 5.82 (2.80) 11.43 (4.23)

To further explore the interaction between time and guide-type an additional
analysis was conducted: an analysis of co-variance (ANCOVA). An ANCOVA is used
when it is likely that an additional variable is likely to influence the outcome (Bentler
& Bonett, 1980). In this case pre-score and post-score on the eMeasure were
correlated (r=.412) indicating that pre-score was a covariate. Pre-score had a positive
impact on post-score with therapists who received higher pre-scores also achieving
higher post-scores. The ANCOVA was able to determine if there was a statistically
significant difference between guide-type on post-score eMeasure, controlling for
pre-eMeasure score. Results of the ANCOVA were similar to the independent
samples t-test of change score, indicating that guide-type did not have a significant
effect on post-score after controlling for pre-score, F(9,70) =0.58 p=.654, with a very
small effect size (n2=.007). Notably, the ANCOVA suggested that pre-score on the
eMeasure did have a significant effect on post-score, F(12,13) =2.74 p=.041, with a
strong effect size (n2=.72) (Levene’s test was not violated p=.063) (see Table 4.12).
Moreover, post-hoc comparisons indicated that each pairwise difference (of guide-
type) was not significant, p=.109, further suggesting that post-eMeasure scores did

not vary significantly by guide-type.
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Table 4.12 ANCOVA for post-training eMeasure scores time by guide-type

Post-training F df p r12
eMeasure score*
M (SE)
Non-clinician
guide 9.50 (.63)
(N=49)
Clinician guide .58 (9,70) .654 .007
(N=44) 11.15 (.63)
* Covariates appearing in the model are evaluated at the following values pre-training total score =
5.31.

Trainees reaching competence cut-point
Thirty-four trainees (43.6% of training completers), met the pre-defined

competence cut-point on the eMeasure, compared with one therapist before
training. The number of those who reached competence was significantly different
dependent on guide-type, x*(1, N =93) = 6.51, p =.011. More therapists in the
clinician guided group reached competence compared to those guided by non-
clinicians. This difference is likely explained by virtue of the fact that the clinician
guided group started out with a higher test score (as explained above).
4.6.3 Discussion
Aims of Study 2c:
* In a pre-post design assess change in knowledge, following a new form of
online web-centered training
* Establish how many participants were able to reach a predefined cut-score
for competence after web-centered training
* Compare the effects on knowledge and reaching a competence cut-point of
having a clinician versus or a non-clinician guide during web training
This study investigated the effect of a novel online training for CBT-E on

knowledge: web-centered training. It is the first study of this form of training for

therapists learning psychological treatments. Several findings of note emerged. First,
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web-centered training was highly acceptable to therapists with a low drop-out rate
(14.9%). Second, web-centered training was effective at improving eMeasure score,
with therapists gaining nearly 5-points on average (M=4.96, SD=3.89). Additionally,
using pre-defined competence cut-scores (Cooper et al., 2015) over 40% of training
completers were able to achieve an eMeasure score above the competence cut-
point. Third, and perhaps most striking, this change in score was found regardless of
whether the therapists received guidance from an expert clinician or a non-clinician
guide. The first two of these findings are largely consistent with previous research
suggesting that online training formats are effective and acceptable (e.g., Dimeff et
al., 2009, 2015; Harned et al., 2014; Sholomskas & Carroll, 2006), especially when
combined with supervision (e.g., Herschel et al., 2010). This study is however, the
first time that non-clinicians have been used to offer a form of ‘supervision’ or
guidance. The present study suggests that effective web-centered training (in terms
of knowledge acquisition) could be supervised by non-clinicians. If these results were
to be replicated it appears that new scalable methods of training are indeed
possible. This is a potentially important development, given that a lack of expert
clinical supervisors has been identified by therapists as a barrier to treatment
implementation (e.g., Addis, Wade, & Hatgis, 1999). Indeed, a recent training study
by Dimeff and colleagues (Dimeff et al., 2015) again stressed the need for developing
“effective methods of making supervision and consultation more widely available”
pp.294. Web-centered training with guidance provided by non-clinicians may offer a
viable alternative.

The results of this study are limited by the relatively small sample size and

the lack of a control group. Furthermore therapists were not randomized to clinician
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or non-clinician guides but assigned as a matter of convenience, although few
differences were found between the groups. Finally, the sample of trainees studied
were volunteers from a group of trainees put forward by one Health Authority and
as such may not be representative of all trainees seeking training. A more robust
study in which therapists are randomized to receive either guidance from a clinician
or from a non-clinician and including a non-guided comparison is warranted. In the
meantime while the results are promising they should be viewed as preliminary.

4.7 Study 2d: Workshop training plus clinical supervision and Web-
centered training

Aims of Study 2d:

* Compare the effects of workshop plus supervision training and web-centered
training both on trainees’ knowledge acquisition and the number who reach a
competence cut-point

4.7.1 Method

(i) Design
Using a pre-post quasi-experimental design (described above), this study

compared two groups of therapists: those who completed the knowledge
assessment pre- and post- conventional workshop plus expert supervision training
and those who were similarly assessed pre- and post- web-centered training (see
Figure 4.1).
(ii) Recruitment

Recruitment for the two groups has been described previously (see Study 2b

and Study 2c).
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(iii) The training
Both forms of training have been described previously (see Study 2b and

Study 2c).

(iv) Assessment measure and Procedure
The assessment measure used and procedure followed for both forms of

training has been described previously (see Study 2b and Study 2c).

(v) Data analysis plan
The distribution of the data for Study 2d are described above for the

corresponding groups in Study 2b and Study 2c. The data (pre-post e-measure scores
and change scores) for both groups together were also normally distributed.
Therefore to determine differences of the impact of training type (workshop plus
supervision or web-centered) on knowledge, an independent samples t-tests and a
SPANOVA were used. The independent samples t-tests measured test score gain by
training group and the SPANOVA defined the between subjects variable as ‘training
type’ while the dependent within subjects variable as ‘time’ (as measured by pre-
training test score and post-training test score). As described above, Cohen’s d (for
the t-tests) and eta squared (for the ANOVA) were used to determine effect size.

For the SPANOVA the assumptions of homogeneity of variance (Levene’s test
F(1,110) = .841, p =.361 pretest and F(1,110) = 1.259, p =.264 post-test) and the
equality of covariance matrices (Box's test p=.347) were not violated. Therefore
significance was measured using Wilks’ Lambda.

To explore the number of therapists able to reach the competence cut-point

post-training, by training type, a Pearson’s chi-square test of competence was used.
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4.7.2 Results

(i) Sample characteristics
As described above for the corresponding groups in Study 2b and Study 2c

(see Table 4.2 and Table 4.4).

No differences were found between therapists who completed the workshop
plus supervision training and those who completed the web-centered training on age
(x*(3) =2.38, p=.497), gender (Fisher’s exact test, p=.331), professional background
(x*(6) = 5.76, p=.451) and years providing psychological treatment (x*(7) = 12.96,

p=.073).

(ii) Outcome analysis

Knowledge scores
The independent samples t-test of change score found no difference

between the two groups (workshop or web-centered) t(110) =.58, p=.566, ES (d) =

.15, 95% Cls (-0.35,0.64). (Figure 4.5 illustrates this, details are in Table 4.13).

Table 4.13 Outcome of independent samples t-test of change score by training type

Pre-post change score t df p d 95% ClI
M (SD)
Workshop plus
clinical 4.41 (3.08)
supervision
(N=19) .58 110 566 .15 -0.35, 0.64
Web-centered
training 497 (3.89)
(N=93)

The SPANOVA, which split the groups into those who received workshop
training plus clinical supervision and those who received web-centered training
examined repeated measures of eMeasure scores (pre-post), found a significant
effect for time, Wilks’ Lambda = 0.53, F(1,110) = 97.84, p<.001, with a large effect

size (n2=.47). Additionally, the SPANOVA found no significant interaction between
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time (pre-post eMeasure score) and training type F(1,110) = 3.4, p=.07, with a small

effect size (n2=.03) (see Table 4.14).

Table 4.14 Split-plot ANOVA for eMeasure scores time by training type

Pre-training Post-training F df p n
M (SD) M (SD)
Workshop plus
clinical supervision  6.95 (3.22) 11.37 (3.25)
(N=19)
Web-centered
training 3.4 1,110 .07 .03
(N=93)
5.31(2.76) 10.28 (4.11)

Trainees reaching competence cut-point
As described above, 10 trainees (52.6%) in the workshop plus clinical

supervision group and 34 trainees (43.6%) in the web-centered training group, met
the pre-defined competence cut-point on the eMeasure following training. There
were no significant differences between training type in terms of the numbers of

trainees reaching competence following training, x*(1, N = 112) = 1.71, p =.191.

Figure 4.5 eMeasure change scores by training type
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4.7.3 Discussion
Aims of Study 2d:
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* Compare the effects of workshop plus supervision training and web-centered
training both on trainees’ knowledge acquisition and the number who reach

a competence cut-point

The final study in this chapter explored the effects on knowledge of two
different methods of training, both of which included some element of follow-up
‘supervision’ in using the treatment previously learned. This is the first comparison
of these two forms of training.

The key finding of this study was that no significant differences were found
between conventional ‘gold standard’ training (workshop plus expert clinician
supervision) and a new form of web-centered training (online training with guidance
from either a clinician or non-clinician). Both forms of training increased knowledge
scores by an average of 4.6 points, with just over 40% in web-training and just over
50% of those in workshop training reaching the competence cut-point. This suggests
that scalable online training for CBT-E offers a viable alternative to traditional
workshop based training with expert clinical supervision.

The results of this comparison must be treated with caution. The comparison
was performed by comparing two separate training groups, recruited in different
ways and not randomized to receive one or other form of training. An additional
limitation is the sample size. In the workshop plus clinical supervision group the
sample size was small (n=20), limiting the interpretation of the results. A future
study consisting of adequate numbers of therapists randomized to various training

types is warranted.
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4.8 Conclusions
Individuals with eating disorders rarely receive evidence-based treatment

and even when they do, the treatments are not always delivered to a high standard.
As previously discussed this is likely due, in part, to a lack of effective training for
therapists. Yet, the effectiveness of training in all psychological treatments to impart
the required knowledge to therapists’ remains insufficiently studied. The four studies
described add to the growing body of literature investigating the effectiveness of
training generally and are the first to do so for CBT-E.

The main findings from the studies presented are that, with respect to CBT-E
knowledge, attendance at a training workshop in CBT-E alone is not associated with
any greater knowledge than non-attendance. Guidance of some form appears to be
associated with greater knowledge, with those receiving expert supervision and
web-based guidance both showing an increase in knowledge as a result of training.
More importantly these forms of training are associated with therapists reaching
competence. Notably, this study suggests that expert clinical supervision may not be
essential and that non-clinician guides can also offer appropriate guidance.
Additionally, this study highlights that web-based training offers a potentially
effective, scalable alternative to traditional in person workshop training. However,
the findings so far relate only to knowledge and change of knowledge. Whether this
knowledge is translated into more skilled behavior on the part of the therapist still

needs investigation.
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5.1 Overview
This chapter concerns the assessment of skills acquisition or the transfer of

knowledge into observable skill, which is the third level of Kirkpatrick’s model of training
evaluation. It describes a series of studies evaluating therapists’ skills after workshop plus
supervision training and web-centered training. As discussed workshop training plus expert
clinical supervision is considered to be the ‘gold standard’ of training outside of research
trials. Web-centered training is a new scalable online alternative to workshop training and
incorporates a form of scalable supervision termed “web-guidance”.

All of the studies presented in this chapter report on changes to skill acquisition
following training. Study 3a focusses on workshop training plus clinical supervision, Study 3b
evaluates web-centered training and Study 3c reports on a preliminary comparison of
workshop training plus clinical supervision and web-centered training.

5.2 Introduction

The findings from the previous chapter suggest that workshop training plus clinical
supervision and web-centered training are equally capable of improving therapists’
knowledge of CBT-E such that they reach a competence cut-point. Building on these
findings, this chapter will investigate if training is also able to improve therapists’ skills. As
has been described, a combination of knowledge and skill are considered essential elements
of competent therapy delivery (Cooper & Bailey-Straebler, 2015; Fairburn & Cooper, 2011;
Muse & McManus, 2013) and hence are the main outcomes of interest when evaluating
training. ‘Skill’ for the purposes of these studies is regarded as a therapist’s ability to

appropriately implement CBT-E interventions to a standard that it likely to achieve
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outcomes similar to those reported in the literature from treatment trials (e.g., Byrne et al.,
2011; Fairburn et al., 2015; Turner et al., 2015).

As defined by Kirkpatrick, transfer of knowledge into skill is ideally measured once a
training attendee has returned to his or her workplace. This allows investigators to assess
not only if skills were learned, but also if they are adequately being implemented. However,
if this is not feasible or practical, measuring transfer of knowledge into skills can be assessed
immediately or shortly after training. The transfer of learning thus encompasses two stages:
acquiring the ability to demonstrate a particular skill and then continuing to use it for the
longer-term.

As described in Chapter Two, the assessment of skill following training is a growing
research area with just over 50 studies investigating this topic in some way. As discussed,
the studies that assessed skill did so in a variety of ways, using role-played sessions, live
recordings of actual sessions, therapist self-report, patient or care-giver report and chart
review. Therapist behavior was evaluated by a variety of raters and rating scales with
different degrees of reliability and validity. Despite this variability, many results tended to
show improvement of skills following training (see Table 2.1 and Table 2.2). Results were
less uniform when examining competence. Few studies included competence cut-points
within their measures and results from those that did ranged from no therapists reaching
the cut-point (e.g., Beidas et al., 2009) to nearly all therapists achieving competence in more
intensive training involving expert supervision and ratings of therapy recordings (e.g.,

Walser et al., 2013).
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5.3 Overall Aim
The main aim of the studies presented in this chapter is to evaluate the effect of

various methods of training in CBT-E on skill acquisition. As in the previous chapter each

study has specific aims and methods and so for clarity will be presented separately.

5.4 Study 3a: Workshop training plus clinical supervision

Aims of Study 3a:

* In a pre-post design assess change in skill, following workshop training plus
expert clinical supervision

* Establish how many participants were able to reach a predefined cut-score for
competence after ‘gold standard’ training

5.4.1 Method

(i) Design
This study employed a pre-post quasi-experimental design® assessing CBT-E skills in a

group of therapists receiving workshop plus expert supervision (‘gold standard’ training).
Therapists were assessed before attending the training workshop and again after 16
sessions of supervision over 8 months (see Figure 5.1). Skill score and the percentage of
trainees meeting the competence cut-points were compared before and after training using

a newly developed standardized patient role-play measure.

As described in Chapter Four a quasi-experimental design is similar to experimental research but lacks
random assignment and a control comparison.

5.3



Figure 5.1 Design of Studies 3a, 3b and 3c
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plus
supervision

Web-centred
training
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(ii) Recruitment
Therapists were offered a training workshop plus expert clinical supervision as part

of a training initiative in several UK counties. All therapists who provided psychological
treatment for individuals with eating disorders were included, regardless of professional
background. There were no exclusion criteria. All therapists agreed to take part in the training
and to complete the skills assessment measure before and after training. No additional
incentives were provided. One group of trainees was recruited and assessed before and
after workshop training plus clinical supervision.
(iii) The training

A detailed description of workshop training plus clinical supervision can be found in

Chapter 4, section 4.4.1.

54



(iv) Assessment measure

Role-play Measure
The CBT-E role-play measure used in this study was created to assess therapists’ skill

at implementing various CBT-E treatment techniques. At present no specific measure exists
to assess CBT-E that could be used either for rating live therapy sessions or for standardized
patient encounters. Existing generic therapy skills measures such as the CTS are not suitable
for assessing limited domain intervention competence, the outcome of interest for
establishing whether a trainee has the ability to deliver CBT-E in a manner likely to obtain
expected results (Barber et al., 2007; Muse & McManus, 2013).

The decision to use role-plays with standardized patients as opposed to therapy
recordings with real patients was taken by the developers in order to standardize the
‘patients’ trainees were asked to treat. By doing this it was possible to avoid the problems
encountered with live sessions where patient difficulty cannot be controlled or indeed very
successfully measured, as described in Chapter Two. Further advantages of this method
included the possibility of sampling a wider range of trainee behavior with the use of several
short standard acted clinical scenarios; and it allowed trainees to be more easily assessed
before and after training (Fairburn & Cooper, 2011).

The content covered by the measure was agreed by a group (N=7) of international
CBT-E expert clinicians. Ten interventions covering all the important stages of treatment
emerged from this consultation process (see Table 5.1). With the proportion of
interventions selected in each stage matching the time spent on them in therapy (Stage
one- 4 interventions, Stage two- 0 interventions, Stage three- 5 interventions, Stage four- 1
intervention). Clinical scenarios where devised to cover the main aspects of each

intervention focusing on two typical presentations of patients with bulimia nervosa. Patient
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A represents a quiet, anxious patient whose eating is generally very rigidly controlled and
whose weight is at the low end of the healthy range, while patient B is talkative, easily
distracted with a fairly chaotic eating pattern and a higher (healthy) weight. The measure
III

thus contains 20 scenarios and covers the main CBT-E interventions for two “typica

patients.

Table 5.1 Clinical scenario topics for the role-play measure

1) The formulation
2) Self-monitoring
3) Regular eating

4) Motivation

5) Weekly weighing
6) Body checking

7) Residual binges
8) Foodrules

9) Feeling fat

10) Staying well

Each scenario involves a brief clinical vignette describing the patient, the stage and
progress in treatment and specifies the trainee’s task, which is to spend up to 8 minutes
‘treating’ the simulated patient in the way they think most appropriate. Each role-play
encounter lasts up to a total of 13 minutes (this includes five minutes of preparation time
during which the therapists familiarize themselves with the clinical vignette).

Each individual trainee assessment was designed to consist of three scenarios drawn
from the 20 potential scenarios. The simulated encounters were originally designed to take
place in face to face settings, but have also been used over the telephone and via Skype
video links. Subsequent ratings are performed by trained raters, but not expert clinicians, on

audio recordings of the encounters using a specially designed rating scale.
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Rating Scheme
The rating scale was devised by a group (N=5) of CBT-E experts listening to the

performances of therapists of various degrees of expertise (judged globally by two expert
clinicians) and extracting the core features they covered when completing the 10
interventions. These were then converted into scenario specific checklists used to guide
raters in making their ratings. Consensus was also achieved about what, in the case of each
scenario, constituted a complete absence of these relevant CBT-E procedures and what was
involved in limited, moderate and consistent applications of the core procedures
respectively. The role-plays are rated on a 7 point ‘CBT-E procedure’ scale, with a number of
anchor points: a score of zero indicating a complete absence of CBT-procedures; 2 indicating
limited application; 4 moderate application and 6 consistent application. A rating of 4
involving the application of most of the scenario specific features is taken to meet minimum
competence in the intervention. In addition raters are required to make two further yes /no
ratings regarding whether the trainee used a CBT-E consistent approach and whether the
trainee did anything likely to undermine treatment. They make these judgements with the
help of a 15 item CBT-E approach checklist.

Data on the reliability and validity of this measure exist but are yet to be published,
although preliminary investigation suggests that it performs reasonably well. For example
face validity is suggested by a sample of 68 therapists who completed the role-play measure
and rated the role-plays as feeling “genuine” with 74.6% categorizing their performance as
either moderately or closely resembling their actual behavior in therapy sessions. This rating
did not differ for those who completed the role-play in-person, over the phone or over

Skype.
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Raters
Four research assistant coders were trained to reliability. Training was very minimal

so as not to undermine potential scalability. Raters were introduced to the measure and
given a brief summary of the core interventions to be rated. They subsequently completed
ratings for (N=12) demonstration tapes. Ratings were compared with those of experts and
any discrepancies were discussed and resolved. In total across the threes studies presented
in this chapter, 132 individual role-plays were rated. Inter-rater reliability for the role-plays
was established by calculating intraclass correlation coefficients (ICC) for all four ‘blind’
raters (Bartko, 1966). Raters were ‘blind’ to the trainees’ stage in training and training-type.
Each role-play was rated by at least two raters. Inter-rater reliability was performed on all

role-plays and was high across the four raters (mean ICC = .82, range =.76-.88).

Actors
In nearly all (88.6%) of the standardized patient scenarios the patient was played by

one person familiar with the treatment and the typical presentation of patients with eating
disorders (the current author). As a result no special training was involved with the patient
being portrayed in accordance with instructions for each scenario. The advantage of one

actor was that there was very little variation in ‘patient’ difficulty.

(v) Procedure
All therapists in this training were sent an online consent form via email. Once

consent was received, a mutually convenient time to conduct the role-play was arranged.
Role-plays were conducted before trainees attended the workshop and then repeated after
the end of eight months clinical supervision. The majority of role-plays were done face to

face in the trainee’s own office. Two of the role-plays were conducted over Skype.
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Demographic data was previously collected from participants using an electronic

survey hosted by Qualtrics (www.gualtrics.com) as in Study 2b. As before, ethical approval

was obtained from the Oxford University Central Research Ethics committee:

MSD/IDREC/C1/2012/43.

Assessment procedure
At each time-point, three scenarios were chosen by a computer based random

number generator. To begin the assessment, the actor read out the initial introductory
information regarding the role-play and what would happen. Then the actor read out a brief
introduction to the specific scenario and handed both role-play specific information and
background information about the patient to the trainee. The trainee was then given up to
five minutes to read the introductory information and familiarize themselves with any of the
provided background information. At the end of the five minutes the trainee ‘treated’ the
‘patient’ on the given intervention for up to eight minutes. No feedback was given at the
end of the role-play and actor read out a brief introduction to the next scenario, and later
the third.

All role-plays were digitally recorded and time was kept on a timer visible to both the

trainee and the actor. At a later date role-plays were rated by ‘blind’ raters described above.

(vi) Data analysis plan
First the data were checked for normality and to ensure that the assumptions of the

planned statistics were not violated. The data (role-play measure scores) for the workshop
plus clinical supervision group was sufficiently normally distributed for pre-training role-play
and post-training role-play, post-training role-play competence scores and change scores for
conducting the analysis (i.e., as described, skew < 2.0 and kurtosis < 9.0 Schmider, Ziegler,

Danay, Beyer, & Blihner, 2010). A Shapiro-Wilks’ test (p > .05) and a visual inspection of
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histograms, normal Q-Q plots, and box plots further suggested that the data were
approximately normally distributed. Therefore to investigate differences in role-play
measure score pre-to post- training, paired samples t-tests were used. As described in
Chapter 4, a paired samples t-test can be used when observations from two time points for
the same or matched participants exist (Haslam & McGarty, 2014, pp. 199-213). Cohen’s d
was used to calculate effect sizes for the t-tests, as detailed in Chapter Four.

To explore the number of therapists able to reach the pre-defined measure
competence cut-point, a McNemar’s chi-square test of competence by time (pre- post-

training) was used (Peck et al., 2016, pp. 574-582).

5.4.2 Results

(i)Sample characteristics
Twenty-one therapists were put forward from four different UK counties to

participate in the training. All therapists completed at least some demographic information
with 71.4% providing complete information. The majority of the total sample was female
(n=17, 81%). The mean age was 43.3 (range= 26-61). Just over half of those who provided
detailed information (N=8/15, 53.3%) had been providing psychological treatment for 10
years or more. Clinical psychology (N=9/20, 45%) and nursing (N=9/20, 45%), were the most

well represented professional backgrounds (see Table 5.2).
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Table 5.2 Demographic details for participants in Study 3a

Demographic details

Workshop plus supervision
(Study 3a)

(N=21)
Gender
Female 17 (81.0%)
Male 4 (19.0%)
Age
20-29 1(5.3%)
30-39 6 (31.6%)
40-49 5(26.3%)
50-59 6 (31.6%)
60+ 1(5.3%)
Years providing psychological treatment
1-5 years 1(6.7%)
6-10 years 6 (40.0%)
11-15 years 3 (20.0%)
16-20 years 2 (13.3%)
21-25 years 1(6.7%)
25-30 years 2 (13.3%)
30+ years 0
Current role
Clinical psychologist 9 (45.0%)
Nurse 9 (45.0%)
Social worker 2 (10%)
Psychiatrist 0
Family therapist 0
Occupational therapist 0
Dietician 0

(ii) Outcome analysis

Role-play scores

On average therapists gained 0.21 (SD= 0.94) points on the role-play measure from

pre-training to post-training. Mean role-play measure scores changed from pre- to post-

workshop plus clinical supervision, from 3.34 (SD=1.08) to 3.55 (SD= 0.94). The change was

5.11



not significant t(20) =1.00, p=.329, 95%, with a small effect size (ES (d) =0.44), 95%

confidence intervals (Cls) (-0.43, 1.30) (see Table 5.3).

Table 5.3 Outcome of paired samples t-test on skills assessment following workshop plus clinical supervision

Pre-training Post-training t df p d 95% ClI

M (SD) M (SD)
Role-play
measure score 3.34(1.08) 3.55(0.94) 1.00 20 .329 A4 -0.43,1.30
(N=21)

Trainees reaching competence cut-point
Eight therapists (38.1%) reached the competence cut-point prior to training and nine

therapists (42.9%) reached competence following training. This difference was not
significant (p=1.00).
5.4.3 Discussion
Aims of Study 3a:
* In a pre-post design assess change in skill, following workshop training plus expert
clinical supervision
e Establish how many participants were able to reach a predefined cut-score for
competence after ‘gold standard’ training
This study investigated the effect of conventional workshop training plus expert
supervision in CBT-E on trainees skills using standardized role-plays to assess their
performance. The findings indicate that training did not significantly improve therapists’
skills or increase the number achieving competence. This is surprising given that other
studies investigating training plus supervision have generally found improvements in skills
following training (e.g., Beidas, Edmunds, et al., 2012; Smith et al., 2007). A possible
explanation for this apparent inconsistency may be a ceiling effect. Therapists’ pre-training

scores on the role-play measure were high (3.34 (SD=1.08)); however, as the scale went up

to a score of ‘6’ it seems unlikely that there was not enough room to show change. Other
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reasons to account for this inconsistency, as detailed in Chapter Four (Study 2a) and so only
briefly described here, are likely related to the complex nature of the material being taught;
the manner of its presentation; and the open-ended style of the assessment measure. As
has been argued, unlike many of the other treatments which have been assessed as part of
a training evaluation, CBT-E is comprised of numerous interventions which may be difficult
to learn over a two day workshop, even with clinical supervision. Additionally, it may be that
this training requires more interactivity based on adult learning principles. Finally, the
assessment measure used in this study is far more complex that other domain specific
assessments. For example, Beidas and colleagues (2012) had trainees complete one role-
play assessment focused on a single intervention: an exposure task. This is rather different
to the 10 interventions (times two types of patients) presented in the CBT-E role-play
measure. Further testing is required to determine if the role-play measure used in this study
is inherently more difficult that others currently used.

This study has several limitations. Its principal limitations were a small sample size;
the lack of a control groups; and possibly the biased or non-representative nature of the
sample. For these reasons it is difficult to make any firm conclusions about the results or to
generalize results. To better determine the effects of workshop training plus clinical
supervision, future studies should randomize a sufficient number of therapists to different
forms of training. Finally, the study is limited by the use of an outcome measure that does
not at present have published reliability and validity data. As described earlier, there are
currently no established measures to assess for skills acquisition following training in CBT-E.
Therefore a newly created measure was used. Although the role-play measure was
developed systematically, has promising face validity and the inter-rater reliability in this

study was good, its psychometric properties are still being investigated. Additionally, while
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the role-play measure is potentially able to assess trainees’ competence or ability to provide
CBT-E, it does not assess whether they actually do provide it to real world patients in their
everyday practice nor does it provide information about longer term implementation of

CBT-E.

5.5 Study 3b: Web-centered training

Aims of Study 3b:

* In a pre-post design assess change in skill, following a new form of online web-
centered training

* Establish how many participants were able to reach a predefined cut-score for
competence after web-centered training

5.5.1 Method

(i) Design
This study employed a pre-post quasi-experimental design (as described above)

assessing CBT-E skills in a group of therapist receiving web-centered training. Therapists
were assessed before starting the training and again after up to 12 sessions of web-guidance
over 6 months (see Figure 5.1). Skills scores and the percentage of trainees meeting the

competence cut-points were compared before and after training.

(ii) Recruitment
Therapists were recruited through an initiative of the Irish government national

health care system, Health Services Executive (HSE), to increase training in psychological
therapies (described in Chapter Four, section 4.4.1). A subgroup of therapists participating
in the training volunteered to complete a role-play measure. All therapists who provided
psychological treatment for individuals with eating disorders were included, regardless of

professional background. There were no exclusion criteria. No incentives were offered.
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(iii) The training
A detailed description of web-centered training can be found in Chapter 3, section

3.5.

(iv) Assessment measure and Procedure
All therapist trainees completed the role-play assessments before and after training.

The standardized patient role-play measure described above was used (section 5.4.1).

To increase scalability of this method of assessment, all role-plays were conducted
over the phone or Skype. While Skype, had already been piloted, using the telephone was
also piloted with two therapists who did not view the method as problematic. Electronic
versions of all necessary documents were held on ExamOnline and accessed by therapists in
the same way described for the eMeasure in Chapter Four.

Demographic data were collected at the start of the training on all participants via
Qualtrics software as described for Study 3a. As before, ethical approval was obtained from

the Oxford University Central Research Ethics committee: MSD/IDREC/C1/2012/43.

(vii) Data analysis plan
First the data were checked for normality and to ensure that the assumptions of the

planned statistics were not violated. The data for the group were sufficiently normally
distributed for pre-training role-play, post-training role-play, post training role-play
competence scores and change scores (as described above). A Shapiro-Wilks’ test (p > .05)
and a visual inspection of histograms, normal Q-Q plots, and box plots all suggested that the
data were approximately normally distributed. Therefore, as described above, to investigate
differences in role-play measure score pre-to post- training, paired samples t-tests were

used. Cohen’s d was used to calculate the effect size.
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As above, to explore the number of therapists able to reach the pre-defined measure
competence cut-point, a McNemar’s chi-square test of competence by time (pre- post-

training) was used (Peck et al., 2016, pp. 574-582).

5.5.2 Results

(i) Sample characteristics
Twenty-three therapists volunteered to complete a pre-training and post-training

role-play. All therapists completed the demographic information. The majority of the
sample was female (n=19, 82.6%). The mean age was 38.6 (range= 25-52). Nearly 70%
(n=16, 69.4%) of the sample had been providing psychological treatment for over 10 years.
Clinical psychology (N=13, 56.5%) and nursing (N=7, 30.4%), were the most well-

represented professional backgrounds (see Table 5.4).
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Table 5.4 Demographic details for participants in Study 3b

Demographic details Web-centered training
(Study 3b)
(N=23)
Gender
Female 19 (82.6%)
Male 4 (17.4%)
Age
20-29 5(21.7%)
30-39 8 (34.8%)
40-49 7 (30.4%)
50-59 3 (13.0%)
60+

Years providing psychological treatment

1-5 years 1(4.3%)
6-10 years 6 (26.1%)
11-15 years 3 (13.0%)
16-20 years 5(21.7%)
21-25 years 5(21.7%)
25-30 years 0

30+ years 3 (13.0%)

Current role

Clinical psychologist 13 (56.5%)
Nurse 7 (30.4%)
Social worker 1(4.3%)
Psychiatrist 0

Family therapist 0
Occupational therapist 2 (8.7%)
Dietician 0

(ii) Outcome analysis

Role-play scores
On average therapists gained 0.70 (SD= 1.02) points on the role-play measure from

pre-training to post-training (see Table 5.5). Mean role-play measure score increased
significantly pre- to post-web-centered training, from 3.22 (SD=0.97) to 3.92 (SD= 0.93),

t(22) =3.28, p=.003, with a large effect size (ES (d) =1.37), 95% Cl (0.46, 2.28) (see Table 5.5).
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Table 5.5 Outcome of paired samples t-test on role-play measure score following web-centered training

Pre-training Post-training t df p d 95% Cl
M (SD) M (SD)
Role-play
measure 3.22 (0.97) 3.92 (0.93) 3.28 22 .003 137 0.46, 2.28
score
(N=23)

Trainees reaching competence cut-point
Seven therapists (30.4%) reached the competence cut-point prior to training and 14

therapists (60.9%) reached competence following training. The number of therapists
reaching competence following training increased significantly (p=.016).
5.5.3 Discussion
Aims of Study 3b:
* |In a pre-post design assess change in skill, following a new form of online web-
centered training
e Establish how many participants were able to reach a predefined cut-score for
competence after web-centered training
This study investigated the effect of a novel form of training in CBT-E, web-centered
training, on therapists’ skill. Web-centered training significantly improved scores on a role-
play measure from pre- to post- training. Additionally, over 60% of therapists met the pre-
defined competence cut-point on the role-play measure following training, as compared to
30% at baseline.
Both of these findings are of note. While the first result is consistent with previous
research suggesting that online training formats are acceptable and effective at improving
skill (e.g., Dimeff et al., 2009, 2015; Harned et al., 2014; Sholomskas & Carroll, 2006), this is

the first study to show this improvement using a scalable method of supervision (‘web-

guidance’). It is also the first study of its kind in the field of online training for eating
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disorders. In addition this study not only demonstrated significant change in trainees’ skills
but was also able to show that they were able to meet a predefined competence threshold.

The results of this study, however, are limited by several factors. First, there was no
control group. Robust conclusions are difficult to draw as it cannot be assumed that the
change in therapist skills can be attributed to the training. It is always possible that other
factors in the therapist’s environment may have played a role. For example additional
training or peer supervision may have had an impact on a change in therapists’ skills,
although to our knowledge this did not happen. Second, the sample size was small (N=23),
and third the therapists represented a self-selected subgroup of volunteers and so results
may not generalize to all therapists who receive web-centered training in CBT-E. Finally, a
further limitation is the assessment measure. As described above, the full psychometric
properties of the measure are still being studied. Also, a measure of this kind can only serve
as a proxy for how a therapist might behave in routine clinical setting.

Despite the limitations of this study, the preliminary support for web-centered
training is encouraging and suggests that further study within an adequately powered
randomized controlled study is warranted.

5.6 Study 3c: Workshop training plus clinical supervision and Web-centered
training

Aims of Study 3c:

e Compare the effects of workshop plus supervision training and web-centered training
both on trainees’ skill acquisition and the number who reach a competence cut-point
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5.6.1 Method

(i) Design
Using a pre-post quasi-experimental design (described above), this study compared

two groups of therapists: those who completed a skills assessment pre- and post-
conventional workshop plus expert supervision training and those who were similarly

assessed pre- and post- web-centered training (see Figure 5.1).

(ii) Recruitment
Recruitment for the two groups has been described previously (see Study 3a and

Study 3b).

(i) The training
Both forms of training have been described previously (see Study 3a and Study 3b).

(iv) Assessment measure and Procedure
The assessment measure used and procedure followed for both forms of training has

been described previously (see Study 3a and Study 3b).

(v) Data analysis plan
Distribution of data as described above for the corresponding groups in Study 3a and

Study 3b. The data (pre-post role-play measure scores and change scores) for both groups
together were also normally distributed. Therefore an independent samples t-test, and a
SPANOVA were used to determine differences in the impact of training type (workshop plus
clinical supervision or web-centered) on skills acquisition. The independent samples t-test
examined role-play measure change score by training group. The SPANOVA defined the
between subjects variable as ‘training type’ while the dependent within subjects variable
was ‘time’ (as measured by pre-training role-play score and post-training role-play score).
As described in Chapter 4, independent samples t-test are used determine if there

are statistically significant differences between the means of two unrelated groups (Howell,
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2013, pp. 206—211). A SPANOVA is useful when examining mean differences between two
or more independent groups assessed at more than one time point (Huck & McLean, 1975).
The analysis incorporates both a repeated measures effect and a between groups effect.
Effect sizes for the t-test used Cohen’s d and eta squared for the ANOVA.

For the SPANOVA the assumptions of homogeneity of variance (Levene’s test F(1,42)
=1.12, p =.296 pre-role-play, and F(1,42) = 0.004, p =.948 post-role-play and the equality of
covariance matrices (Box’s test p = .917; p = 9.26, respectively) were not violated. Therefore
significance was measured using Wilks’ Lambda.

To explore the number of therapists able to reach the competence cut-point, by

training type, a Pearson’s chi-square test of competence was used.

5.6.2 Results

(i) Sample characteristics
As described above for the corresponding groups in Study 3a and Study 3b (see Table

5.2 and Table 5.4).

No differences were found between therapists who completed the workshop plus
supervision training and those who completed the web-centered training on age (Likelihood
ratio, p=.125), gender (Fisher’s exact test, p=.596) and professional background (Likelihood
ratio, p=.250). The groups did differ significantly on years providing psychological treatment
(Likelihood ratio, p=.012). Web-centered trained therapists on average were a more

clinically experienced group than those in workshop plus supervision training.
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(ii) Outcome analysis

Role-play scores
The independent samples t-test of role-play change score found no significant differences

between the two training groups, t(42) =1.61, p=.115, ES (d) = .15, 95% CI (-0.35,0.64) (see

Table 5.6).

Table 5.6 Outcome of independent samples t-test of role-play measure change score by training type

Pre-post t df p d 95% ClI
change score
M (SD)
Workshop plus clinical
supervision .22 (.94)
(N=21) 1.61 42 115 .15 -0.35, 0.64
Web-centered .70 (1.02)
(N=23)

The SPANOVA which split the groups by training-type and then examined repeated
measures of role-play scores (pre- and post-training) found a significant effect for time,
Wilks’ Lambda = 0.82, F(1,42) = 9.24, p=.004, with a large effect size (n2=.18). Additionally,
the SPANOVA found no significant interaction between time (pre-post eMeasure score) and

training type F(1,42) = 2.72, p=.106, with a moderate effect size (n2=.06) (see Table 5.7).

Table 5.7 Split-plot ANOVA for role-play measure scores time by training type

Pre-workshop Post- F df p r12
workshop
M (SD) M (SD)
Workshop plus
clinical supervision  3.34 (1.08) 3.55 (.94)
(N=21)
Web-centered 9.24 1,42 .106 .06
training 3.22 (.97) 3.92 (.93)
(N=23)

Trainees reaching competence cut-point
As described above, nine trainees (42.9%) in the workshop plus clinical supervision

group and 14 trainees (60.9%) in the web-centered training group, met the pre-defined
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competence cut-point on the role-play assessment following training. The number of those
who reached competence was not significantly different between the two training types,
x%(1, N = 44) = 1.43, p =.232. It should be noted that as the chi-square assessed differences
in competence at post-training only, and not pre-post change for both groups,

interpretation of this result is difficult.

5.6.3 Discussion
Aims of Study 3c:

* Compare the effects of workshop plus supervision training and web-centered
training both on trainees’ skill acquisition and the number who reach a competence
cut-point
The final study in this chapter offered a preliminary comparison of the effects of
conventional workshop plus supervision training (‘gold standard’) and web-centered
training on skill acquisition. The main finding of this exploratory comparison is that training
does improve skill; however, this is regardless of training type. No differences in skill
acquisition, as measured by role-play change score or raw score, were detected with the
two forms of training. This exploratory outcome is consistent with the literature of RCTs
finding no differences between online and in-person trainings (Dimeff et al., 2009, 2015)
with respect to skill acquisition. This finding is particularly noteworthy as the two trainings
vary dramatically in terms of scalability and cost. The workshop training relied on expert
clinical supervisors trained in CBT-E of which there are few. By contrast, web-centered
training included therapists guided by non-clinician guides (described in Chapter Three,
section 3.4).

When considered alongside the results for Study 3a and Study 3b (above), the results

here may appear inconsistent and this is likely due to a number of limitations, inherent in
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exploratory studies. The quasi-experimental design means that these two groups were not
randomized to training type and although significant sample differences between the
groups were found on only one variable (years providing psychological treatment),
therefore comparisons between the groups should only be considered preliminary.
Additionally, the groups were recruited in different ways; all of those in the workshop plus
supervision group were required to complete the assessment, while those in web-training
were volunteers. A further limitation is the small sample size. With roughly 20 therapists in
each group the sample is underpowered to detect differences. The non-significant findings
and yet moderate effect sizes provide an indication that the study, as currently powered, is
insufficient. This investigation might allow future research to determine the appropriate
number of therapists that need to be studied so as to have adequate power to detect
differences between the groups (Sullivan & Feinn, 2012). As such, future research should
randomize a well-powered sample of therapists to receive workshop plus supervision or
web-centered training.
5.7 Conclusions

Investigations into the impact of training in psychological treatment on therapists’
skill acquisition is an emerging research area. As detailed in Chapter Two, section 2.4, while
most training produces some improvements, the results are inconsistent and, as few report
on competence cut-point, the results are difficult to interpret. The three studies presented
here add to the growing body of literature that investigates the effectiveness of training
generally and are the first to do so for CBT-E. The main finding from the studies presented
here is that web-centered training is able to improve therapists’ skills and ability to reach a
predefined competence cut-point. Web-centered training might offer an effective, scalable

alternative to traditional in person workshop training at improving therapist skill.
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6.1 Overview
In this final chapter the findings of the three main reported studies are summarized

and their conclusions are reviewed. The broader relevance of the findings are discussed and

areas for further research are highlighted.

6.1.1 Summary of findings
The overarching aim of the research presented in this thesis was to investigate the

effects of both current and more novel and scalable training in CBT-E. CBT-E was chosen as
an example of an evidence-based psychological treatment which is not widely available to
those who might benefit from it, in part due to the lack of easily accessible training.
Furthermore, to date, there has been no research systematically investigating the effects of
training in CBT-E. This first exploratory investigation of training was guided by a training
evaluation framework commonly used in the field of business but also increasingly
employed in the psychological training literature (e.g., Dimeff et al., 2015; Harned et al.,
2014; Westbrook et al., 2012): the Kirkpatrick Method. Following Kirkpatrick’s framework
three broad areas were investigated: reaction to training, and the impact of training on
knowledge, and skill acquisition. Given the exploratory nature of the work and the practical
difficulties involved in systematically assessing training, to a large extent, each of these
areas was assessed separately. Further investigation of the inter relationships between
trainees’ attitudes to training and implementation, knowledge and skill acquisition and its
measurement was beyond the scope of the present investigation; as was the study of longer

term implementation of evidence-based treatments in routine clinical settings.
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Chapter One
The first chapter described the research-practice gap in the area of evidence-based

psychological treatments, and suggested that a lack of effective and scalable training was
likely @ major contributing factor. While an effective method of training currently exists, this
intensive method used to train trial therapists (generally comprising didactic teaching,
treating several pilot patients, measures to ensure strict adherence to treatment protocols
and mandatory and detailed supervision), is not available to most clinicians. There are
simply not enough supervisors to provide the training and the financial burden of training of
this type would be too great. It was therefore decided that the training therapists are
typically offered, either workshops alone or, more rarely, workshops plus supervision,
should be evaluated alongside more scalable methods that are potentially capable of
reaching many more therapists. The case for investigating one particular EST, CBT-E, using

the Kirkpatrick Model for training evaluation, was made.

Chapter Two
In Chapter Two the literature on current training studies of ESTs with community

clinicians was reviewed. The review of studies was guided by the Kirkpatrick framework,
which assessed: therapists’ reactions to training; knowledge acquisition; skill acquisition;
and the impact that training had on patient outcomes. The studies varied considerably in
terms of study design, content of the training, number of participants, and the training
outcome measures employed, making comparisons difficult. Despite these methodological
problems, the results were fairly consistent. Overall the studies indicated that therapists
liked training and that training appeared to improve knowledge. Results were less
consistent, though still largely positive, with regards to skill acquisition and patient

outcomes. However, as described the robustness of these positive findings were particularly
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limited by the reliance on superficial feedback forms to assess reaction and assessment
measures without adequate psychometric data. In particular, clearly defined competence
cut-points to assess the extent or value of reported knowledge and skill gains were lacking.
The review highlighted the need for in-depth assessments of therapist reactions to
training and the use of valid scales with well described competence cut-points to assess

knowledge and skills.

Chapter Three
Chapter Three presented the first of three main studies that formed the core of this

thesis. Study 1 was an exploratory study that employed formal qualitative research
methods. In-depth interviews with individual therapists were conducted to assess their
reactions (level one of Kirkpatrick’s model) to either workshop training or web-centered
training. A number of findings resulted from this investigation. Most important was that
therapists found web-centered training (a scalable method of training) to be acceptable
regardless of whether their web-guide was a clinician or a non-clinician. Furthermore this
study revealed that although therapists had a strong belief in their ability to carry out
treatment following training, they did not intend to implement the treatments as suggested.
In addition, this study emphasized that therapists’ definition of evidence-based treatment

may differ from researchers’ definition.

Chapter Four
Study 2, consisting of a number of sub-studies (2a, 2b, 2c, and 2d), assessed the next

level of training proposed by the Kirkpatrick framework: learning or knowledge acquisition
related to training. Theoretical and applied knowledge of CBT-E was assessed using the
validated online CBT eMeasure. A number of significant findings emerged from these series

of studies. Study 2a found that compared to those who had received either no training or
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workshop only training, those who had received workshop training combined with expert
supervision had higher scores on the knowledge measure. Study 2b specifically investigated
the impact of clinical supervision combined with workshop training on changes in therapist
knowledge. It found significant increases in both knowledge scores and the percentage of
those meeting competence cut-points after training as compared to pre-training. Study 2c
investigated knowledge and competence changes after a course of web-centered training.
Three important findings resulted from this study. One, therapists found training to be
valuable with less than 15% dropping out. Two, training resulted in increases in knowledge
and the percentage of those who achieved pre-defined competence cut-points as compared
to pre-training baseline. Of particular interest was the third finding that changes in
knowledge and competence rates were not dependent on whether trainees had a clinician
or non-clinician guide. Study 2d involved an exploratory comparison between workshop
training plus clinical supervision and web-centered training. Results indicated that there

were no differences between the methods in terms of knowledge acquisition.

Chapter Five
Study 3, consisting of sub-studies 3a, 3b and 3¢, investigated whether training also

resulted in skill acquisition (Level three of Kirkpatrick framework). Using a newly developed
CBT-E role-play measure trainees’ behavior was assessed through standardized simulated
therapy encounters. Study 3a investigated pre-post skill and competence changes after a
conventional workshop training plus clinical supervision. No differences were detected in
skill or in the percentage of those meeting competence cut-points after training as
compared to pre-training. Study 3b concerned changes in therapist skill following a course
of web-centered training. Training resulted in a significant increase in both skills and in the

percentage of those who achieved competence. Study 3c offered a preliminary exploration
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comparing workshop training plus clinical supervision and web-centered training. Results
indicated that there were no differences between the two training groups in terms of skill
acquisition.

The strengths and limitations of all of the studies have been covered in each of the

respective chapters.

6.1.2 Broader relevance and future directions

(i) Therapists’ views about training
Generally therapists enjoyed training. Their positive reactions are consistent across a

variety of different types of training, including face to face workshops, online formats and
web-guidance. Yet, despite their support for evidence-based treatments and their stated
confidence in their ability to use the treatments they have learned, from the outset they do
not generally intend to fully implement these. Their intention to only partially implement
treatment appears to be related to their views, and in some cases misconceptions,
regarding patient suitability and evidence-based treatments rather than their confidence in
their abilities or indeed training. Although this finding relates specifically to therapists
training in CBT-E, there are reports of therapists having similar objections in other treatment
areas (e.g., Gallo & Barlow, 2012; Stewart, Stirman, et al., 2012). If this is indeed a general
problem, it may be possible to change intentions and even behavior by paying more

attention to and addressing these concerns and misconceptions during training.

(ii) The effect of training
The exploratory studies indicated that both conventional workshop plus expert

supervision training and novel web-based training, even with non-clinician guides, were
associated with gains in knowledge, while the effects of training through workshop alone

were less clear. This finding, which highlights the importance of supervision is in line with
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previous research (Kolko et al., 2012; e.g., Miller et al., 2004). While studies of training in
other areas (e.g., Dimeff et al., 2015; R. Richards et al., 2011) have reported knowledge
gains after workshop training alone, it should be noted that this was not directly assessed in
the studies reported in this dissertation.

Web-centered training in CBT-E was associated with pre- to post- increases in skill to
a degree that therapists’ reached a predefined competence level. While no other study has
used this form of web-based training with its particular form of scalable ‘supervision’, this
investigation raises an interesting question of whether this form of training might be more
generally applicable in order to achieve wider scale dissemination of evidence-based

treatments.

6.1.3 Future directions
The work presented in this thesis is best viewed as exploratory research. As such

there are a number of areas in which the work could be expanded. And, indeed, some of
these avenues for further work have already been undertaken as part of the work of the
Centre for Research on Dissemination (Credo) (described below).

Firstly, regarding the qualitative studies described in Chapter Three it would be
helpful to know if changes to training could deal with some of the mismatches between
trainers goals and trainees’ expectations. For example, trainers (in-person or online) could,
as part of the training, include a section that addresses ‘common concerns’. This part of
training might include discussions on issues such as patient complexity —i.e., the perceived
differences between patients seen in research trials and those seen in clinical practice. It
might also be possible to persuade therapists not to prejudge who is likely to respond to
treatment but instead only make changes to the evidence-based treatment once it has been

given a good trial and proves not to be effective. Trainers might also be able to discuss the
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differences between implementing entire treatment packages versus only specific
components of treatment. Discussions on this topic may allow trainers to demonstrate that
the latter is no longer an EST. And by so doing, therapist drift, when a clinician engages in
“therapy-interfering behaviors” (Waller, 2009, p. 120) often with the intention to help their
patient, may be avoided. Additionally, trainers would be able to clearly state that one
training does not equate to a therapist being equipped with the skills to deliver competent
therapy. Therapists should be encouraged to view training workshops without supervision
as only an introduction to the topic. Such changes to training might subsequently be tested
in a variety of ways, possibly both qualitatively and quantitatively with longer term follow-
up studies or studies of patient outcomes.

Using the detailed information obtained in the qualitative study it has been possible
to create a semi-structured interview regarding therapists’ reactions and intentions
following training. We are currently testing it out on current trainees. Based on findings
from the semi-structured interview we plan to create more useful feedback forms than have
previously been available, to assess how therapists view training. This would allow much
faster and easier data collection on a much larger scale.

Secondly, the studies on knowledge and skill acquisition associated with different
forms of training are all exploratory, involving cross-sectional designs or quasi-experimental
designs without control or comparison groups. Additionally, the trainees investigated in
these studies were recruited by different methods and not randomized to training methods.
Hence well-powered randomized trials are required. There are, however, interesting issues
about the design of such studies. When evaluating new scalable methods of training non-
inferiority or equivalence designs (Greene, Morland, Durkalski, & B. Frueh, 2008) may be

more appropriate than superiority designs. Given that some forms of conventional training
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appear to be successful in achieving acceptable levels of competence, it may be that
scalable training need only be shown to be equivalent. Indeed, from a public health point of
view, even if scalable training produces less good outcomes, it may still deliver net gains as
more therapists can be trained because of its greater accessibility. In addition interesting
questions arise as to the most appropriate comparison groups when assessing training
methods. While some ‘gold standard’ training attempts to approximate the training
provided as part of RCTs (e.g., Karlin et al., 2012; Walser et al., 2013) and therefore is akin to
training which has produced the evidence-base for psychological treatments, it could be
argued that since this method cannot be adapted to meet the scale of the training need, it
does not form a useful comparison group when investigating how best to train therapists.

If web-centered training proves to be an effective method of training, the question
of whether it can be made even more scalable arises. As a result of the preliminary positive
findings on the effect of web-centered training, the group at Credo is now conducting a RCT
comparing web-centered training with non-clinician guides and independent web-centered
training. This study will potentially provide a replication of the results for non-clinician
guides and also examines a much more scalable unguided version of the training. This study
also includes a six month follow-up assessment which is vital to better understanding the
longer-term impact of training.

Thirdly, further work is required in relation to the measurement of training outcome.
While the role-play measure clearly requires additional psychometric testing, it is worth
noting that it is a time consuming method of assessing therapist skills’ and requires trained
raters. Credo is in the process of investigating the relationship between the online
knowledge measure (which is scalable) and the skill measure. This will not only have

practical benefits in terms of measuring competence in training studies as well as for the

6.8



routine assessment of training outcome, but it may throw further light on the relationship
between theoretical and practical knowledge of CBT-E and its skillful practice.

Fourthly, the studies presented in this thesis deal only with the dissemination of
training. The implementation of the training, particularly as it relates to patient outcomes
requires investigation.

Finally, it is important that training studies like those described in this thesis are
conducted for other ESTs. The majority of training available for therapists has not been
evaluated and certainly not with adequate measures. Such evaluations will serve as a first

step in reducing the research-practice gap.
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11 APPENDICES

APPENDIX 1.1
WEB-CENTRED TRAINING IN CBT-E

Therapist Information Sheet

Web-Centred Training

Web-centred training is a new and scalable way of training therapists to deliver a
psychological treatment. It centres on the use of a comprehensive therapist training
website. This includes an accessible and authoritative description of the treatment
interspersed with multiple clinical illustrations and exercises.

The website is designed to be viewed on a wide range of equipment (tablets, laptops and
desktop computers) and it should work in most settings.

Patients / Clients

It is best if you practise implementing the treatment as you work your way through the
website. Ideally you should have two training patients / clients, one ready to start
immediately and the other ready to start in about four weeks. These patients / clients
should be aged 16 or over, have an eating disorder as their primary diagnosis, and a BMI
over 18.5. Clinical responsibility for your patients’ management will remain with you and
your local team.

Guidance

Web-centred training is accompanied by support from a “guide” based in Oxford. The guide
will be an expert on the training website. There will be twelve 30-minute telephone (or
Skype) -based training sessions designed to help you get the most out of the website. These
will be at a time that suits you. The sessions will be weekly at first and then every two weeks
or so.

Each of the support sessions will include the following:
i.  Review of your progress viewing the website
ii.  Review of your progress implementing the treatment
iii.  Planning the next steps.

These sessions will be recorded. This is so that we can progressively improve upon the
training that we are providing. The recordings will be destroyed within six months of
completing the training. They will not be shared with anyone outside the core CREDO team.

Questionnaires

The training is accompanied by completion of a brief online questionnaire before starting, at
the end of the training and six months later.
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Problems
If you need to be in touch at any stage please email: credo2@medsci.ox.ac.uk We will get
back to you within one working day.
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INFORMATION SHEET

Study Title: Understanding Therapist’s Views of Training
Investigator: Suzanne Straebler
DPhil candidate in Psychiatry
Ethical l: MSD/IDREC/C1/2012/10
APPENDIX 1.2 ical approva /IDREC/C1/2012/
Contact details: Department of Psychiatry

Warneford Hospital

Oxford OX3 7JX
Suzanne.straebler@psych.ox.ac.uk
01865 226 387

REASONS WHY WE ARE DOING THIS STUDY

At present, a number of evidence-based treatments have been developed to treat a variety
of psychological disorders. However, few sufferers have access to these treatments at least
in part because training for practitioners in these methods is limited. When training is
available it generally takes the form of a workshop presented by an expert in the treatment.
Such training has not been evaluated and little is known about how attendees perceive and
use this training. This study aims to better understand how clinicians perceive and use the
training provided by workshops.

WHAT PARTICIPATION INVOLVES

The study involves participating in a qualitative research interview lasting between 30-40
minutes. During the interview you will be asked about the CBT-E training you will have
recently attended. The interview will take place in the two weeks following the workshop, at
a time that suits you. It can be conducted at your home, in the Department of Psychiatry at
Oxford, over the telephone or via skype. The interview will be recorded to make sure no
information is lost and to maintain interview quality. The content of the recordings will be
kept confidential and no identifying information will be used. Transcripts will be made of
each of the recordings which will then be analyzed using qualitative data analysis software.
Emerging themes from the data will be used to generate hypothesis to help improve
training. When the study is over the recordings and transcripts will be destroyed.

Information sheet
Version 1
October 1, 2012
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Appendix 1.3

WARNEFORD HOSPITAL

UNIVERSITY OF

| OXFORD OXFORD

OX3 7JX

DEPARTMENT OF PSYCHIATRY

CONSENT FORM via EMAIL

Therapists’ Views of Training
Principal Researcher: Suzanne Straebler, Supervisor: Professor Zafra Cooper

Study Purpose: The study aims to better understand therapists’ reactions to training using
qualitative interviews.

Please tick box

| confirm that | have read and understand the information sheet dated October 1,
2012 for the above study. | have had the opportunity to consider the information,
ask questions and have had any questions | asked answered satisfactorily.

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

| understand that personal data will be stored and identified using only a number
code and will be accessed only by members of the research team and will be
destroyed after the study has been completed.

| understand that data collected during the study may be looked at by individuals
from the University of Oxford and other regulatory authorities, for the purpose of
audit and monitoring, and where it is relevant to my taking part in this research. |
give permission for these individuals to have access to my records.

| understand that the research will be written up as a thesis which will be deposited
both in print and online in the University archives. The thesis will be published with
open access, meaning available to every internet user.

In understand that the study has been reviewed by, and received ethics clearance
through, the University of Oxford Central University Research Ethics Committee
(reference number MSD-IDREC-C1-2012-10.

| understand how to raise a concern or make a complaint.

o0 o o 0O oO0 0O

| agree to take part in the above study.

Name of Participant Date



Appendix 1.4
Qualitative Study
Individual Interview
Time Point One
Version- Two
1.4.12

In-depth interview focusing on therapist’s views of recently attended workshop or web-
centered training

Preamble

Thank you for agreeing to participate in this interview today. Before we begin | would like to
briefly tell you about this project and what we will do during the interview. | am mainly
interested in understanding more about how therapists learn evidence-based treatments
and how we might be able to improve the learning of these treatments. During the
interview | would like to ask you about your thoughts of the training workshop/ online CBT-E
training you just completed. The interview will not contain many yes or no questions; but is
more of an opportunity to gather as many of your thoughts, views and opinions about the
workshop as possible. Do not hesitate to talk about components of the online training that
were unclear, difficult to understand or likely to be impossible to implement in your
everyday practice. Likewise, please be sure to include your thoughts on parts of the training
that were useful and will likely be a benefit to your everyday practice. None of the
comments obtained will be attributed to any one person and the transcript of our
conversation will be filed under an anonymous identifier. Do you have any questions before
we start?

Check list of domains
* Professional training
* Experience of treating patients with eating disorders
* Specific training for ED treatment prior to workshop
* Prior general training
* Training/learning treatments
e Evidence-based treatment/treatment manuals/protocols etc.
e The treatment (CBT-E)
* The online training
e format of the presentation
* relevance of presentation to interviewee’s clinical work
* interest in material
» effectiveness as a method of learning?
* Web-guidance
* Perception of competence
* Likelihood of implementation
* Perceived barriers to implementation-internal or external
e Supervision
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Use of outcome measures
Anything else about the workshop and experience?

Note to interviewer

With the exception of the first three italicized questions that can be asked formally,
the interviewer should adopt the following style/method

e Orderis not important

e Let participant talk freely and encourage them to continue by using
nonverbal cues if face to face/ ‘noises of acknowledgement’ if over the
phone. Noises of acknowledgement include- “mmm”, “hmm”, “go on”, “uh
huh”, “can you tell me more”, “can you explain that further”. Please be
careful to keep these noises as neutral as possible.

* Repeating/summarizing what the participant has said can be helpful- “so you
think...”

e Once the participant does not volunteer any more information, introduce
topics by saying “could you tell me what you think about...” Or just “l would
like to introduce the topic of...”

Some suggestions on how to introduce a domain area

Training and specific eating disorders training
=  “Agood place to start would be if you could tell me about your current
practice of treating patients with eating disorders; how many years
have you done so”
=  “Have you had any specific training on the treatment of eating disorders
prior to this workshop? If so, what has it consisted of?”

Prior training
=  “Could you tell me about any prior training you have received?”

Training/learning treatments
=  “Could you tell me a bit more about any specific training in evidence-based
treatments that you have received (manual, workshop, etc.)?”

Evidence-based treatment/treatment manuals/protocols etc.
= “Could you tell me what you think about evidence-based treatments in
general?”
= “And what about treatment manuals and treatment protocols?”

CBT-E
= “Could you tell me a bit about your views of CBT-E?”

Thoughts about the workshop/ training
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= “Could you tell me your thoughts on the workshop you recently attended?”

* Format of presentation
=  “Could you tell me your views about the format of the presentation (slides/
lecture/ clips)?”

* Relevance
=  “Could you tell me your views about the relevance of the trainings to your
current practice?”

* Interest
=  “What are your views about the interest level of the training?”
“How interesting was the training”

* Effectiveness
=  “What did you think of the style of training?”
= “Could you tell me about how effective you believe this style of training
is?”
=  “Could you tell me your thoughts on what might be added/ removed to
make learning more effective?

* Perception of competence

=  “What do you think you have learned? / gained?”

=  “What are your thoughts about doing the treatment?”

= “Could you tell me about your confidence in your ability to do the
treatment”

= “Could you tell me about your feelings on your competence to use the
treatment now?”

=  “Could you tell me a bit more about your attitude to using the
treatment?”

= “Could you tell me how you would use the treatment — as a whole
treatment or part/ blending with your current way of working?

=  “What else would be helpful in improving your feelings of competence at
delivering CBT-E?”

=  “Could you tell me you are likely to do help to increase your feelings of
competence to deliver the treatment?” (read manual, get supervision,
etc.)

e Likelihood of implementation
=  “What are your views about using CBT-E?”

e Barriers to implementation
=  “What are your views about any difficulties using CBT-E?”

* Supervision
=  “What are your views about supervision?
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= “Could you tell me about the support and supervision you are likely to be
offered (if any)?

* Use of outcome measures
= “Could you tell me your thoughts on the usefulness of outcomes

measures (self-report questionnaires; structured interviews)?”

* Anything else about the workshop and experience?
= “Is there anything else you would like to add?”
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Additional, more specific, questions if needed

Topic- Thoughts

Topic-

Topic-

Topic-

Topic-

Topic-

Topic-

Topic-

What will you take away from today?

What specifically did you learn more about that you did not know?
What would you have liked to learn more about?

What specific areas would you have liked more information on?

Format

If you were to redesign the workshop format what might you change?
What would you have like more of?

What would you have liked less of?

What did you find helpful?

What was less useful?

Relevance

How well did you feel that the workshop provided what you wished to learn?
Was it pitched at the appropriate level?

How relevant was the training when considering your current patients?

Interest
How well did the workshop keep your interest?
Were there some parts that were less/ more interesting than others?

Perception of Competence

Do you think you could put into practice what you have learned about the
treatment?

What do you plan to do to help increase your levels of competence? Buy manual/
attend supervision?

Implementation

How likely is it that you will put into practice what you have learned?

How much or little of the day’s training will you use in your clinical practice?
What specific techniques might you like to use?

What specific techniques do you feel would not fit in with your work?

Barriers

What might stop you from using the training in your clinical practice?

Would your views about the suitability of the treatment for your patients stop you
from using it?

Would there be problems using the treatment in the setting in which you work? e.g.,
offering 20 sessions, offering twice weekly sessions

Outcome Measures

Do you use outcome measures?
Which ones do you typically use?
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Topic- Supervision
* What provision for supervision is available to you?
*  Who will provide the supervision (eating disorders specialist, other)?
* How frequently will you receive supervision?
* Will some of your sessions be listened to?

Types of interview questions with examples (Kvale p. 133-135)

Introducing questions:
“Can you tell me about....?”
“Do you remember an occasion when...?”
“What happened in the episode mentioned?”
Follow-up questions:
Direct questioning of what has just been said, nodding, “mm”, repeating significant words
Probing questions:
“Could you say something more about that?”
“Can you give a more detailed description of what happened?”
“Do you have further examples of this?”
Specifying questions:
“What did you think then?”
“What did you actually do when you felt a mounting anxiety?”
“How did your body react?”
Indirect questions:

Projective questions such as ‘How do you believe other pupils regard the competition of
grades?”
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Appendix 2.1 - Further Details on the Development of the eMeasure

Development of the eMeasure

To ensure that the eMeasure was able to accurately assess knowledge as described by
Kirkpatrick (Chapter 4), it was essential to create a reliable assessment tool with
clearly defined test objectives and competence benchmarks. To increase the likelihood
of creating a valid and usable assessment measure we followed good test
development strategies as described in the Standards for Educational and
Psychological Testing (American Educational Research Association et al., 2014).
Consistent with the Standards, Downing and Haladyna (2006; 2014) suggest 12-steps
that should be followed for effective test development. In addition to meeting these
steps which are outlined below, we also sought advice from the Foundation for the
Advancement of International Medical Education and Research (FAIMER). FAIMER's
goal is to “improve the health of communities by improving health professions
education” (FAIMER, n.d.). The organization is dedicated to improving the education
of medical professionals and offers expertise in a number of areas including
assessment development. Prior to developing the eMeasure, a two day workshop was
held with a FAIMER researcher who provided invaluable information on good test
creation.

(i) Overall plan

According to Downing and Haladyna (2006), an overall plan is the starting point for the
development of any test. During this step decisions about which concepts to test,
which administration methods to use (paper, computer), what type of questions to
use (MCQ, true false, essay) are necessary. Step one “places a systematic framework
on all major activities associated with the test development project, makes explicit
many of the most important a priori decisions, puts the entire project on a realistic
timeline, and emphasizes test security and quality control issues from the outset”
(Downing & Haladyna, 2006, p. 6). Our need for scalable methods made an online
computer-based test the most suitable. Additionally, as we intended to use the test as
a repeat measure we developed three versions of the test. Creating three tests with
roughly equivalent or “parallel” questions allowed us to reduce any “carryover effect”
where participants simply remember the questions and then are able to look up the
answers before the next test (Brandt, 1991). Several of the questions were identical
over the three exams, this also allows for test-retest reliability assessment (Heise,
1969).

(ii) Content definition

Clearly defined content is essential to creating a valid test. Experts in CBT-E were
consulted to develop the areas of content. A decision was reached that item content
would be exclusively informed by the CBT-E manual (Fairburn, 2008). This would allow
for full coverage of topics and ensure that all content was available to trainees.
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Stage Intervention Topics

pre Indications and contraindications for CBT-E
Structure of treatment
Creating the formulation
Establishing real-time self-monitoring
1 In session weighing
Establishing regular eating
Education about eating problems
Involving significant others
2 Review of progress
Over-evaluation of shape and weight:
e self-evaluation and its consequences
e addressing shape checking and avoidance
e addressing feeling fat
e exploring origins of over-evaluation
3 e controlling ED-Mindset
Dietary restraint, rules and controlling eating:
e addressing dietary rules
e addressing food avoidance
e over-evaluation of control of eating
Events, moods and eating:
e addressing event-related changes in eating
e addressing residual binges
* addressing mood-related changes in eating

Ending well:
e concerns about ending treatment
4 e ensuring progress is maintained

¢ phasing out treatment procedures
e minimizing risk of relapse
post Post-treatment review

(iii) Test specifications

To ensure that the manual was adequately covered and that the most detailed and
longest sections had a higher proportion of related test questions a test blueprint
(Table 1 Appendix) was developed. A blueprint outlines the proportion of test
guestions that should be allocated to each section. In addition we specified what type
of question each was (theoretical, applied; Table 2 Appendix adapted from: Cooper et
al., 2015).

(iv) Item development

The creation of questions or ‘items’ that can measure important content at the correct
cognitive level is considered the most difficult challenge for test developers (Haladyna
et al., 2014). As described in Chapter Two, knowledge measures in previous research
have tended to be multiple choice questionnaires (MCQs), true or false, free text
response, or self-report. For the eMeasure we chose to use the multiple choice
guestionnaire format for several reasons. MCQs are the most widely used item format
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and have been shown to be valid measures of knowledge (Haladyna, Downing, &
Rodriguez, 2002). Additionally, MCQs offer an objective measure to score which is fast
and efficient.

Iltem creation and writing is an area where expert guidance is suggested: “Without
specific training, most novice item writers tend to create poor-quality, flawed, low-
cognitive-level test questions that test unimportant or trivial content” (Downing &
Haladyna, 2006, p. 11). To ensure the quality of the items all item writers underwent a
two day training workshop with FAIMER (described above). Final versions of the
guestions were also sent to FAIMER for comments.

Table 2 Appendix- Coverage and type of question

Content % of Application & Theoretical

area/topic items problem solving knowledge %
%

Preparation for 5 0 5

treatment

Stage 1 45 30 15

Stages 2 & 3 45 35 10

Stage 4 and 5 0 5

review

Totals 100 65 35

Adapted from Cooper et al., 2015

(v) Test design and assembly

This step concerns the quality of the test regarding formatting, errors in grammar and
spelling, and in the case of MCQs, proportion of answers that are the same (i.e.
balancing how many ‘a’, ‘b’, or ‘c’ responses there are). If there are serious flaws in the
test design the interpretation of the results may not be deemed reliable. Much time
was taken to examine the test for errors of this kind. At times putting the questions
into the online format required focus and diligence. Answer options were balanced
proportionally.

(vi) Test production

Test production mainly focusses on security. To create an effective and valid test,
multiple versions will have been created with many reviewers. All of this can lead to
test questions being leaked which would give test takers prior knowledge of the
guestions and invalidate the test. To avoid any security concerns all draft versions of
the test were held in a single secure University of Oxford repository. Reviewers of the
test items were asked to delete old versions and not to save versions to their own
computers. The online test administrator ExamOnline (described below), was hosted
on a secure server owned by University of Oxford.

(vii) Test administration

The validity of a test can be improved by standardization of administration. Often tests
are given at exactly the same time under similar conditions to remove any additional
confounding information. The tests are supervised by observers to check for cheating
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or sharing of information. A limitation of our study was that we asked respondents to
use the ‘honor system’ when taking the test. We requested that they did not use any
books or notes while sitting the exam. As therapists took the test in the place and time
of their choosing and from a great distance away, we were not able to have
invigilators present. In future, should the eMeasure become part of a licensure
examination, it may be useful to host these tests in testing centers. Testing centers are
able to offer additional security in terms of monitoring for the use of books and notes
and provide invigilators.

(viii) Scoring test responses

Appropriate scoring of a test ensures the test has a valid meaning. It allows those
administering the test to believe with some certainty that the test is measuring what
they intended it to and that the scores are meaningful (Downing & Haladyna, 2006).
The ExamOnline package automatically computed all scores, allowing for a high level
of quality control.

(ix) Passing scores

How one determines a passing score or cut-score is extremely important for the
validity of the measure. A detailed explanation of cut-score for the CBT-E measure can
be found here: Cooper et al., 2015.

(x) Reporting test results

For many tests the reporting of results is guided by factors such as the need to retake
the exam in the cases of failing scores, testing score challenges, timeliness and
fairness. For the eMeasure we decided in advance that test scores would not be
generally released. On some occasions trainees did ask for their score and we emailed
it to them along with the cut-score. The decision to not release scores was made on
the premise that we were testing the training and scores of the group with individual
scores not being the main focus.

(xi) Item banking

Item banking again refers to issues of security. Once items have been developed and
the tests are finalized it is important to securely store them for future use. All of our

guestions and final test versions are either stored for use on the ExamOnline website
or in the University’s backed-up server. Both systems offer high levels of security.

(xii) Test technical report

The final step is to actually test the exam. Is the exam psychometrically rigorous?
Although this step is often overlooked it is the only way to truly know if the test is able
to measure what it purports to and if there are any threats to validity. All three
versions of the eMeasure have undergone extensive analysis which are reported
elsewhere (Cooper et al., 2015). These analyses suggest that the eMeasure is a sound
and valid measure for CBT-E. In addition the analyses have shown that all three
versions of the eMeasure are in fact parallel in content.

By following these 12 steps we were able to create a useful and valid measure for CBT-
E with a competence cut-point.
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Appendix 2.2 - Recruitment Email

Email sent to interested participants- eMeasure and role-play measure.

Many thanks for your email offering to help us with our work improving training
in psychological treatments. We are writing to provide you with further
information.

As you know, we are currently working on developing and testing new ways of
training therapists to implement psychological treatments. As part of this we have
developed two measures designed to assess people’s knowledge of CBT-E and
their understanding of how to implement the treatment with clients.

Firstly, we would like to invite you to complete an online questionnaire. The
guestionnaire will take about 30 minutes to complete and has to be done in one
go. Secondly, we are also very keen to find some people who would be willing to
volunteer to help us with our new role-play measure assessing the
implementation of CBT-E. In this role-play you would be asked to take the role of
a therapist, and a member of our team would role-play being a client with an
eating disorder. To do this, we would need to meet up face-to-face for an hour.
We would be very grateful if you would let us know the answer to the following
questions:

1. Are you willing and able to complete the online questionnaire? If so, we will
send you a link to the online questionnaire at some point in the next four

weeks and simply ask that you complete it

2. Areyou willing and able to consider taking part in our role-play measure? If
so, please could you provide us with a contact telephone number so that we

could ring you to discuss the practicalities?

Thank you very much for agreeing to help us with our work on developing new
ways of training therapists to implement psychological treatments.

Would you be willing to help? If so, please respond to this email by saying YES
It takes about 30 minutes and has to be completed in one single session.

Best wishes
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Appendix 2.3 - CBT-E Supervision Manual for Supervisors

Preparation for Supervision

Setting up
connection
(2-3 months
in advance)

Supervisor needs to discuss with team best mode of
communication for supervision sessions:

Ideally video conference calls via internet (through IP
address) [video conferencing through ISDN lines has shown
to be too disruptive]

If the former is unavailable or trust does not permit IP video
conferencing use Skype (only with wired connection);
participants need to ensure their trust allows Skype if using
trust computers; CREDO will provide camera for Skype
Important to test equipment and connection before start of
supervision — supervisors to liaise with a nominated IP person
at participants’ site (in case of IP video conferencing)

If video conferencing or Skype impossible, may need to go
ahead with telephone contact (trainees need to have a
speaker phone).

Competence
assessments

Ensure that all trainees have completed a competence assessment
(role-play measure and e-measure) before and after training
(workshop plus supervision). Post-training assessment to be
completed after 6-8 months of Supervision in order to fit in with
timeline of research.

Discuss
Practicalities
of
Supervision
(2 months in
advance)

Supervisor needs to inform trainees about practicalities of
CBT-E supervision:
Send out information leaflet for participants (saved here:
O:\RESEARCH AND GENERIC TREATMENT INFORMATION\CBT-
E Supervision) and ask them to read it!
Summarise main practicalities in email to participants:
- Training and SV in focussed, 20-week version of CBT-
E
- 1-2 hour fortnightly sessions, depending on size of
group (2-3 participants: 1 hour; 4 participants: 1.5 hrs;
5-6 participants: 2 hours)
- Maximum time frame: 8 months; i.e., 16 sessions
- Number of participants: min 2; max 6
- All participants need to have one case ready to start
treatment with within 2 weeks of starting
Supervision and ideally take on a second case after 2
months of Supervision
- Type of case: stress that for training purposes it is
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best to choose someone with typical BN or BN-
EDNOS, ideally with the following characteristics:
- BMI between 19 and 30 (stress that tx not evidence-
based for BMI > 40)
- not depressed
- ready to start and commit to treatment (i.e., not
away in first 4 weeks if tx)
- can attend sessions at CBT-E frequency

- Training/supervision is based on “Cognitive Behavior
Therapy and Eating Disorders” by CGF; stress that in
order to be competent in the treatment, participants
will need to familiarise self with book. It is suggested
participants read the introduction section of the
book (up to page 44) before the first supervision
session.

2. Supervisor needs to liaise with trainees to set up a fixed day
and time for Supervision

e Stress that need to commit to at fortnightly intervals

e Can be flexible around holiday periods (e.g., Christmas)

* |deally the first meeting should be face-to-face to maximise
engagement

Final
Preparations
before Start
of
Supervision
(2 weeks in
advance)

Supervisor to remind participants via email of the following:

* Participants need to establish one case ready to start
treatment (or who has recently started) and after two
months, one or two more

* There will be approximately 8 months of supervision, 1 %
hours fortnightly; encourage participants to block out diary
time

e Remind participants to read introduction section of book

* Encourage participants to email supervisor (and rest of group
if helpful) a brief summary of the client they are bringing to
supervision (a bullet point type list of current eating disorder
features, history of eating disorder, personal and other
relevant problem history and personal circumstances) before
first meeting. Give option to bring above along to first
meeting. Remind participants to remove any identifying
information for reasons of confidentiality.

Supervisor and participants need to check whether technology for
supervision sessions is working (i.e., have a practice run for Skype or
video conferencing)
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Supervision Sessions

First
session

Agenda for first meeting:
1. Introductions
2. General issues regarding supervision
3. Cases
4. Teaching of treatment interventions as appropriate

General issues regarding supervision to be discussed in first meeting:
*  What is CBT-E Supervision?

= Applied, case-based training; i.e., training in and help with
implementing CBT-E as described in manual

= Case management that is specific to CBT-E (i.e., frequency of
contact with referrer, treatment practicalities), but not
generic/local case management

= Clinical responsibility remains with local team

e What is the structure of CBT-E supervision sessions?

= Every meeting starts with setting an agenda

= The meeting time will be divided into two main parts: 1)
Discussion of cases — every participant has the opportunity to
discuss their client and recent progress; 2) Discussion of
treatment interventions/general treatment issues that have
arisen from discussion of cases. Discussion of cases will
generally take longer than the teaching section of the
supervision session.

= If the supervision session lasts longer than 1 hour, a short
break (5-10 minutes) can be scheduled in (offer this to
participants).

* Implementation of the treatment

= The materials needed to deliver CBT-E can be downloaded
(free of charge) from
http://www.psychiatry.ox.ac.uk/research/researchunits/cre
do.

= Familiarising oneself with “Cognitive Behavior Therapy and
Eating Disorders” is essential for becoming competent in
delivering the treatment

= Treatment interventions will be discussed in Supervision
sessions as and when appropriate

= Supervisor to raise issue of possibility of having to adapt
treatment to suit service guidelines (e.g., unable to see
clients twice per week, involvement of dietician etc) and be
understanding. Point out however that every adaption of
treatment will change the treatment delivered (i.e.,
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therefore not evidence-based anymore). Check current
service practice regarding weighing arrangements and use of
dietician.

Discussion of Cases

= Participants are encouraged to send a brief email
summarising their client’s progress before each supervision
session to the supervisor (and other participants if helpful)

= Ongoing treatment material (such as formulation or weight
graph) can be emailed or faxed through to the supervisor in
advance of the session.

= Confidentiality: Patients should only be referred to by their
first names/treatment material should not reveal identity

= Encourage participants to come prepared to their
supervision session and summarise clients succinctly

Recording of Supervision sessions
= Obtain consent for recording and explain purpose

Following
Sessions

Re-scheduling of sessions

= If participants need to re-schedule a session, try to be flexible
but remind participants of maximum time frame of SV
sessions (8 months).

= If participants are slow to get back in touch regarding the re-
scheduling of a session, do not chase them.

Difficulties implementing CBT-E

= If service guidelines do not allow for implementation of CBT-E
as described in manual, discuss deviations from evidence-
based treatment and its implications. Also discuss risk of
conducting more ‘generic’ / ‘CBT-informed’ Supervision,
rather than CBT-E SV. Discuss with participants whether
possible to bend guidelines for one training case?

Practicalities of SV sessions

= Keep a note of who is attending each session (without it
being obvious to participants)

= Point out that it is important to start on time — latecomers
can join but it will not be possible to repeat information
already discussed.

= If participants in different locations (phone SV or Skype) —
need to all start at same time — if not present at start time,
cannot join later, as too disruptive for SV session.

Content of Case discussions:

= Keep focus on implementation of CBT-E — e.g., what
session/stage of tx is client in, are the appropriate CBT-E
procedures being implemented?

= Keep referring to book, ask participants to read relevant
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sections of book between sessions
Give a lot of praise and be positive
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Appendix 2.4 - ExamOnline Log-in Details Email

We are delighted to welcome you to our new web-centred training in Enhanced
Cognitive Behaviour Therapy (CBT-E), a leading evidence-based treatment for
eating disorders. The training programme was developed by the Centre for
Research on Eating Disorders at Oxford (CREDO) which is part of Oxford University
Department of Psychiatry. We have a special interest in developing effective
methods of training clinicians in psychological treatments, in particular CBT-E.

All trainees are being asked to complete an online questionnaire on CBT-E before
they begin the programme. Given that at this stage you will not have received the
training, we do not expect you to have much, or indeed any, knowledge of the
treatment. As part of our ongoing evaluation of the training programme, it is
nevertheless important that we assess knowledge at this point. You will be asked
to complete another questionnaire once you finish the programme.

Below is the link to our CBT-E knowledge questionnaire. Please complete this by
........... It takes about 30 minutes and has to be finished in one single session.
Once you have completed the questionnaire we will be in touch to get you started
on the training programme.

We look forward to working with you.

Best wishes

NB: Your responses will be treated in the strictest confidence and will be
anonymised.

3k 3k 3k 3k 3k 3k %k 3k 3k %k %k %k %k %k %k %k >k >k %k >k %k >k >k 3k %k %k % 3k % %k %k *k

TO ACCESS THE QUESTIONNAIRE PLEASE CLICK ON THIS LINK.

http://credolearning.com/org/psychiatry-ox-ac-uk/

Please remember that once you log in, you will not be able to re-enter the
questionnaire.

Please click on 'candidate' and provide the following information:
Login: CBT0200...

Password: CBT0200....
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