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ABSTRACT 
 

 

There is a call for the training of greater numbers of therapists in the use of 

Cognitive Behaviour Therapy (CBT) in order to meet the needs of growing 

populations worldwide. However, issues relating to transfer of training and 

therapist competence have been noted following the training process (Beidas & 

Kendall, 2010; Carroll, Martino, &Rounsaville, 2010; Kendall et al., 2004). To 

date, research investigating the impact that therapist characteristics, or 

effects,may have on therapist competence hasfocused on demographic 

data(McManus, Westbrook, Vasquez-Montez, Fennell, &Kennerley, 2010), with 

limited attentiongiven to therapist factors that may have a theoretical or 

empirical association with competence.To date, studies have reported mixed 

results concerning the relationshipbetween observed competenceand therapist 

self-confidence in using CBT (Brosnan, Reynolds, & Moore, 2006; Beidas & 

Kendall, 2010), anda positive relationship between observed competence and 

current practice (Mannix et al., 2006). Studies investigating therapy behaviours 

have suggestedpositive relationships between observed competence and 

career growth (Orlinsky&Rønnestad, 2005), and negative relationships with 

organisational barriers (Fadden, 1997; Kavanagh et al.,1993). 

The present study is an exploratory investigation of therapist competence and 

therapist factorsboth during and following postgraduate diploma training in 

CBT.Therapist factors investigated in the present study were therapist self-

confidence in using CBT, current CBT practice, perception of career growth, and 

perception of organisational barriers.  

Two separate studies were conducted.Study One employed a longitudinal 

design.Competence and therapist factorswere assessedfor trainees (N=16) at 

three time points during the diploma practicum. Training transfer was measured 

at 12 months follow-up.Study Two employed a cross-sectional design to 

investigate relationships between competence and therapist factorsfollowing 

training.Study Two participants were 20 postgraduate practitioners who had 
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completed the practicum1 to 9 years prior to assessment within the present 

study. 

Results showed that 94% (N=16) of Study One participants were rated 

competent at the end of the practicum. Two of the nine participants who 

completed Study One showed evidence of training transfer at 12 months follow-

up. Positive relationships between observed competence, self-confidence, and 

career growthwere consistently found throughout the training. However, at the 

end of training participants rated as more competent reportedpractice with fewer 

clients and a greater perception of organisational barriers. Results for Study 

Two showed65% of participants were rated competent 1-9 years following 

training. All relationships between observed competence and therapist factors 

were negative 1-9 years following training. Also, more competent 

participantsreportedlower self-confidence, less career growth, and practice with 

fewer clients, while the opposite was found for participants rated as less 

competent. 

These findings suggest that supervised practicum training in CBT increases 

trainee observed and self-reported competence, although the maintenance of 

training gains appears problematic. The implications of the findings are 

discussed and recommendations made for further research. 
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Chapter One 
 

INTRODUCTION 
 

 

“Everyone is entitled to mental health treatments that are accessible, 

accountable, and affordable; but most of all they are entitled to treatments that 

are effective” 

(Professor I.R.H Falloon – at the initial Integrated Mental Health Care training 
course, Greenlane Hospital, Auckland, 1993) 

 

1.1 Introduction 
Lifetime prevalence statistics estimate that the incidence of anxiety and mood 

disorders is nearing epidemic proportions (Moussavi, Chatterj, Verdes, Tandon, 

Patel, &Ustun, 2007), with New Zealand estimates reported as 24.9% and 

20.2% respectively (Oakley-Browne, Wells, & Scott, 2006). As corresponding 

international figures are 17% to 25% for anxiety, and 15% to 19.5% for mood 

disorders (World Health Organisation, 2000), it is clear that there are many New 

Zealanders currently experiencing the debilitating effects of these illnesses. The 

burden associated with depression alone has been found to exceed that of other 

chronic illnesses such as angina, arthritis, asthma and diabetes (Moussavi et 

al.), and the combination of anxiety and mood disorders has been reported to 

account for more than half of the total burden associated with mental illness in 

Australia alone (Andrews, Sanderson, Slade, &Issakidis, 2000). Further, 

economists in the United Kingdom have calculated the cost of mental illness as 

£17 billion (Layard, 2006), while mental ill-health has overtaken unemployment 

as the United Kingdom‟s greatest social issue. This has prompted the call for 

the training of a further 10,000 CBT therapists to help reduce the financial and 

personal cost associated with these disorders (Layard, 2006). 
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Cognitive Behavioural Therapy (CBT; Hollon& Beck, 2004) is recommended as 

an evidence-based treatment of choicefor major depression and anxiety 

disorders by professional associations such as the British Psychological 

Society, the Royal College of Psychiatrists (Kendall, Pilling, Pettinari, & 

Whittington, 2004), the American Psychological Association 

(Chambless&Hollon, 1998), and the American Psychiatric Association (Torrey et 

al., 2001).  

However, as with other psychotherapies, little is known about the specific 

factors that contribute to improved outcomes in CBT. This is currently an area of 

considerable debate in the literature, with client and therapist factors (Lambert, 

Garfield, & Bergin, 2004), and the therapy alliance (Elvins& Green, 2008) 

highlighted as areas of major importance.  Research suggests that the activities 

of therapists, in particular, may contribute as much as 9% to 17% of the total 

variance in outcomes (Blow, Sprenkle, & Davis, 2007). Cognitive therapist, 

author, and researcher Robert Leahy adds that “assuring the use of cognitive 

therapy techniques and improving the therapeutic alliance may provide the 

optimal treatment” (Leahy, 2008, p.770). 

 

However, it has become apparent that the current contribution of cognitive 

therapy techniques to client outcomes may be considerably less than ideal, 

simply because „assuring the use‟ of these techniques at the community level is 

proving to be difficult to achieve (Andrews, et al., 2000; Cahill, Foa, Hembree, 

Marshall, &Nacash, 2006; Wells, 1999). Reviewers report that few individuals 

diagnosed with major depression and anxiety disorders actually receive CBT 

(Shafran et al., 2009), as there are too few trained therapists(Otto, 2006; Tarrier, 

Barrowclough, Haddock, & McGovern, 1999). Furthermore, those who are 

available appear to use what they were taught only to a moderate degree in 

their day-to-day-practice following training (Roth & Pilling, 2008; Stein & 

Lambert, 1995;Taylor & Chang, 2009). Others have raised concerns about the 

poor use and maintenance of CBT skills and competencies following training 

(Beidas & Kendall, 2010; Carroll, Martino, &Rounsaville, 2010; Kendall et al., 
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2004),thelack of evidence-based training in evidence-based practices (Herschell 

et al., 2010; Weissman et al., 2006; McManus, Westbrook, Vasquez-Montez, 

Fennell, &Kennerley, 2010), andthe continued use of training methods for which 

there is little evidence of sustained transfer (Herschell, Kolko, Bauman, & Davis, 

2010). Thus, difficulties in disseminating evidence-based therapies into the 

community settings where they are needed continue to persist (Cahill, Foa, 

Hembree, Marshall, &Nacash, 2006; Andrews, et al., 2000; Wells, 1999). 

 

Efforts to understand the reasons for the moderate transfer of training at the 

community level have yet to result in any definitive answers. Therapist surveys 

highlight interpersonal factors, such as working directly with clients and 

undertaking formal supervision, as facilitating development as a therapist 

(Orlinsky&Rønnestad, 2005). Other researchers have called for studies to clarify 

the role that intrapersonal factors, such as therapist cognitions and emotional 

responses, may have in this area (Bennett-Levy &Beedie, 2007).Therapists, 

however, highlight external factors such as insufficient resources and high 

caseloads, as barriers to training transfer (McFarlane, McNarry,Dixon, Hornby 

&Cimett, 200l). In addition,studies continue to report results for small numbers 

of therapists who demonstrate transfer despite working in the same 

environments as their peers, for whom transfer may have been modest or not 

occurred at all (Fadden, 1998; Kavanagh, et al. 1993).  

 

In summary, the need for therapists who are competent in the delivery of CBT 

techniques is growing at an alarming rate. The ability of health care providers to 

meet this need is limited not only by a lack of therapists, but also by the lack of 

therapists transferring CBT skills and competencies into their everyday clinical 

practice following the completion of training. 

 

 The aim of this thesis, therefore, is to investigate the role that therapist factors 

may have on transfer of training, during and following training in a one year CBT 
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scholar-practitioner diploma course. Furthering our knowledge in this area may 

enable therapists, their supervisors, and health providers to maintain gains in 

therapist competence, and improve the availability of CBT in the community. 

 

1.2 Thesis Outline and Content 
The content of this thesis is divided into three major sections. The first section 

contains a review of the literature in the area of transfer of training, focusing in 

particular on those aspects that have empirical support in the general literature 

(Chapter Two). Section one also contains a review of transfer of training in the 

psychotherapies, drawing on the literature relating to the dissemination of 

empirically supported therapies where relevant. Section one concludes with the 

study aims and hypotheses (Chapter Three). 

 

Section two contains chapters that focus on the study methodology (Chapter 

Four) and results for the research question relating to relationships between 

transfer of training and therapist characteristics. Results areaddressed through 

two studies (Study One: Chapters Five and Six; Study Two: Chapter Seven). 

 

Section three addresses research findings focusing on similarities and 

differences that result from discussion of the two studies, as these pertain to the 

research question. Finally, study limitations, recommendations and conclusions 

are presented (Chapter Eight). 

 



 

Chapter Two 

 

TRANSFER OF TRAINING: AN OVERVIEW OF THE GENERAL 
LITERATURE 

 

This chapter presents a general overview of factors influencing training transfer, 

models of transfer, and limitations of the research in the general literature. 

Workforce performance continues to be a major issue as organisations strive to 

provide measurable outcomes, with training being the primary method employed 

to improve employee knowledge and skills. There is a sizeable body of literature 

addressing training issues including cumulative reviews (Aguinis&Kraiger, 2009; 

Campbell, 1971; Latham, 1988; Salas & Cannon- Bowers, 2001, 

Tannenbaum&Yukl, 1992; Wexley, 1984) and meta- analyses (Arthur, Bennett, 

Edens, & Bell, 2003; Burke & Day, 1986; Colquitt, LePine ,&Noe, 2000). The 

focus of this thesis is primarily on therapist factors that may influence training 

transfer and therapist competence in the psychotherapies. However,  the 

extensive efforts made by researchers from other fields has much to offer in 

terms of highlighting factors that may impact on training transfer generally, 

irrespective of area of interest.  

 

2.1 Transfer of Training: training design, organisational factors and 
trainee factors 
There are varied reports regarding the overall success of training transfer in the 

general literature. The annual cost of training and development in the United 

States alone has been estimated between $126 billion (Aguinis&Kraiger, 2009) 

to $200 billion (Salas & Cannon-Bowers, 2001), with an estimated 10% of 

training resulting in changes to everyday practice (Georgensen, 1982). Survey 

data reported by Saks (2002) suggested 40% of trainees fail to implement 

training content following training, with 70% failing at 12 months and only 50% 

of the original training investment ultimately resulting in some benefit to the 

organisation or individual. Further, the issue is believed to be so extensive it is 
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suggested it would be rare to find a training situation where transfer problems 

did not exist (Holton, Bates, &Ruona, 2000). Conversely, in a meta-analysis of 

397 effect sizes from 162 sources, Arthur, Bennett, Edens, and Bell (2003) 

found a mean effect size of .62 when investigating the benefits of training 

compared to no training. Thus, the large amount of research and ensuing 

recommendations that the issue continues to generate in the literature would 

infer that the poor return from training continues to be of concern (Burke & 

Hutchins, 2007). 

 

Transfer of training – a definition  
Transfer of training has been defined as the generalization and maintenance of 

new information, knowledge, attitudes and skills into the everyday practice of 

trainees (Baldwin & Ford, 1988). While this brief definition highlights desirable 

training outcomes, its simplicity belies the reality that many issues need to be 

considered for successful transfer to occur. Of particular note within the 

definition are references to the generalization and maintenance of training 

materials in the workplace. That is, it is implied that successful transfer occurs 

when trainees incorporate new skills and competencies into the day-to-day 

functioning of work environments, and are able to maintain these across time.  

 

2.2 Factors that Influence Transfer of Training 
In a seminal article reviewing transfer of training and directions for future 

research, Baldwin and Ford (1988) proposed three primary factors as 

influencing training transfer. These factors are: the design of training 

programmes, organisational environments and trainee factors. Within their 

model these factors are understood as contributing to the learning and retention 

of information, which in turn leads to generalisation and maintenance of the new 

material.In their review of the literature Baldwin and Ford also highlighted 

methodological limitations of many transfer studies, including thelack of 

theoretical frameworks to guide research andinadequate criterion measures of 



7 
 

TRANSFER OF TRAINING: AN OVERVIEW OF THE GENERAL 
LITERATURE 

 

 

transfer. To address these issues the authors recommended the systematic 

development, testing, and empirical revision of models, plus the use of 

independent measures of training transfer as opposed to solely relying on 

trainee self-report.Adoption of the factors and recommendations proposed by 

Baldwin and Ford has been widespread, and subsequent reviews have focused 

on updating empirical support foreach of the three factors, as well as reporting 

the efforts of researchers to address the study limitationsidentified in the original 

review.Further discussion of the Baldwin and Ford model can be found in 

numerous reviews of the literature in this area (see Aguinis&Kraiger, 2009; Ford 

&Weissbein,1997).  

 

Findings of one recentreview of the Baldwin and Ford (1988) model are 

presented here. The review focusedspecifically on empirical support for each of 

the three factors: training design, organisational environment, and trainee 

factors (Burke & Hutchins, 2007). Literature included in this review was limited 

tometa-analyses and/or two or more empirical studies from peer- reviewed 

journals. 

 

Training design 
Training design variables found to be strongly to moderately related to transfer 

of training have been identified as clear learning goals, relevant training content, 

practice and feedback, behaviouralmodelling, and the use of error-based 

examples. Mixed support was found for relapse prevention (preparing trainees 

to manage challenges to the use of training material in the workplace) and 

active learning (involving students in discussion about the training material 

during lectures).  Needs analysis and technological support were also 

recognised as requiring further research.  
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Organisational environment 
Aspects of the organisationalenvironment that were found to have a strong to 

moderate impact on transfer of training included the transfer climate (a positive 

climate provides cues that prompt the use of the training, and consequences for 

using or not using the training), peer and supervisor support, and the 

opportunity to use the training in the workplace. Burke and Hutchins (2007) also 

recommended further research relating to accountability, the transfer climate, 

and the influence of the strategic link between training content and 

organisational goals.  

 

Trainee factors 
Trainee factors, such as cognitive ability, self-efficacy, pre-training motivation, 

anxiety, openness to experience, perceived utility of the training materials, 

perceived contribution to career planning, and organisational commitment, were 

found to have a strong to moderate relationship with training transfer. There was 

mixed support for trainee external or internal motivation, conscientiousness, and 

locus of control. Further, minimal research was found that addressed motivation 

to learn, motivation to transfer, and extroversion.The authors called for more 

research to clarify roles of these latter variables in particular (Burke & Hutchins, 

2007). 

 

Transfer criteria: the evaluation of training transfer 
The most common means of evaluating transfer are presented in Kirkpatrick‟s 

(1996) four-level framework of training criteria. The four levels are: reaction 

criteria or trainee reactions to the training programme, learningcriteria being 

learning or knowledge gained, behaviour criteria or changes in work-related 

behaviours, and results criteria being the usefulness of the programme to the 

organisation.  
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Reaction criteria are typically trainee reported assessments of the training 

process and content, and are undertaken immediately at the end of training. As 

noted by Baldwin and Ford (1988), reaction criteria represent the most 

commonly employed means of measuring success of training. For example, a 

2002 survey undertaken by the American Society of Training and Development 

found that 78% of organisations reported using reaction criteria as their sole 

measurement of training outcome (Van Buren & Erskine, 2002). Learning 

criteria are typically pen-and-paper knowledge tests undertaken following 

training. Learning criteria are not recognized as measures of job performance, 

and are understood as insufficient for behaviour change (Tannenbaum&Yukl, 

1992). Behaviour criteria typically represent supervisor ratings, or other 

objective measures of the impact of the training on trainee performance in the 

work environment. Although it would appear that learning and behaviour criteria 

should be conceptually related, there is a lack of empirical research supporting 

this link (Colquitt et al., 2000). Finally, results criteria have been described as 

the most removed from the training and transfer process, and are largely 

defined in the general literature as increases in profit or in service-user domains 

as a result of investment in employee training.  

 

Kirkpatrick‟s framework for evaluation criteria were used by Arthur et al. (2003) 

in their meta-analysis of the effectiveness of training. Using 397 effect sizes 

from 162 sources, the authors found large to moderate effects ranging from .63 

for learning criteria, to .62 for behaviour and results criteria. The results for 

reaction criteria at .60, were notable as these have not been linked to learning, 

behavioural change or organisational results in other studies (Arthur et al., 

2003). However, in those studies where learning criteria were used in addition to 

either behaviour or results criteria, there was a decrease in effect sizes between 

the secondary criteria and learning of as much as .77.  
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Finally, Arthur et al. (2003) computed mean days between completion of training 

and collection of outcome data for each criterion. The authors found no delay 

between training and training effectiveness using reaction criteria, as trainee 

reactions were always collected at end of training (post-training). However, 

mean days to data collection (follow-up) for the remaining criteria were 26.34 for 

learning (SD = 87.99), 133.59 days for behavioural (SD = 142.24), and 158.88 

days for results (SD = 187.36). In their conclusion, Arthur et al. (2003)noted that 

differences in follow-up time intervals were not significantly related to criteria 

effect sizes, 

 

The findings of Arthur et al. (2003) would infer that post- training outcomes may 

be maintained for up to six months. Recommendations for studies to incorporate 

follow-up periods of 12 months or greater have appeared regularly for the past 

two decades (Baldwin & Ford, 1988; Beidas & Kendall, 2010, Burke & Hutchins, 

2007),however few studies report follow-up periods of this length. Finally, while 

the results of Arthur et al. are widely reported in the general literature as 

highlighting the success of training programmes (Aguinis&Kraiger, 2009; Burke 

& Hutchins, 2007), the understanding that anticipated increases in performance 

do not match actual performance following training continues to persist (Holton 

et al., 2000; Saks, 2002), and is demonstrated in Stolovich (2000) (see Figure 

2.1).  
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Performance increases expected from training. 

 

Performance results frequently experienced from training. 

Note 1: Adapted from Stolovich (2000). 

Figure 2.1Anticipated and actual trainee performance before, during and 

following training. 

 

2.3 Models of Training Transfer 
Models seeking to explain training transfer may focus on the impact of one or 

more of the factors identified by Baldwin and Ford (1988). In addition, models 

may highlight distal (indirect) and/ or proximal (direct) relationships between 

variables of interest and transfer. Examples of transfer modelsthat integrate a 

number of factors include a partially-mediated model of training transfer  

(Colquitt, Le Pine, &Noe, 2000), a model investigating trainee self-reported skill 
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transfer with trainee mastery and performance goal orientation, perceived 

supervisor and peer support, and self-efficacy (Chiaburu&Marinova, 2005), a 

model investigating trainee self-efficacy and motivation, training materials, 

trainee autonomy, and management support (Axtel&Matliss, 1997), and finally, 

the Learning Transfer System, a model investigating the impact of 

organisational type on all aspects of training transfer (Holton, Bates &Ruona, 

2000). 

 

Colquitt et al. (2000) presented an integrative and partially-mediated model of 

training transfer that focused primarily on the influence of trainee factors and 

organisational variables as identified through a comprehensive meta-analysis of 

the transfer literature. Within this model, the trainee factors of pre-training self-

efficacy, valence (the perceived usefulness of outcomes to be gained from the 

training), job involvement (organisational commitment, career commitment, 

planning, and exploration), and personality variables (locus of control, 

conscientiousness, and anxiety) were theorised as contributing to motivation to 

learn, and therefore as having a distal relationship with actual transfer. 

Motivation to learn was understood as contributing directly to learning outcomes 

(declarative knowledge, skill acquisition, post-training self-efficacy, and trainee 

reactions to the training) which then contributed to training transfer. Cognitive 

ability was placed within the Colquitt et al. model as having an effect on both 

pre-training self-efficacy and learning outcomes. Situational variables 

(organisational climate, manager and peer support) were understood as having 

a proximal (direct) relationship with transfer. The results of this meta-analysis 

revealed that pre-training self-efficacy and valence contributed significantly to 

training outcomes of declarative knowledge, skill acquisition, and post-training 

self-efficacy. The authors concluded that both individual and organisational 

characteristics may be critical to successful training transfer before, during and 

following training.  
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The model developed by Chiaburu and Marinova (2005) sought to extend the 

work of Colquitt et al. (2000). Chiaburu and Marinova proposed that 

organisational variables of supervisor and peer support, plus trainee factors of 

goal orientation and self-efficacy, have a distal relationship with skill transfer 

through pre-training motivation. Within this model goal orientation was based on 

the mastery-performance conceptualization (Elliot & McGregor, 2001). Mastery-

oriented individuals are understood to focus on increasing knowledge and 

competence and persist in the face of challenges, while performance-oriented 

individuals pursue task-competence in order to receive positive feedback, and 

may decrease efforts and avoid challenges in order to avoid negative feedback 

following failure. Following a survey of 186 employees the authors found peer 

support to be directly and moderately correlated with self-reported skill transfer. 

Both a mastery-oriented approach and training self- efficacy were correlated 

with pre-training motivation as hypothesised. The relationship between pre-

training motivation and skill transfer was small but significant. The authors 

recommendedthat the selection of trainees based on self-efficacy,and the 

development of strategies to improve self- efficacy, may act to enhance transfer. 

Further, the enhancement of peer support by rewarding knowledge sharing was 

also suggested as a means of optimizing training outcomes. 

 

Self- efficacy featured again in the investigation of immediate transfer and 

maintenance of transfer by researchers Axtell and Maitlis (1997), who proposed 

a model of transfer in which trainee factors (self-efficacy and motivation), 

training characteristics (perceived relevance of training materials), and 

organisational variables (management support and trainee autonomy), would 

have a direct impact on training transfer at one month following training. In 

addition, both trainee factors and organisational factors would continue to have 

a direct impact with maintenance of transfer at 12 months. Further, it was 

proposed that the effect of course characteristics at the 12 month follow-up 

would be moderated by training transfer at the one month assessment. 
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Correlations between manager-rated use of skills and trainee-rated use of skills 

were present at both one and 12 month assessments. However, only 27 of 45 

managers provided data at one month follow-up, and 12 of 45 at the 12 month 

follow-up. Neither self- efficacy nor trainee perception of organisational support 

was found to be related to transfer.  

 

A further model, the Learning Transfer System (Holton, Bates, &Ruona, 2000), 

focused on training transfer systems (being all factors within the person, 

organisation, and training that influence job performance).Holton et al.also 

proposed that self-efficacy leads to motivation to transfer. When combined with 

organisational factors, motivation to transfer then results in successful learning 

and performance outcomes. Additional factors influencing outcome within the 

model include learner readiness, the validity of course content, opportunity to 

use the new material, and personal capacity to generalize the training into 

everyday practice. Holton et al. administered an inventory based on the 

Learning Transfer System to 1,616 trainees from a range of organisationsand 

identified three main factors as a result: organisational climate, perceived job 

utility, and rewards. Further use of the inventory included an assessment of 

transfer systems within organisations (Holton, Chen, & Naquin, 2003). Data 

relating to trainee factors, perceived organisational environment, motivation, and 

ability were submitted by 1,099 employees from 15 organisations. Study results 

revealed that private sector employees reported believing that a change in 

performance would lead to positive outcomes and that they would have the 

opportunity to use the training back in the workplace. Public sector employees 

reported that they were likely to encounter more supervisor opposition to use of 

the new material, and more resistance to change in the workplace. Finally, not-

for-profit employees reported more supervisor support and higher motivation to 

transfer the training than either public or private sector employees.Holton et 

al.concluded that different types of organisations may require different 

interventions to facilitate transfer of training. They also acknowledged that data 
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relating to actual transfer outcomes, as opposed to employee perception of 

likely outcomes, would be required to confirm this hypothesis.  

 

Finally, Weissbein, Huang, Ford, and Schmidt (2011) provide an example of a 

single factor model. Within their model, the factor „therapist characteristics‟ was 

represented by two variables: locus of control and motivation to learn.  

Weissbein et al. proposed that distal relationships between locus of control and 

therapist motivation to learn would in turn influence proximal relationships 

between motivation to learn and transfer of training. Findings from their study 

established that a pre-training intervention influenced trainee attributional beliefs 

(success is achieved through persistent effort and correct use of strategies) 

which impacted on trainee motivation to learn and, following completion of the 

training, trainee knowledge and observed practice. 

In summary, models of training transfer highlight the diversity of variables 

associated with each of Baldwin and Ford‟s (1988) factors (training design, 

therapist characteristics and organisational factors). Despite the wide range of 

variables that might be investigated, empirical studies frequently focus on the 

trainee characteristics of self-efficacy and trainee motivation, as well as 

organisational factors.  

 

Empirical studies and transfer of training: some examples 
Self-efficacy was understood to have a proximal relationship with transfer in a 

study reported by Gaudine and Saks (2004), who investigated transfer 

outcomes following training in a hospital setting.  Within their study in-patient 

nurses (n = 118) attended a two-day workshop on the McGill Model of Nursing 

(Gottlieb &Rowat, 1987), an intervention about which they had little or no 

knowledge prior to the training. The workshop consisted of lectures, 

discussions, roleplays, group activities, and videos of assessment and actual 

cases. Transfer criteria for the study included self-efficacy, as well as self-rated 

and supervisor-rated changes in behaviour. Follow-up at two months post-
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training showed significant increases in self-efficacy as well as self-rated and 

supervisor-rated behaviour change. Improvements were maintained at six 

months. Further, post-training self-efficacy predicted both self-rated and 

supervisor-rated behaviour at two and six months follow-up. The authors offered 

a number of reasons to explain successful transfer in this study. First, a 

committee of staff nurses representing most units within the hospital was 

charged with choosing an appropriate model for family involvement, 

subsequently adopting the McGill Model of Nursing. Second, there was 

consultation between the nursing committee and nursing union representatives 

about the suitability and financial cost of adopting the model. Finally, the director 

of nursing was a McGill University graduate, and acted as a „champion‟ for the 

intervention. Champions are described as key individuals within organisations 

who „assume responsibility for faithfully learning a behavioral innovation and for 

subsequently introducing the innovation into their treatment setting’ (p.208, 

Liberman& Corrigan, 1994). Champions are commonly professionals with 

clinical or administrative roles who serve to train and supervise others in the 

innovation, ensuring maintenance and quality of training transfer. The presence 

of a champion when disseminating an intervention represents organisational 

support in providing appropriate supervision, opportunities to practice, and cues 

to practice.  

 

A study employing a mixed methods design found trainee perception of 

environmental support and aspects of the training design to be associated with 

lack of transfer (Clarke, 2002). Fourteen social care workers who attended a 

two-day course in risk assessment were assessed for knowledge and skills pre-, 

post, and at five months after the training finished. In addition, a semi-structured 

interview was conducted six months post-attendance. Clarke found that the 

training had resulted in minimal on-the-job behavior change. Further, thematic 

analysis of the interview transcriptions suggested that trainees identified work 

environment factors and the length of training to be responsible for the lack of 
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transfer. Specifically, trainees reported the duration of the training had been too 

short to truly master new skills, limited opportunities to use the skills back in the 

work environment, and a lack of supervisor support to implement the new 

strategies. Clarke also reported the finding that 78% of trainees in the sample 

had viewed the value of in-service training as enhancing personal development, 

which also seemed to be associated with poor transfer. Similar studies of social 

service agencies in the United States also found trainees to report limited 

opportunity to use skills, poor supervisor support (Gregoire,1994), and high 

caseloads (Rooney,1985) as reasons for poor training transfer.  

 

Trainee perception of organisational factors in training transfer wasalso 

addressed in ananalysis of a training programme relating to the development of 

management skills (Nikandrou, Brinia, &Bereri, 2009. Trainees (N=44) within the 

study were engaged in the development of the content and design of the 

programme in an effort to meet individual learning needs. Traineesinitiated 

activities such as performing literature reviews, interviews with business 

executives, surveys of management practices in various organisations, case 

studies, and field research. However, transfer of training at the 1 year follow-up 

was virtually non-existent (2% of trainees had implemented the training 

material), with trainees reporting organisational issues as the major barriers to 

implementation.Further, at follow-up nearly half of the trainees in this study 

reported they were not thinking of their current position when they entered the 

programme, and had participated with the goal of developing knowledge and 

skills for future employment. Nikandrou et al. concluded that trainee perception 

of organisational support for the training (whether or not they would be actively 

encouraged to use the new skills) was instrumental in determining transfer of 

training. However, these results also suggest thatthe high motivation to 

learnshown by trainees was associated with a desire to enhance 

traineeprofessional development. That is, to secure knowledge and skills offered 

by the training  programme for use at some time in the future.While resultsof the 
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Nikandrou et al. study may have arisen for any number of reasons, they raise 

further questions relating to trainee motivation. Further, resultsprovide some 

support for the findings of Clarke (2002),in that trainees may undertake training 

for reasons other than use in their current area of employment, even though the 

training may be particularly relevant in their current area of employment. 

 

Finally, trainee perception oforganisational factors as barriers to transfer has 

been estimated to account for 42% of inhibiting factors in training transfer 

generally (Foxon, 1993). 

 

Limitations  

A review by Baldwin and Ford (1988) concluded that the design of many training 

programmes limited the ability to generalise study findings. Programmes 

focused on training outcomes for short term simple tasks, as well as poorly 

defining the criterion as to what actually represented training transfer.  Learning 

and short term retention of information were frequently presented as the sole 

outcomes, with little measurement of competence in using skills and the 

retention of skills over time. In addition,Baldwin and Ford found a general lack of 

theoretical models leading research in this area, further exacerbating the 

difficulties in generalizing results to organisational training situations.Other 

limitations include the suggestion that Kirkpatrick‟s framework for guiding 

evaluation is no longer sufficient, and that more diagnostic and rigorous 

assessments of outcomes are now required during and following the training 

process (Salas & Cannon-Bowers, 2001). Finally, the lack of standardized 

measures has also been highlighted as resulting in misinterpretation of findings 

and measurement error(Holton III et al., 2000). 

 

Practical examples of the limitations of transfer studies can be found. In a 

search for empirical evaluations of in-service training conducted within a public 

service agency in the United Kingdom, Clarke (2001) could identify only 20 
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studies despite an annual training and development budget of £80 million. Of 

the 20 studies identified 50% reported positive outcomes, a further 45% 

reported mixed outcomes, and one study reported no change. Several studies 

measured trainee satisfaction, knowledge gain, or self-reported changes in 

behaviour as the sole indicators of training transfer. Only six studies used a 

follow-up time series in the study design. Results from studies that used 

objective measures to determine transfer of training were also limited in that 

effect sizes were either significant but too small for practical significance, or no 

behaviour change was found. The author concluded when using trainee self 

reported data as the sole measure of transfer,in-service training in the social 

services would appear to be effective. However, when using more objective 

measures only tentative conclusions could be drawn. Finally, authors of the 

reviewed studies also reportedthat they were uncertain of the practical 

significance of their findings (Clarke, 2001).  

 

A similar review conducted within the gerontology literature found only 17 of 48 

studies included details of follow-up assessments(Aylward, Stolee, Keat, 

&Johncox, 2003). Eleven studies reported sustained trainee improvement at 

follow-up, with one study also reporting improved client outcomes. Others 

reported increased knowledge but no improvement in skills. Further, Aylward et 

al. reported that no organisational attempts were made to facilitate transfer 

following training. 

 

As part of their review, Burke and Hutchins (2007) offered three suggestions to 

further guide researchers and help overcome research limitations. The first of 

these highlights difficulties with the „transfer‟ criterion. The authors suggest that 

future research should directly address „transfer‟ through multiple sources in 

order to overcome issues of validity that arise when outcomes are derived from 

a single source. In addition, they advised extending the follow-up period for 
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assessment of maintenance and retention to 12 months. The second suggestion 

calls for closer collaboration between organisations and researchers, in order to 

validate within-organisation transfer practices, as well as inform researchers 

about organisational requirements. The reviewers‟ final suggestion highlights 

the need for research theories and assessment methods that reflect transfer of 

training as a multidimensional construct influenced by multiple factors.  

 

2.4 Summary: General Overview 
Transfer of training is understood as the generalisation of new material into the 

everyday practice of trainees in the workplace.Models of transfer have 

investigated the roles of a wide variety of variables associated with three 

specific factors: training design, therapist characteristics, and organisational 

factors, as facilitating or inhibiting transfer. The therapist characteristics of self-

efficacy and motivation to transfer have featured oftenas facilitating transfer in 

both models of transfer and empirical studies in this area. Organisational 

factorsare most frequently reported in empirical studies as inhibiting transfer, 

withtrainees reporting high work loads, limited opportunity to practice,minimal 

expectations from managers, plus absence of the organisational cues 

necessary to prompt transfer. Organisational constraints may also result in 

training becoming a personal development option, rather than enhancing trainee 

work-related goals. Training duration has also featured as problematic for 

trainees learning new and complex skills. However, transfer has been 

successful when trainees participate in choosing training content, have clear 

organisational support and the presence of a training champion. Data relating to 

reasons for poor training transfer have largely been drawn from the report of 

trainees, highlighting a major gap in the literature in this area. Further, what is 

known about training transfer is tempered by the poor design of many studies, 

including small sample sizes, a lack of control groups, unstandardised 

measures, poor definition of the criterion for transfer, and lack of follow-up. 

Suggestions for future research include employing a numberof sources to 

determine both effective transfer and reasons for a lack of transfer, use of 
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standardized measures, follow-up periods of 12 months or greater, and closer 

collaboration between researchers and organisations.  

 

This chapter has presented a brief overview of transfer of training from the 

general transfer literature, with a focus on the influence of transfer factors and 

their associated variables. The following chapter will address the influence of 

transfer factors in the psychotherapy literature, to further identify variables that 

act to enhance or inhibit transfer in this area. 

 

  



22 
 
CHAPTER 2 

 

 

 

 

 



 

Chapter Three 

TRANSFER OF TRAINING IN PSYCHOTHERAPY 
 

 

The previous chapter highlighted the influence of multiple factors on training 

outcomes as identified within the general literature. These factors were: training 

design, work environment and trainee factors. To understand more about the 

issues facing trainees and trainers in psychotherapy, the first part of this chapter 

will focus on three models of therapist learning during and following training as a 

psychotherapist: the Declarative Procedural Model (Bennett-Levy, 2006; 

Bennett-Levy, McManus, Westling, & Fennell, 2009),Influences on Self-

Perception of Competence (Bennett-Levy & Beedie, 2007), and the Systems-

Contextual Model (Sanders & Turner, 2005). This is followed by a review of the 

psychotherapy literature where study designs have incorporated one or more of 

Baldwin and Ford‟s (1987) three factors: training effects, work environment 

effects, and trainee factors. Study hypotheses are presented in the final part of 

this section. 
 

3.1 Training Models 

Declarative-Procedural-Reflective (DPR) Model 

The Declarative-Procedural-Reflective model has been described as 

„comprehensive framework‟ through which therapists acquire, refine, and 

conceptualise therapy skills required to be a cognitive therapist (Bennett-Levy, 

2006). The model describes how therapists continue to adapt their practice 

through personal use of skills (self-practice) and self-evaluation (self-reflection) 

across time. The self-practice/ self-reflection process is understood to facilitate 

the transfer of training material into a therapist‟s everyday practice.  

The DPR model is based on the concepts of declarative and procedural 

information processing (Binder, 1999), whereby knowing something factual 

(knowing „what‟) is understood to involve the declarative system (D), while 

knowing how to do something involves the procedural system (P). These two 
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information systems are understood to facilitate different types of learning. For 

example, learning that is associated with passive exposure to new information 

such as attending a lecture, reading, and observing others involves the 

declarative system of information processing.  Taking an active part in role plays 

and direct clinical practice with feedback, involves the procedural system.  

While an understanding of knowledge concepts plus practice contributes in the 

development of procedural competence, it is understood that procedural 

competence is more difficult to acquire. Knowledge relating to skills and 

competencies is most commonly gained through the declarative information 

processing system, with attempts to apply or use that knowledge resulting in 

procedural learning and a greater understanding of the therapy process. In this 

way procedural competence is eventually characterized by knowing not only 

how to use specific skills and competencies, but when to use them (when-then 

rules). Procedural competence may be aligned with „intervention competence‟ 

as described by Sharpless and Barber (2009), who used this term to describe 

therapist understanding of „when - then‟ behaviours.  

 

The third component of the DPR model, reflection (R), has an important role in 

the continual development and expansion of the learning process. The concepts 

of therapist self-reflection (SR) and self-practice (SP) represent a link between 

trainer-directed declarative and procedural learning, and self-directed learning. 

Therapists practice skills and competencies and then reflect on personal 

progress in using them. During this process they are encouraged to consider the 

role that personally held attitudes and beliefs about therapy (self-schema) might 

play in their practice. 

 

Self reflection and self practice have long been accepted as desirable therapist 

behaviours, and many European countries include self-reflection in the form of 

personal counselling as a necessary component of the clinical registration 

process (Laireiter&Wilutzki, 2003). However, Bennett-Levy (2003) argues that 
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self-reflection need not be seen as synonymous with personal therapy, that it 

can be effective in the form of personal reflection on clinical and personal 

practice of skills and competencies.  Further, Bennett-Levy (2006) suggests that 

reflective supervision, reflective reading, and reflective writing also represent 

strategies that facilitate therapist learning.  

 

In summary, the DPR model posits that therapist learning takes place within the 

interaction of three major components; declarative information processing 

(„knowing that‟), procedural information processing („how” and ultimately „when‟ 

to use which skills and competencies), and reflection (self reflection on personal 

reactions, attitudes and beliefs in clinical and personal practice). The 

relationships between these three factors facilitate the continued development 

of therapists from novice to experienced practitioners, the latter being 

characterized by their increasing ability to choose from an extensive repertoire 

of when-then rules, plans, and procedures, to effectively manage novel and 

difficult situations in the therapy setting.  

 

There is some evidence for the Declarative-Procedural-Reflective model in the 

existing literature. Declarative learning (“knowing that”) may be understood as 

didactic learning delivered through passive training strategies, such as lectures, 

watching DVDs, observing role plays and reading content relevant material. 

Didactic instruction, without the addition of other training modalities, has been 

reported as insufficient to achieve transfer of training (King, Davidson, Taylor, 

Haines, Sharp, & Turner, 2002; Rakovshik & McManus, 2010; Sholomskas, 

Syracuse-Siewert, Rounsaville, Ball, Nuro, & Carroll, 2005). However, in at least 

one study where experienced CBT practitioners received supervision and case 

reviews but were not exposed to any didactic instruction, patient outcomes for 

CBT were poorer than for the comparison treatment (Dimidjian et al., 2006). 

This suggests that some didactic or declarative input (relating to underlying 

theory, disorder formulation, specific aspects of treatment) is necessary even for 

experienced therapists (Herschell et al., 2010). This is supported by the findings 
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of Arthur et al. (2003) who reported training using lectures achieved small to 

large effect sizes in their meta-analysis of training design and training outcome. 

 

Procedural learning strategies are those where trainee therapists actively 

engage in role playing, review of in-session videotapes, plus receiving and 

acting on feedback. Courses using these strategies, plus manuals, supervision, 

and extended training (over 100 hours), have reported increased therapist 

competence and improved client outcomes (McManus et al., 2010).  

 

Longer courses, such as many diploma courses, also allow for the third part of 

the DPR model; reflection (Bennett-Levy, 2006). Learning new information, skill 

sets and competencies takes place over time, and the very act of reflection 

requires experience in both the personal and clinical use of skills before the 

individual has sufficient material to reflect upon.  

 

There have also been a number of direct attempts to apply the DPR model in 

training settings. In a study featuring declarative and procedural learning 

strategies, diploma trainees were required to rate their own progress 

(competency) at six time periods throughout the year(Bennett-Levy & Beedie, 

2006). Where their progress differed from the previous rating, trainees were 

asked to record the reasons why their perceived competence might have 

changed.  At the end of the course self-efficacy was found to „closely mirror‟ 

observed ratings of competence. In addition, qualitative analysis of the written 

responses provided the authors with the basis of a second model 

conceptualising the relationship between self-reflection and self-efficacy 

(discussed further within this section).   

 

A further study evaluated the effect of self practice and self reflection during 

case conceptualization training as part of a CBT diploma course. Results 

included an increase in trainee self-perceived competence relating to a number 

of therapy learning processes. Self-perceived theoretical understanding of the 
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model, empathy, self-awareness, adaptation of clinical strategies, and being 

able to conceptualise the therapy process, improved following exposure to a 

self-practice/ self-reflectionmanualised training intervention (Haarhoff, Gibson, 

&Flett, 2011).  

 

In yet another CBT diploma study, significant increases in perceived 

competence (self-efficacy) were again noted following a four year CBT course 

which incorporated self reflection and self practice into individual (40 hours) and 

group (40 hours) supervision (Niemi&Tiuraniemi, 2009). In addition to the 

supervision components within this study, trainees were asked to write reports 

identifying their learning orientation (what they believed they needed to learn) as 

well as the domain focus of their self-reflections. Of particular note is that 

trainees were found to focus mostly on, and report the most gains in, conceptual 

and technical domains such as technical knowledge, skills, and strategic 

procedures.  Interpersonal, perceptual, and relational skills were mentioned 

infrequently. Further, conceptual and technical domains were the foci of their 

self-reflections at the beginning of the course, and remained the foci of their 

self-reflections across the period of assessment. The authors concluded that 

trainees may tend to focus their self-reflective learning on those aspects of 

therapy that they feel they need to learn, while ignoring aspects where they feel 

sufficiently competent due to prior learning (Niemi&Tiuraniemi, 2009).  

 

Finally, computer aided self-reflection through the use of blogs was found to 

enhance self-practice and self-reflection in a study training allied health 

professionals in five core CBT skills over a three week period(Farrand, Perry, 

&Linsley, 2010). Trainees were required to post at least one blog per therapy 

skill. In a focus group two months post training trainees reported that they had 

found the blogging experience to increase their understanding of the need for 

self-practice and self-reflection, both through their own blogs and those of other 

trainees. The transparency of reporting self-practice and self-reflections about 

practice on the blog resulted in peer pressure to participate and the shared 
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understanding that many difficulties in learning CBT skills and competencies are 

commonplace. The authors did not use role plays as a training strategy, relying 

instead on the blog experiences of trainees to provide a pseudo-experiential 

component to the training. Trainees, however, reported that this was insufficient 

as a means of learning the correct use of techniques and requested that further 

training include the opportunity for observed practice and feedback.  

 

The findings of Farrand et al. (2010) in particular, highlight the value of the 

Declarative-Procedural-Reflective model as a means of helping trainers to 

develop appropriate means to maximize the learning of different types of 

information. For example, practice and feedback are acknowledged as having a 

strong to moderate effect on training transfer (Burke & Hutchins, 2007) and role 

playing is a well accepted method used to enable practice and feedback to 

occur (Bennett-Levy, et al, 2009; Sholomskas et al., 2005). Thus, while 

observing role plays modeled by experienced therapists and reading about the 

experiences of peers may facilitate declarative learning, trainee therapists still 

need to undertake the role of the therapist to begin to appreciate and 

understand how to actually use the skill set involved (procedural learning), as 

well as receiving feedback about their performances from skilled supervisors.   

 

The DPR model presents a conceptual means of understanding therapist 

learning and development within the therapy role, with the self-practice/ self-

reflection components explaining in particular, the process of therapist 

development from adequate to expert. Limitations of the model are that to date 

research linking the model to improvements in trainee competence has been 

restricted to trainee self-report (Haarhoff et al., 2011; Niemi&Tiuraniemi, 2009) 

or has been limited to observed measures of competence at the end of training 

only (Bennett-Levy & Beedie, 2007), with no indication of the maintenance of 

self-practice/ self-reflective behaviours or therapist competence following 

training. Further, as model developers, Bennett-Levy and Beedie may have 
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introduced bias,suggestinga need for caution in the interpretation of their 

results.  

 

Influences of Self-Perception of Competence model 

The Influences of Self-Perception of Competence model is an extension of the 

Declarative-Procedural-Reflective model developed by Bennett-Levy (2006). 

The model represents the results of a studyundertaken during a CBT 

postgraduate diploma course. Trainees (N=24) were asked to self rate their 

competence six times across the 12 months of the course, and then to reflect in 

writing upon any major changes to the previous rating and the reasons for 

these. Results of the study formed the basis of the Influences on Self-

Perception of Competence model. Differences between the two models include 

a focus on identifying variables that may influence self-reflection, which then 

impacts onself-perception of competence.  

 

Development of theSelf-Perception of Competence model using the results of 

the qualitative analysis revealed three major areas as influencingself perceived 

competence in using CBT skills and competencies. The first of these, Learning 

Opportunities, was understood as the acquiring of knowledge through teaching, 

study, practicing and experimenting, getting external feedback, plus positive or 

negative experiences with clients. The second, Emotional State, was 

characterized by emotional memories invoked by recent sessions and 

associated feedback, plus the emotional impact of work, home, and course 

related stressors. The final factor, Cognitive Impact, involved reflection on the 

outcomes of Learning Opportunities within the context of current Emotional 

State (work and home-based stressors, feedback on recent sessions) leading to 

trainees‟ Self-Reflection of Performance (including reflection on progress in 

relation to peers and supervisors). Trainee self- reflection of performance was 

found to relate directly to Self Perception of Competence, as well as to 

Standards Required of a Cognitive Therapist.  
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A further finding from the research that informed the development of the model 

was that most trainees rated themselves as less competent on at least one item 

at some point during the study. In all cases the emotional impact of work, home, 

and course related stressors were associated with decreases in trainee self-

ratings of competence. It was suggested that the targeted focus on self 

reflection increased trainee awareness of the standards required of cognitive 

therapists, and reminded them that the end of training was approaching at a 

time when their perception of their own competence was still low (Bennett-Levy 

& Beedie, 2006). 

 

The Influences of Self-perception of Competence model is important within the 

transfer of training field for a number of reasons. Firstly, trainees involved in the 

development of the model reported variables other than organisational factors 

as responsible for decreases in their performance of CBT skills and 

competencies. This finding is of note as trainees in numerous studies in this 

area have tended to report poor use of skills as being solely due to the impact of 

organisational factors (Fadden, 1997; Kavanagh et al., 1993; Clarke, 2001). 

Secondly, trainee recognition that variables associated with other factors 

(training design and therapist characteristics) could impact on their competence 

is likely to be a result of engagement in the self reflection exercise included in 

the study design. This would suggest that the practice of recording self-

reflectionsrelating to competence may act to enhance trainee self-awarenessof 

competence. A third reason is that Bennett-Levy and Beedie‟s (2007) study is 

one of few studies in the psychotherapy literature to find a relationship between 

therapist self-perception of competence and observed competence, which 

further supports the suggestion that the study methods facilitated trainee self-

awareness. The value of therapist self-awareness is that itmay act as a prompt 

for therapists to engage in supervision, and to seek the support of peers and 

expert clinicians when encountering difficulties with the therapy process. 
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Systems-Contextual Model (SC) 

The DPR and Influences of Self-Perception of Competence models incorporate 

variables associated with training design, organisational factors, and therapist 

characteristics as perceived by trainees.In contrast, the Systems-Contextual 

model posits that interactions between these factors, client variables, 

communication strategies, and aspects of consumer advocacy facilitate the 

implementation of interventions. The model was developed specifically to 

implement the behavioural family intervention; Triple-P Positive Parenting 

Programme (Sanders & Turner, 2005; Turner & Sanders, 2006). Training 

variables included within the model were training processes and the provision of 

resources (manuals, handouts) for therapists and clients. Organisational 

variables were availability of adequate supervision, line management support, 

and adequate funding to implement the programme. Therapist or practitioner 

variables included self-efficacy in programme implementation, experience, 

knowledge of the intervention, low perception of barriers, and exposure to 

training. Client variables were severity of presentation, risk, and protective 

factors.Communication strategies incorporated liaison with the media, while 

consumer advocacy involved access to advocate services and support. The 

model was based on self-regulatory approaches involving self-directed learning, 

personal goal setting for skill development, self evaluation of progress, and 

problem solving of issues impeding implementation.  

 

A meta-analysis of studies investigating the effectiveness of Triple P Level 4 

programme (8-10 sessions of intensive training in positive parenting skills) found 

long term support for the Triple-P intervention (de Graff, Speetjens, Smit, de 

Wolff, &Tavecchio, 2008). Further, brief General Practitioner training in the 

Triple P program resulted in increased post training competence (Sanders, 

Tully, Turner, Maher, & McAuliffe, 2003b), and a self-audit completed by 

General Practitioners at two weeks follow-up also showed improvement in 

interview and intervention skills. 
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Although the Systems-Contextual model was developed to enhance 

dissemination and implementation of the Triple-P Programme, the approach 

was also used to critique research relating to the effectiveness of therapist 

training in evidence-based practices (Beidas & Kendall, 2010). Beidas and 

Kendall focused specifically on therapist variables, organisational support, 

training design and client variables, and argued that efforts to understand 

relationships between training and training transfer must be considered within 

the context of the system in which the training occurs. The authors reviewed 32 

studies in which service providers (psychologists, psychiatrists, social workers, 

nurses, substance abuse counselors, secondary school staff and master‟s level 

clinicians) were trained in evidence-based psychotherapies (EBP). Inclusion 

criteria were that studies included at least one measure of therapist variables 

(attitudes, clinical experience, theoretical orientation), and/or organisational 

support (provision of supervision, support of consultants), quality of training 

(described training characteristics sufficiently), and/or client variables (severity 

of illness presentation, risk factors, resilience). Results were reported in terms of 

learning criteria (gains in knowledge, trainee attitudes, trainee satisfaction), 

behaviour criteria (competence in use of skills), and results criteria (change in 

client presentation).  

 

The authors concluded that generally self-reported and observed knowledge 

improved after training in an evidence-based practice, irrespective of differences 

in treatment modalities or type of therapist. However, overall self-reported 

change in therapist behaviours did not match actual behaviour change 

irrespective of treatment modality. Even when using the most effective training 

methods (workshop, manual and brief supervision) therapists frequently failed to 

reach proficiency (attaining 80% of the total possible score) in adherence, 

competence, and use of skills following training. Further, there was insufficient 

information to suggest how therapist and organisational characteristics 

influenced this outcome. Provisional evidence suggested that only when studies 

are designed to address training, organisation, therapist, and client variables are 
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trainees likely to attain observable proficiency (adherence and competence), 

with this being particularly true of studies in cognitive behavior therapy. A further 

theme within their review related to the quality of the studies included. Few were 

random controlled trials and many were convenience samples with low 

participant numbers. Further, a number of studies employed learning criteria 

(trainee satisfaction and knowledge gains) as the only outcomes measured, and 

employed trainee self report as the only means of measuring outcome. Finally, 

few studies in their review employed a follow-up time series in the study design 

(Beidas & Kendall, 2010). 

 

Summary 

Models of training transfer in psychotherapy each address training, 

organisational, and therapist characteristics to some degree in their attempts to 

explain training outcomes. The Declarative-Procedural-Reflective (DPR) model 

provides a framework for understanding how training content is processed by 

trainees through passive (declarative) and active (procedural) learning. This 

model also provides a means of understanding the generalization and 

maintenance of new skills and competencies post-training, through the 

processes of therapist self-practice and self-reflection. The Influences on Self 

Perception of Competence model posits that training and work related learning 

opportunities interact with trainee emotional responses to work/ personal 

stressors and external feedback. Both the DPR and the Self Perception of 

Competence models are cognitive models based on trainee information 

processing related to the variables of interest. In contrast, the Systems-

Contextual model specifically focuses on interactions between organisational, 

training, therapist and client variables as major determinants of training transfer. 

There is some empirical evidence to support the DPR and Influences on Self-

Perception of Competence models at the end of training (post-training), but no 

follow-up data is available. Also there is some provisional evidence that training 
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transfer is less likely to occur when training issues, therapist, organisation, and 

possibly client characteristics are not addressed in the design of studies. 

 

3.2 Training Design 
Clinical trials seeking to establish the effectiveness of psychotherapeutic 

interventions have employed aspects of the Baldwin and Ford (1988), the DPR 

(Bennett-Levy, 2006) and systems contextual (Beidas & Kendall, 2010) models 

of training transfer. Researchers select motivated and committed staff, use 

manuals, didactic and active learning (role plays, practice), and ensure 

therapists participate in intensive supervision of at least one case (Elkin, 1999). 

Further, competence in the use of the strategies is measured through 

supervisor/observer ratings, thus certifying that transfer of training occurred 

(Sholomskas et al., 2005).  

 

Many of the attempts to disseminate psychotherapies in the community are 

rarely conducted with the rigor of a clinical trial. Instead, training is offered as 

brief workshops relating to specific aspects of a treatment, or longer courses 

(100 hour plus) aimed at the dissemination of a full intervention. Many of these 

studies use quasi-experimental, pre-post, convenience sample designs, and 

thus contribute to what is known about transfer of training in psychotherapy, as 

well as helping to indicate directions for further research. However, 

investigations into the effectiveness of actual training design, processes, and 

practices on training outcomes are not well represented in the literature at this 

time. For this reason, researchers have focused on the particular 

characteristicsof the training programme, organisations, and trainees that 

impact on the transfer of training. 

 

Length of Training 

The impact of training length in CBT was addressed in some detail in a recent 

review of the training literature (Rakovshik & McManus, 2010). Study strength 
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within the review was categorised. Categories were based on behaviour 

(therapist competence) and results (client outcomes) criteria. Category I studies 

referred to investigations where therapist competence or patient outcome was 

equal to or exceeded that of efficacy trials (n = 19, M = 199 hours, SD = 104). 

Category II referred to studies that reported positive results in either therapist 

competence or client outcomes, but did not reach the set criteria (n = 13, M = 93 

hours, SD = 59), and Category III studies did not demonstrate significant effects 

for therapist competence or client outcomes (n = 5, M = 33 hours, SD = 32). 

Rakovshik and McManus (2010) acknowledged that there was considerable 

overlap between study categories. However, while there were a number of 

Category 1 studies with fewer hours of training, there was only one example of a 

study with high training hours resulting in poorer outcomes (Rakovshik & 

McManus, 2010). In addition, significant improvement in competence levels for 

less experienced trainees following extensive training (that is, greater than 137 

hours of training) was found. 

 

However, shorter courses may also demonstrate training effects and transfer of 

training. A two-day, 12 hour workshop reported in Simons et al. (2010) included 

role plays, group activities, an intensive focus on CBT specific skills and 

competencies, as well as themes such as Socratic methods, collaboration, 

homework methods, and strategies to enhance client learning.  Results 

suggested that gains in competency post-workshop (after only 12 hours of 

intensive training) were maintained at 12 months follow-up. However, these 

results may also have arisen from extended training in the form of frequent 

group telephone consultations that continued 3-weekly for the 12 months 

between post-training and follow-up. Further, the content of group consultations 

was decided in advance and based on written questions submitted by trainees 

prior to each three weekly consultation.  

 

In addition, although longer courses may be more likely to report observer-rated 

changes in trainee competence at the end of training (Bennett-Levy & Beedie, 
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2007; Morganstern, Morgan, McGrady, Keller, & Carroll, 2001, Mathieson et al., 

2009), one study reported trainees did not reach proficiency after 50 weeks of 

two-hour didactically presented training sessions plus supervision (Bein, et al., 

2000).  

 

Course content 

Clearly, shorter courses have less time in which to deliver course content, and 

as such may be limited to skills training in exact competencies. Examples of 

exact competencies include training that focuses on aspects of treatment for a 

specific disorder, such as contingency management for substance abuse in 

adolescent populations (Henggeler, Sheidow, Cunningham, Donahue, & Ford, 

2008), or teaching clinicians to question, persuade, and refer in the prevention 

of youth suicide (Cross, Matthieu, Cerel, & Knox, 2007).  Longer courses may 

allow for more comprehensive training content, including an emphasis on the 

presentation of supportive literature and a wider variety of disorder specific skills 

and competencies.  

 

Manualised delivery of training content also features consistently in 

psychotherapy research as part of the „gold standard‟ for training design 

(Sholomskas et al., 2005). The literature on the issues associated with 

manualised training is extensive and is beyond the scope of this review (see 

Chambless&Hollon, 1998; Goldfried& Wolfe, 1998). However, support for the 

use of manuals continues to feature (Herschell et al., 2010; Rakovshik & 

McManus, 2010), and the finding that adherence to manuals has been 

associated with poor therapeutic relationships seems confined to a limited 

number of studies (Henry, Schacht, Strupp, Butler, & Binder, 1993). 

 

Multiple components (training strategies) 

In a review of 55 studies Herschell et al. (2010) investigated the efficacy of six 

specific training methods. Methods were reading written materials (for example 
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a training manual), self-directed training techniques (for example, web-based 

learning, videos), workshops, workshops plus follow-up (for example, provision 

of feedback, supervision, role-plays), training-the trainer or pyramid training, and 

multi-component training packages. Herschell et al. found the most common 

training strategies were reading materials on the training topic or attending a 

workshop on the topic, neither of which had much support in the literature 

regarding training transfer. Further to the review by Rakovshik and McManus 

(2010), Herschell et al. also found that training programmes that incorporated a 

number of different training strategies such as treatment manuals, multiple days 

of training, taped sessions with clients, supervisor training, booster sessions, 

and one or more training cases, were more likely to demonstrate training 

effects. 

 

Types of interactional strategies, such as roleplays and small-group activities, 

represent an „active‟ learning format, and are highlighted as being effective in 

enhancing the learning of specific skills (Alberts& Edelstein, 1990; Bennett-Levy 

et al., 2009), as well as providing opportunities for feedback (Goldstein & Ford, 

2002). However, Saitz, Sullivan, and Samet (2000) reported no appreciable pre-

post change in knowledge and confidence for a cohort of trainees following a 

three hour workshop in motivational interviewing, despite utilising roleplays with 

feedback. These results suggest that there may be a minimum length for 

training, even in courses that include multiple training strategies in the training 

design. 

Trainer characteristics 

The influence of the trainer as a variable was addressed as part a 24 month 

study of time-limited dynamic psychotherapy training (TLDP, Henry et al., 1993).  

Training within the study was conducted in 50 two-hour training sessions over 

12 months, with a 12 month follow-up. Training components involved readings 

from the treatment manual, didactic presentations covering principles and 

techniques, plus clinical examples presented in either audio or visual format. 
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Trainees (eight psychiatrists and eight clinical psychologists) also received 

small-group supervision of one training case. However, despite a seemingly 

comprehensive training format, a post-study review of the 32 clinical cases 

revealed that 72% of the therapists involved within the study had failed to 

achieve basic competence at TLDP (Bein et al., 2000). Both Henry et al. and 

Bein et al. concluded that study outcomes were related to the impact of trainer 

style on trainee learning. That is, significant differences in the effects of training 

were found between the two trainee groups that were directly attributable to the 

two trainers, with those trained and supervised by Trainer A showing higher 

levels of change in interviewing style and use of specific strategies. Trainer A 

used a directive style, focused on specific learning tasks, and prompted 

therapists to engage in meta-cognitive behaviours, as well as continually 

reviewing core concepts while listening to therapists‟ taped sessions. Trainer B 

was less task-specific and would prompt therapists to develop their own 

questions after listening to taped segments. Further, Trainer A focused more on 

interventions relating to client dynamics, while Trainer B discussed client 

dynamics in the context of the entire treatment. Finally, Trainer A was more 

likely to be specific about useful therapist behaviours, direct in challenging less 

useful behaviours, and continued to highlight to trainees that they, including 

experienced psychotherapists, were all novices to TLDP. Trainer B tended to 

avoid confrontation, be more respectful of trainee autonomy, and tended to 

interact with trainees as a consultant to experienced professionals rather than to 

novices. Henry et al. suggested that when training experienced professionals in 

a new approach, the training will be more effective if they are treated as novices 

to the intervention. Bein et al. concluded that supervision of one training case 

may be insufficient for trainees to overcome their use of „customary‟ treatment 

methods in order to achieve mastery of new treatment models. 

 

A further study measured the impact of experience on trainer effectiveness in 

the delivery of cognitive-behavioural stress management training (de Jong 

&Emmelkamp, 2000). Researchers employed either clinical psychologists who 
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were experienced in stress management training, or employees of the 

organisations involved (police departments, schools, and a general hospital) 

who were not experienced trainers. Inexperienced trainers received two days of 

training in specific stress management techniques, while experienced trainers 

(clinical psychologists) received no additional training. No effect for prior training 

experience was found, suggesting that the training could be effective when 

offered by professional groups other than clinical psychologists.  

 

Summary 

Multi-component courses (multiple training strategies) that are of 100 hours or 

greater have been associated with increased therapist competence post-

training. Short courses have also reported sustained increases in therapist 

competence where these have included multi-component training strategies and 

involved training-focused contact with trainers following completion of the 

course. In addition, short courses may also be effective when training is 

restricted to discrete skills. Finally, the influence of trainer style may have more 

impact on outcomes than trainer experience.  

 

3.3 Organisational Factors 
Generally, organisational variables understood to facilitate training transfer 

include having the opportunity to practice, environmental cues to prompt 

practice, plus the presence of consequences for either practicing or not 

practicing new skills in the workplace (Burke & Hutchins, 1997).  In addition, 

research from the general literature suggests training transfer may differ 

significantly between workplace type, with trainees from public, private, and not-

for-profit organisations reporting different levels of confidence in organisational 

support for the transfer of training materials (Holton III et al., 2003).  

 

Successful transfer of training has been noted where there is an overall 

organisational expectation that training transfer will occur, all levels of 
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stakeholders are involved in the implementation process, and multiple staff 

receive both training and training-specific supervision. Evidence to support this 

integration of multiple factors can be found in the positive outcomes reported in 

behavioural family intervention studies in which training design, trainee factors, 

and organisational variables were all addressed (Gaudine& Sachs, 2004; 

Grawe, Falloon, Widen, &Skogvoll, 2006; McFarlaneet al.,2001; Sanders & 

Turner, 2005).  

 

However, similar attempts to train teams of mental health professionals in 

behavioural family interventions within services have also reported poor 

implementation, with only 18% of participants engaging three or more families 

post training in one study (Kavanagh et al., 1993), and8% of therapists (N=86) 

engaging 40% of the families seen in another (Fadden, 1996). Further, in this 

second example, an average of only 1.7 families were seen per therapist up to 

three years post training. Therapists in this study reported thatreasons for the 

poor engagement of families included insufficient time, too many clients, and 

afterhours scheduling (Kavanagh et al.), as well as a lack of suitable clients and 

prioritising crisis work over preventative therapies (Fadden, 1996). 

 

Limited workplace support, poor access to supervision, and high caseloads also 

featured in two New Zealand surveys of CBT diploma graduates (Kennedy-

Merrick, Haarhoff, Stenhouse, Merrick, &Kazantzis, 2008; Mathieson, Beaumont 

& Barnfield, 2010), with graduates in the Mathieson et al. study also reporting 

that having a case management role was a barrier to CBT use. Finally, a survey 

of psychiatrists (N =22) 3 to 6 years following post-graduate training revealed 

that not having enough protected time and CBT not in the job description, 

featured most highly as the reasons for poor transfer (Whitfield, Connolly, 

Davidson, & Williams, 2006). 
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In keeping with the general literature, it has been suggested that poor transfer of 

training in mental health may occur when organisations fail to provide the 

conditions necessary (time, facilities, cues to encourage practice) for staff to use 

new learning in the workplace. In addition, despite having resourced staff 

training (time away from work, course fees) there may be no organisational 

expectation that trainees will actually use new learning intheir practice following 

training (Fadden, 2006). The pressure on mental health organisations to meet 

output and outcome targets, restructure existing services, develop new services, 

and focus on the structure of teams as opposed to strategies delivered by 

teams, may explain the lack of expectations. These observations again support 

the concept that organisational environments may facilitate or inhibit training 

transfer, and suggest that some responsibility for transfer lies within the 

organisational role. 

 

Trainee perception of workplace place factors as barriers to practice may also 

be understood as a trainee factor, in that issues reported as limiting the practice 

of some trainees may not be perceived as barriers by others. In both Fadden 

(1997) and Kavanagh et al.(1993), the small number of trainees who 

demonstrated transfer of training worked within the same environments as those 

who reported being unable to transfer training due to organisational factors. In 

addition, Nikandrou et al. (2008) reported only one of 44 trainees implemented a 

training package that trainees had themselves developed as a group to meet 

their own learning needs. Half of the trainees within this group reported 

undertaking the training despite an awareness that they were not going to try to 

use it in the workplace due to organisational barriers. Thus, there are trainees 

who are successful in their efforts to use training materials despite perceived 

organisational constraints. Further, little is known about the characteristics of 

those trainees who are more likely to transfer training, and/or are more likely to 

report workplace factors as barriers to transfer.  
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Supervision  

Supervision is included alongside peer and managerial support as an 

organisational variable that has a significant impact on training transfer 

generally (Burke & Hutchins, 2007; Al-Eisa, Furayyan, &Alhemoud, 2008). Skill-

specific consultation with supervisors, plus peer and computer based support 

may act as cues to facilitate the use of newly learned materials pre- and post 

training(Beidas & Kendall, 2010). Further, results from a small number ofstudies 

suggest that trainees who continue to have supervision as part of the study 

protocol following training may maintain some gains at three months 

(Sholomskas et al., 2005; Smith et al., 2007), six months (Mannix et al., 2006) 

and 12 months follow-up (Miller, Yahne, Moyers, Martinez, &Purritano, 2004; 

Simons et al., 2010).  

 

Despite a strong understanding that supervision is an essential part of training in 

psychotherapy, and the reality that almost all training in psychotherapy includes 

a supervision component, there is little consistent evidence available to support 

current models in this area (Holloway &Neufeldt, 1995; Milne, 2008; Milne, 

Aylott, Fitzpatrick, & Ellis, 2008; Stein & Lambert, 1995). In a review of 24 

studies Milne et al. (2008) reported supervision outcomes to include attitude 

change, affective awareness and motivation/ reinforcement, general learning 

and self-monitoring, reflection (self-awareness and positive and negative 

evaluation), plus increased attention to goals, conceptualizing, and 

experimenting (exposure).  However, Holloway and Neufeldt (1995) found the 

availability of objective evidence to be minimal when reviewing the effectiveness 

of supervision with regard to trainee attitude, beliefs and skills, client change, 

trainee performance in the therapy role, and interactional events during the 

supervision process. The authors concluded that supervisors appear to be 

influenced more by the trainee‟s interpersonal involvement during supervision 

than by client outcome. This conclusion was endorsed by Worthern and 

Lambert (2007), who reported that both trainees and supervisors were found to 

over-estimate client outcomes and under-estimate client deterioration.  
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A lack of supervisor training and supervisor manuals may also result in 

supervisor characteristics having an influence on training and supervision 

outcomes (Holloway &Neufeldt, 1995; Milne & Reiser, 2011). These authors 

noted that interactional events during the supervision process were closely 

linked to supervisor instructional characteristics, most specifically during the 

provision of feedback. The influence of interactional events on training transfer 

was reported by Henry et al. (1993) in their study of time-limited dynamic 

psychotherapy (see Trainer Characteristics- this section). Within this study 

participants supervised by Trainer A demonstrated significantly greater 

improvement in interview style and technical adherence. Trainer A utilised more 

directive, event and behavior focused methods to highlight specific aspects of 

therapy, and validated particular therapist behaviours as opposed to providing 

more global support. Trainer B, however, spent less time commenting on 

specific therapist behaviours, focused more on client dynamics, and provided 

more global feedback.  

 

The issue of supervisor style also arose in a case study relating to supervision 

and parallel processes (Friedlander, Siegel, &Brenock, 1989). These authors 

used sequential analysis of verbal communication patterns across nine 

concurrent supervision-counselling sessions, concluding that therapy and 

supervision may mirror each other in terms of verbal interactional patterns. Their 

conclusions were further supported by Milne (2008), who found CBT 

supervisors to demonstrate poor adherence to the CBT model and suggested 

that the gap between theory and research in the area of supervision may be 

filled by supervisors using the same techniques in supervision that they do in 

therapy, as well as providing supervision in the same manner that they 

themselves receive it. 
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Peer supervision 

Peer supervision may facilitate transfer of training in that it can provide cues for 

trainees to practice skills and competencies (Burke & Hutchins, 2007).  Peers 

may be the only source of supervision in numerous mental health service 

settings. In the social services area it has been suggested that peers may have 

as much influence over individuals as formal supervisors, due to the complex 

nature of the work involved, increased autonomy in decision- making, and 

reduced access to supervision (Clarke, 2002). The positive influence of peer 

supervision is supported by studies where the training of teams has facilitated 

transfer of training. Experienced peers in these situations prompt discussions 

regarding skills and competencies, thereby providing on-going practice and 

reflection cues. However, issues associated with relying on peers as the major 

source of supervision are highlighted by Rakovshik and McManus (2010), who 

suggest that during the period of attaining and consolidating competencies, peer 

or non-CBT specialist supervision may not be sufficient to facilitate transfer of 

training, and expert CBT supervision is likely to be pivotal at this time.  

 

Summary 

Characteristics specific to organisational type may explain poor transfer in some 

service settings where organisation and management priorities may be focused 

more on the structure of services rather than on the quality of service delivery. 

Despite the role that organisational factors may have in facilitating or inhibiting 

transfer of training, there is evidence that trainee perception of factors as 

barriers to practice may differ, even between individuals in the same workplace. 

Perception of organisational barriers may also, therefore, be understood as a 

therapist characteristic (therapist factor).  

 

Organisational characteristics that may facilitate transfer include the expectation 

that trainees will use new skills, plus work-based opportunities and cues to do 

so. In addition, training-focused supervision has been associated with improved 
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training transfer in some studies. Peer support may also be of particular 

importance in social services where increased autonomy in decision making 

acts to increase the influence of peers, but it may not be an effective substitute 

for expert training-focused supervision immediately following training. Further, 

there is some evidence that many supervisors may not adhere closely to the 

CBT model, while the individual self-report of trainees and supervisors does not 

appear to be correlated with positive outcomes. 

 

3.4  Therapist factors 
During the past few decades research into the role of therapist factors in study 

outcomes was supplanted by the strong emphasis on the development and 

delivery of evidence-based practices in psychotherapy research (Beutler et al., 

2004). The topic has re-emerged recently as the reality of minimal outcome 

variance attributable to differences in therapies has become increasingly 

apparent (Brown, Lambert, Jones, & Minami, 2005). Variance attributable to 

therapist factors has been acknowledged as consistently contributing to clinical 

outcomes (Anderson, Ogles, Patterson, Lambert, &Vermeersch, 2009). 

Estimations have ranged from 8% (Kim &Wampold, 2006), 0% to 50% (Crits-

Christoph et al., 1991), and 1% to 18% (Huppert, Bufka, Barlow, Gorman, Shear 

et al., 2001).  

 

However, a number of researchers continue to argue that therapist factors can 

be attributed to outliers, or small numbers of therapists who perform much better 

or much worse than other study participants (Elkin, Falconnier, Martinovich, & 

Mahoney, 2006). Further, it has been argued that methods used to estimate the 

impact of therapist factors (small sample sizes, measures employed), plus the 

inclusion of only those studies with significant therapist differences, may have 

inflated these claims (Crits-Christoph& Gallop, 2006). Never-the-less, the 

presence of therapist factors found in research involving large datasets 

suggests that while mechanisms for differences in therapist effectiveness 

remain unclear, there is evidence that differences do exist. Further, differences 
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between therapists have been noted in clinical trials where therapists have been 

carefully selected, rigorously trained, and supervised with strict adherence to 

therapy manuals (Anderson et al., 2009). 

 

Relationships between therapist demographics and competence. 

 Most of the research relating to therapist factors represents demographic data, 

for example: age, gender, years of experience, professional background, or 

training. There are mixed reports of the relationships between these 

characteristics and therapist competence. No relationships were found between 

therapist competence and prior qualifications, professional background or 

training (Davidson & Scott, 2009), years practicing in mental health (Brosnan et 

al., 2006; Kennedy-Merrick et al., 2008), knowledge of depression or attitudes 

towards treatment (King et al., 2002), or frequency of supervision and 

accreditation (Brosnan et al., 2006).  

 

However, James et al. (2001) found years of experience with CBT and gender 

(male trainees improved at a greater rate than females) to be moderators of 

competence in a 1 year CBT diploma study. Further, Brosnan et al. (2006) 

reported therapists with formal post-qualification training in cognitive therapy 

demonstrated greater competence in their use of CBT skills than therapists who 

had received basic CBT training as a part of their professional qualification. 

Finally, in a recent review of trainee competence at completion of a 12 month 

diploma course, age and professional background were found to impact on CBT 

competence levels in an evaluation of 278 trainees (McManus et al., 2010). 

Within this study the majority of trainees achieved the criteria for competence 

post-training. However, older trainees performed less well and clinical 

psychologists demonstrated the highest levels of competence.  
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In a meta-analysis of 30 studies, Stein and Lambert (1995) concluded that 

improved outcomes for clients treated by psychotherapists who had attended 

graduate school may relate to the tendency of clients to remain engaged with 

more trained and experienced therapists. Therapist experience was also related 

to outcome differences between sites of the Treatment of Depression 

Collaborative Research Project (TDCRP), where more experienced therapists 

produced better clinical outcomes than those with less experience (De Rubeis, 

Brotman, & Gibbons, 2005). 

 

In an effort to address methodological issues relating to study designs (low 

participant numbers, no control groups, use of non-standardised measures, no 

follow-up period) researchers have investigated therapist factors using much 

larger sample sizes, such as those found in naturalistic settings (managed care 

and large practice networks). In a managed care data set of 1,198 clients and 

60 therapists, up to 17% of the rate of client improvement was attributed to 

therapist factors (Lutz, Leon, Martinovich, Lyon, & Stiles, 2007). In a further 

study involving a managed care practice, data for more than 5,000 clients seen 

by 71 therapists were examined for differences in client outcome that could be 

attributed to differences in therapist characteristics (Okiishi, Lambert, Nielsen, & 

Ogles, 2003; Okiishi, Lambert, Eggett, Dayton, &Vermeersch, 2006). The 

authors reported that although no differences were found for gender, theoretical 

orientation, and level or type of training, there were significant outcome 

differences found for clients seen by the top 10% and bottom 10% of therapists 

within the practice. Outcomes included number of sessions, speed of 

improvement and overall amount of pre- and post-therapy change in clinical 

presentation. Additional investigations using a proportion of the Okiishi et al. 

dataset (n = 1,141 clients and n = 25 therapists) found age to be a factor in 

therapists‟ use of facilitative interpersonal skills, with older therapists 

demonstrating a greater ability to handle challenging interpersonal encounters 

(Anderson et al., 2009).  
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There has been a call for studies that move beyond the measurement of 

therapist demographics to the investigation of therapist variables that have been 

highlighted by theoretical or empirical research (Anderson et al., 2009). Studies 

that have attempted to do so include therapist use of interpersonal skills 

(Anderson et al.), the relationship between self-efficacy and therapist 

competence (Beidas & Kendall, 2010; Bennett-Levy & Beedie, 2007, Mathieson 

et al., 2009; Westbrook, Sedgwick-Taylor, Bennett-Levy, Butler, & McManus, 

2008), and the relationship between professional development and the affective 

training climate of psychotherapy training programmes (Wilson, 2008).  

 

It is these latter characteristics, self-efficacy and perceived professional 

development that form the basis for the present study, and are addressed in the 

remainder of this section. 

 

Self-efficacy: self perception of competence/confidence in using clinical 
skills 

Self-efficacy has been defined as an individual‟s belief in his or her ability to 

succeed in specific situations, and influences how individuals approach goals, 

tasks, challenges and difficulties. Individuals with high self-efficacy are 

understood to set more challenging goals for themselves and persist in pursuing 

these even when faced with difficulties (Bandura, 1986).  

 

Self-efficacy has been reported as a strong indicator of performance, and has 

repeatedly been highlighted as having a positive relationship with transfer of 

training in the general literature (Burke & Hutchins, 2007; Chaiburu& Lindsay, 

2008; Colquitt et al., 2000; Gaudine& Saks, 2004; Merriam & Leahy, 2005; 

Salas & Cannon-Bowers, 2001). Studies demonstrating that increased trainee 

self-efficacy leads to greater transfer of training have included an observer-rated 

proof reading task (Mathieu, Tannenbaum, & Salas, 1992), a timed computer 
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task (Ford, Smith,Weissbein, Gully, & Salas, 1988), a confederate-rated 

negotiation skill task (Stevens & Gist, 1997), and supervisor-rated, in-patient 

training of nurses in the involvement of families (Gaudine& Saks, 2004). This 

last example has clear similarities to training in the psychotherapies, in that it 

involves a clinical population and the training of clinical staff in a 

psychotherapeutic intervention (the McGill Model of Nursing- see Gottlieb 

&Rowat, 1987).  

 

The use of self-efficacy as an outcome criterion in psychotherapy research has 

been common practice (Beidas & Kendall, 2010). The relationship between self-

efficacy and observer-rated competence has also received some attention. 

However, unlike the general literature, studies in this area frequently report 

either no relationship, or report less competent therapists as over-estimating 

their self-competence (Brosnan et al., 2006; Buckley, Conte, Plutchik, &Karasu, 

1981; Miller et al., 2004), as well as over-estimating the progress and 

involvement of clients in therapy (Lafferty, Beutler, &Crago, 1999).  

 

A small number of studies have found a positive relationship between observed 

and self-reported competence. Supervisors of substance abuse counselors 

found 90% of trainee counsellors to reach at least adequate levels of CBT 

skillfulness following 100 hours of intensive training and supervision over a five 

month period (Morganstern et al., 2001).  Almost all counsellors within this study 

also reported confidence in their ability to deliver manual-guided CBT skills 

following training.  In addition, a positive relationship was found between 

observed and self-reported competence in a cross-sectional study of 

experienced CBT therapists (Brosnan et al., 2008). However, therapists tended 

to rate themselves significantly higher than they were rated by experts, and 

those who were rated as less competent were more likely to have over-

estimated their ability to a greater degree than those therapists who met the 

study criteria for competence.  
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The tendency for trainees to rate themselves higher than supervisors was also 

noted by Mathieson et al. (2009). These authors found positive but non-

significant correlations between independently-rated, supervisor-rated, and 

trainee-rated competence following a 30 week post- graduate level CBT diploma 

course (N= 35). Supervisors within this study were asked to rate competence in 

a variety of skill areas, as well as comment on trainee strengths and 

weaknesses. Independent raters were asked to rate a single, videotaped 

therapy session for each trainee at 2 and 6 months during training. The authors 

reported independent and supervisor ratings of competence were more highly 

correlated than independent and trainee ratings.  

 

Increases in competence using the Cognitive Therapy Self-Rating Scale (CTSS) 

and the assessor-rated Cognitive Therapy Scale were reported in a 12 month 

CBT diploma study (Bennett-Levy & Beedie, 2007). These authors found 

supervisor ratings to „mirror‟ trainee self-ratings of competence post-training, 

although no statistical relationship was reported (N = 24). In addition, supervisor 

ratings of competence were again lower than trainee self-rated competence. 

 

With few exceptions, research investigating the relationship between therapist 

self-efficacy and observed competence has focused on pre- and post-training 

designs. The extent of the relationship at some timefollowing training has not 

been widely researched. Where this has occurred results have not been 

consistent (Beidas & Kendall, 2010). This is particularly notable where training 

has involved brief workshops (Herschell et al, 2010; King et al., 2002; Walters, 

Mateson, Baer, &Ziedonis, 2005).  

 

One exception to the lack of correlation between observed and self-reported 

competence at follow-up was a study of CBT training for palliative care 

practitioners(Mannix et al., 2006). Trainees demonstrated significant gains in 

both variables at the end of 6 months of training in CBT. Observed-competence 
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increased and self-reported competence gains were maintained for those 

participants who received a further six months of supervision following training. 

However, those trainees who were randomized to a no-supervision group 

following the post-training assessment were found to have decreased in both 

confidence and competence at the 6 month follow-up. Within this study, 

observer-rated competence was assessed using a scale adapted from the CTS-

R (Blackburn et al., 2001) and self-reported competence was assessed using 

current practice of specific CBT skills. 

 

The issue of therapist over-confidence in their own competence may be of 

concern where over-confidence results in poor decision-making, and/or 

therapists decline to seek further instruction in order to maintain and improve 

their practice over time (Mathieson et al., 2009). Some evidence of this can be 

found in Brosnan et al. (2006, 2008) who reported a number of study 

participants actually scored below the criterion for basic competence, despite 

the fact that they were accredited cognitive therapists who had been practicing 

for some time. Further, the least competent therapists within this study over-

rated their competence to a greater degree than therapists that were rated as 

competent.  

 

One reason for the lack of clarity relating to the relationship between self-

efficacy and competence may lie with the measurement tools used to assess 

self-efficacy in psychotherapy research. In a number of studies self-reported 

competence has been measured using adaptations of observed measures of 

competence, most commonly, the Cognitive Therapy Scale (CTS: Young & 

Beck, 1980). As mentioned earlier in this section, the CTS was adapted as the 

Cognitive Therapy Self-Rating Scale (CTSS) to enable self-assessment of taped 

sessions (Bennett-Levy & Beedie, 2006; Westbrook et al., 2008). No significant 

correlation was found between these two measures by Westbrook et al., who 

concluded the measures may not have been assessing the same dimensions. A 

further adaptation of the CTS for use by trainees was undertaken by Mathieson 
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et al. (2009) who developed the Student Self-Rating Form (SSRF). The authors 

reported a weak relationship between the SSRF and supervisor ratings of 

competence, but also suggested that the two measures may have not have 

been measuring the same dimensions. Finally, when the Cognitive Therapy 

Scale (CTS) was used by therapists to rate themselves following a single 

session in a self evaluation study, a moderate relationship was found. However 

self-rated CTS scores were reported as being significantly higher than observer-

rated scores (Brosnan et al., 2008).  

 

In summary, the relationship between therapist self-efficacy and observer-rated 

competence in psychotherapy research is not clear. The majority of studies 

have found no relationship, often when using the same instrument, a disparity 

that has prompted researchers to question whether trainees and observers are 

actually measuring the same variables. A few studies have found small non-

significant relationships, with therapists tending to rate their competence more 

highly than observers. Further, what is known about the relationship between 

therapist self-efficacy and observed competence is largely limited to the end of 

training, with little known about the development of the relationship following 

training. Finally, where trainees and therapists are unaware of a lack of 

competence they may not seek the support of supervisors or peers, and may 

engage in making clinical decisions that place themselves and clients at risk.  

 

Therapist professional development 

Therapist characteristics that may have an impact on transfer of training of CBT 

competencies also include the perception of professional development. Career 

exploration or professional development, is understood to involve an individual‟s 

self-assessment of skill strengths, weaknesses, and goals in relation to their 

career, as well as their pursuit of job-related information from others (peers, 

supervisors, friends). Professional development has been theoretically linked to 

trainee motivation in management and organisational psychology literature 
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(Colquitt et al., 2000). Trainee motivation has, in turn, been strongly linked to 

trainee-reported transfer of training (Colquitt et al., 2000; Burke & Hutchins, 

2007). 

 

Research from the Collaborative Research Network of the Society for 

Psychotherapy Research (SPR CRN,Orlinsky& R nnestad, 2005) also 

highlighted the importance of therapist perception of career development. Within 

this study researchers engaged more than 4,000 psychotherapists worldwide to 

complete the 400 item DPCCQ (Development of Psychotherapists Common 

Core Questionnaire) in order to identify factors influencing psychotherapist 

development (Orlinsky, Bottermans, &Rønnestad, 2001). Respondents of the 

DPCCQ represented most theoretical orientations, with analytic-dynamic 

therapists comprising more 50% of the total group, and CBT therapists 

comprising approximately 25%.  

 

The Development of Psychotherapists Common Core Questionnaire directly 

addressed the degree of influence participants associated with each of 14 

factors that may have facilitated or hindered their development as a therapist. 

Factors included interpersonal activities (experiences with clients, interaction 

with supervisors, personal therapy, experiences in personal life outside of 

therapy), as well as learning behaviours (reading material relevant to practice, 

attending seminars and courses, and observing other therapists on tape or in 

role plays).  

 

The results suggested that interpersonal activities such as working directly with 

clients, receiving formal supervision, and undertaking personal therapy or 

counselling were the three most important factors in facilitating professional 

development for therapists of most therapeutic orientations (Orlinsky, 

Bottermans, &Rønnestad, 2001). CBT therapists also rated working with clients 

and receiving formal supervision as the first and second most important 

influences on their development as therapists, with attending courses or 
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seminars rated third, and undertaking personal therapy rated seventh. The 

authors suggested that although their results were obtained using a subjective 

measure, the fact that so many therapists engaged in responding, and the 

uniformity of their responses, lent considerable strength to results.  

 

The Development of Psychotherapists‟ Common Core Questionnaire also 

enabled the authors to identify the major dimensions of therapist 

development(Orlinski&Rønnestad, 2005). As a result they further refined the 

original questionnaire into two scales to help psychotherapists self-monitor their 

own progress.  The Work Involvement Self-Monitoring Scale (WIS) addressed 

therapist self-perception of their current in-session effectiveness, manner with 

clients, difficulties, coping strategies, as well as emotional engagement with the 

therapy process. The Professional Development Self-Monitoring Scale (PDS) 

focused on therapists‟ cumulative and current sense of career development as 

being positive (career gain) or negative (career loss).  

 

There has been some research to date investigating the relationship between 

these self-report scales and transfer of training. In a review of professional 

learning outcomes during a four year diploma course in cognitive therapy, Niemi 

and Tiuraniemi (2009) found increases in self reported competence and in basic 

relational skills (a component  of the Work Involvement Scale).  A study of the 

relationship between the affective training climate of teaching programmes and 

the professional development of doctoral, counselling and clinical psychology 

students, found that openness and co-operation in the training climate explained 

a significant proportion of variance in trainee development using the 

Professional Development Scale (Wilson, 2008).  

 

To date there appears to be no research investigating relationships between 

self-reported professional development and observed development (observed 

competence over time) as a psychotherapist. Further information about the 
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relationship may help to understand the interactions between therapist observed 

and self-reported competence, therapist characteristics, and transfer of training.  

 

Summary 

Trainee factors including self-efficacy, pre-training motivation, career planning 

and organisational commitment have been posited as significantly impacting on 

transfer of training (Burke & Hutchins, 2007), although debate continues as to 

whether effects are limited to study outliers (Elkin et al., 2006), or act to 

consistently explain a significant percentage of outcome variance (Anderson et 

al., 2009). Similarly, the psychotherapy research relating to self-efficacy is also 

unclear with a small number of studies finding a relationship between therapist 

self-efficacy and observed competence, while the remainder report no 

relationship between the two. Finally in this section, there has been a call for 

research to focus on therapist characteristics that are underpinned by theory, as 

opposed to investigations of relationships between demographic data and study 

outcomes. 

 

3.5 Transfer of Training 
A number of reviewers have noted that studies may prematurely report 

successful transfer from results determined at the end of training (Baldwin & 

Ford, 1988; Burke & Hutchins, 2007). These authors have consequently called 

for follow-up periods of 12 months or greater as a way of measuring the transfer 

of knowledge and skills into trainees‟ everyday practice. Others have expressed 

concern that transfer is often measured solely by therapist self-report (Beidas & 

Kendall, 2010; Milne, Gorenski, Westerman, Leck, & Keegan, 2000), and have 

suggested that the addition of objectively-rated data is needed to supplement 

results in this area.  
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In a recent review investigating training transfer, Beidas and Kendall (2010) 

identified 14 of 32 studies (44%) that included follow-up periods ranging from 6 

weeks to 12 months. Eleven of the 14 studies also included observer-rated 

follow-up data. Of these, six studies reported an improvement in observer-rated 

measures at follow-up (19% of the original sample).  Further, some studies 

reported that outcomes were maintained when trainees continued to have 

training-specific supervision as part of the study protocol following training.  

 

For example, 33 hours of CBT training using multiple training strategies 

(including 3 hours of telephone supervision following training) was found to 

improve CBT post-training observer-rated competence in community-based 

clinicians (n = 24),  with gains maintained at three months follow-up 

(Shalomakas et al., 2005). In a further study of community-based clinicians, 

frequency counts of therapist Motivational Interviewing behaviours were 

reported as having improved at post-training and 3 months follow-up, after a 

two-day workshop (Smith et al., 2007).  Within this study supervision was 

provided following training via telephone. Supervisors were able to listen in on 

five therapy sessions, providing feedback both during and following each 

session. Observer-rated competence in using CBT was again found to be 

improved or maintained for palliative care practitioners at 6 months follow-up 

after a 6 month CBT course (12 days equivalent). Within this study, supervision 

was provided by independent supervisors between post-training and follow-up. 

Supervisors adhered to the CBT model while trainees were encouraged to 

submit recorded work samples for supervision purposes (Mannix et al., 2006). 

Finally, two studies have reported maintenance of some post-training gains at 

12 months follow-up. Both Miller et al. (2004) and Simons et al. (2010) found 

observer-rated competence 12 months following training to be higher than at 

baseline in Motivational Interviewing (n = 8) and CBT for depression (n = 12), 

respectively. Miller et al. reported „coaching‟ of trainees following training, 

through the provision of six telephone consultations of 30 minutes each. While 

Simons et al. reported „extended‟ training after a two-day workshop that 
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consisted of conference calls with course trainers every 3 weeks between post-

training and follow-up.  

 

To date there appear to be no findings published that relate to training transfer 

following post-graduate diploma training in CBT. However, many studies are not 

published if results are negative, and the use of follow-up assessments may be 

more or less widespread than is apparent from the literature (Easterbrook, 

Gopalan, Berlin, & Matthews, 1991). In addition, studies reporting the 

dissemination of cognitive behaviour therapy and transfer of training are also 

likely to be compromised by the same methodological issues raised in the 

general transfer literature. Small sample sizes, use of non-standardised 

measures, lack of objective measurement of outcome, lack of control groups, 

and poor definition of outcome criteria are also commonly reported within the 

psychotherapy literature in this area (Alberts& Edelstein, 1990; Beidas & 

Kendall, 2010; Herschell et al., 2010; McManus et al., 2010).  

 

In summary, few studies have focused on actual training transfer following 

training. The majority of those that have reported successful transfer have 

included provision for training-focused supervision between the end of training 

and follow-up in their study methodology.  

 

3.6 Overall Summary and Areas for Further Research 
To date, research into the effects of training suggests that courses of more 

than100 hours duration that use multiple training strategies are likely to be more 

effective (Herschell et al., 2010). However knowledge about the impact of work 

environment variables continues to rely on therapist self-report.  In addition, 

research investigating the influence of specific therapist factors other than 

demographic variables has also been limited, despite therapist factors 

consistently accounting for a percentage of the variance in outcome studies 

(Anderson et al., 2009). Finally, little is known about the extent to which 

knowledge and skills transfer into therapist everyday practice following training. 
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Only a small number of studies have included follow-up periods in study 

designs, few have employed objective measures of transfer, and even fewer 

have included an additional focus on empirically-derived therapist factors.  

 

Thus, there are a number of gaps in the psychotherapy transfer of training 

literature. The most notable is the lack of studies addressing actual transfer of 

skills and competencies into therapists‟ everyday practice following 

training.Further studies in this area will help to inform therapists, trainers, and 

organisations about factors thatfacilitate the generalisation and maintenance of 

competence following the completion of training, and which trainees may benefit 

from what types of training. More research in this area may also increase 

knowledge relating to thosefactors that act to inhibit transfer. 

 

A second area requiring further research is the association between self-efficacy 

and observer-rated competence. The relationship between the two concepts 

during training remains unclear, with even less known about the interaction 

following training. Understanding more about the impact of self-efficacy on 

therapist behaviours during and following training is likely to be of value where 

therapists are unaware of their actual levels of competence, and are thus 

unaware that they may be unable to provide effective interventions.  

 

In addition, professional development has been linked to self-efficacy in the 

general literature and practice with clients in the psychotherapy literature. 

However, little is known about empirical relationships between perception of 

professional development and observed competence during and following 

training in psychotherapy. There is also empirical and theoretical support for the 

role of organisations in facilitating training transfer. However, knowledge about 

the impact of organisational barriers on therapist competence during training 

and transfer following training is limited, as is information about those trainees 

who transfer training irrespective of barriers. 
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3.7 The Present Study: Transfer of Training and Therapist factors 
The present study is an investigation of relationships between transfer of 

training and therapist factors. Within the present study observer-rated 

competence (observed competence) represents training effects during training 

and transfer of training at 1 year follow-up. Trainee factors are current 

practiceusing CBTskills and competencies, self-confidence in using CBT skills 

and competencies, currently experienced career growth as a therapist 

(CEGAIN), and perception of organisational factors as barriers to practice 

(Organisational Barriers).  

 

The study differs from others in this area in that a follow-up assessment of 

observer-rated competence is included as part of the study design. In addition, 

relationships between trainee factors that have theoretical links to outcomes are 

explored. These include investigation of the relationships that self-efficacy, 

organisational barriers, and perception of career growth have with observed 

competence during and following training. 

 

Figure 3.1 shows hypothesised relationships between all variables and 

observed competence. It is hypothesised thatas trainees improve in their use of 

CBT skills and competencies during the training process, they will become more 

self-confident in their use of CBT, and will also use CBT skills and competencies 

with greater numbers of clients. In addition, as their observed competence, self-

confidence and current practice of CBT increase, trainees will feel an increased 

sense of professional growth.It is hypothesised thatthose trainees who are rated 

as less competent will perceive organisational factors in the workplace as 

limiting their CBT practice, will feel less confident in their use of CBT, will use 

CBT skills and competencies with fewer clients, and will report a lower sense of 

professional growth.Finally, it is hypothesised that these relationships will also 

be found for past trainees two or more years following training. 
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Figure 3.1 Hypothesized relationships between trainee factors and training effects during and following training 
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3.8 Study hypotheses 
 
Training effects:  Observed competence 

Increases in observer-rated competence have been reported as evidence of training 

effects in similar studies employing multiple training strategies, and extended training of 

9 months duration or longer (Bennett-Levy & Beedie, 2007; McManus et al., 2001; 

Mathieson et al., 2009; Morganstern, et al., 2001; Westbrook et al., 2008).  

 

Hypothesis 1.1 Training effects will present as improvements in trainee observed 

competence in using CBT skills and competencies. Trainee competencewill be greater 

at the end of training than at the beginning of training.  

Studies that have reported successful transfer of training at follow-up are less common 

(Beidas & Kendall, 2010), with follow-up periods of six (Mannix et al., 2009) and 12 

months (Simons et al., 2010). 

 

Hypothesis 1.2 Training will have transferred into therapist practice at 1 year following 

training. Observer-rated competence using the Cognitive Therapy Scale will be higher 

at follow-up than at the baseline assessment. 

 

Trainee factors:Current Practice and Self-Confidence 

A small number of studies reported a positive relationship between self-efficacy and 

transfer of training within the psychotherapy literature (Brosnan, 2006; Mathieson et al., 

2009; Morganstern et al., 2001). In addition, therapists surveyed in the Collaborative 

Research Network of the Society for Psychotherapy Research reported that practicing 

directly with clients was one of the three highest ranking activities influencing their 

professional development (Orlinsky et al., 2001).  Further, Mannix et al. (2009) reported 

using current practice of specific CBT skills as a measure of therapist self- efficacy in 

their transfer of training study with palliative care practitioners.  
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Hypothesis 2: Self-reported current practice and trainee self- confidence in using CBT 

skills and competencies will be positively related to observed competence during and 

following training. 

 

Professional Development 

Career development has been identified as a factor influencing transfer of training in the 

management and organisational literature (Burke & Hutchins, 2007). A number of 

researchers have included professional development in models of training transfer 

generally (Colquitt et al., 2000), and in psychotherapy (Bennett-Levy & Beedie, 2007; 

Orlinsky&Rønnestad, 2005).  

 

Hypothesis 3: Professional development as measured by currently experienced growth 

as a therapist will be positively related to observed competence, current practice and 

self-confidence in using CBT skills and competencies, during and following training. 

 

Organisational Barriers 

Organisational factors have been found to impede or facilitate transfer of training 

through cues to practice, opportunity to practice and feedback from peers, managers 

and supervisors (Burke & Hutchins, 2007; Colquitt et al., 2000). Kavanagh et al. (1993), 

Fadden (1996; 2006), and Lewis and Simons (2010) also found therapists to report a 

variety of organisational factors as impeding transfer of training.  

Hypothesis 4: Observed competence will be negatively related to perception of 

organisational barriers. Further, organisational barriers will be negatively related to 

current practice and self-confidence in using CBT skills and competencies, and 

currently experienced growth as a therapist during and following training.  

 

This chapter has presented what is known about transfer of training as reported in the 

psychotherapy literature. Theoretical and empirically determined relationships between 
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training effects, therapist and organisational effects during and following training have 

been discussed. Gaps in the literature are presented as the rationale for the present 

study. The following chapter will focus on the study design and study methods 

employed to address specific hypotheses.



 
 

Chapter Four 
 

METHODOLOGY 
 

4.1  Introduction 
The present study investigated training effects (therapist observed competence) during 

and following a postgraduate diploma in CBT. In addition, relationships between 

therapist factorsand training effects during and following training were also investigated. 

Therapist factors included: therapist perceived professional development, current 

practice and self-confidence in using CBT skills and competencies, and perception of 

organisational factors as barriers to practice. 

 

Two studies were undertaken:  the first study investigated trainee factors during training, 

and training effects during and following training. Participants of the first study were 

trainees engaged in the practicum component of a two-year CBT diploma course. 

Trainee outcomes used a repeated measures design with a follow-up assessment 1 

year following the completion of training.  

 

The second study further investigated relationships between training and trainee factors 

as identified in Study One. Participants within the second study were past trainees of 

the same CBT diploma course, assessed at one single time point 1-9 years following 

graduation. This chapter presents details of the research settings, study participants, 

measures, procedures and statistical methods of analysis for Studies One and Two. 

Details for each study are presented separately. 

 

Consent 

Ethical consent to conduct the study was obtained from the Massey University Human 

Ethics Committee (MUHEC 08/ 070). MUHEC consent was also obtained for the audio 

and audiovisual taping of clients. Workplace and client consent was obtained by 
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therapists where appropriate. Please refer to Appendices A to A-5 for participant 

information letters and consent forms.  

 

4.2  Research Setting: The Post Graduate Diploma in Cognitive Behaviour 
Therapy (PGDipCBT) 
All study participants were trainees (Study One) or past trainees (Study Two) of the 

Post Graduate Diploma in Cognitive Behaviour Therapy (PGDipCBT). The PGDipCBT 

has been offered at Massey University, Albany Campus since 2000. Entry requirements 

include a Bachelor‟s Degree or equivalent in a related field, plus relevant clinical 

experience. Prior CBT experience is not an entry requirement. PGDipCBT trainees are 

typically from the disciplines of psychiatry, psychology, psychiatric nursing, occupational 

therapy and social work. 

 

 The Diploma represents a two year course of study. The first year of the diploma 

addresses theoretical issues and involves the completion of four papers each delivered 

in a one week block (a total of 160 hours of training): Theory and Practice of CBT, CBT 

for Depression, CBT for Anxiety, and CBT for Chronic and Complex Problems. During 

each block of training, trainees attend lectures, workshops, and engage in experiential 

activities (roleplays, feedback, discussions).  

 

The second year of the PGDipCBT is the clinical practicum. The practicum is based on 

assessment and treatment of two cases using Cognitive Behaviour Therapy. The 

practicum is completed over two semesters with supervision continuing throughout 

break periods. Training methods during the practicum involve a guidebook, workshops, 

and approximately 30 individual supervision sessions. All case sessions are recorded 

for supervision and assessment purposes. Assessment procedures involve use of the 

Cognitive Therapy Scale (Young & Beck, 1980) to rate eight self-selected videotapes or 

DVDs (four from each of the two cases) across the practicum year. In addition, 

assessment includes the written and oral presentation of casework for two case studies 

and an oral exam. Supervisors are all clinical psychologists and Massey University staff 

members involved in teaching the PGDipCBT. All trainers and supervisors are qualified 
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and experienced CBT practitioners and lecturers (School of Psychology, Massey 

University, 2009).  

 

Further information relating to the Post Graduate Diploma in Cognitive Behaviour 

Therapy can be accessed at http:/psychology.massey.ac.nz. 

 

Terms and investigation of hypotheses 

Within the present study reference to training effects and trainee factorsduring training 

refers to data gathered at baseline, mid-training, and at the end of training in Study One. 

Further, reference to training effects and therapist factors following training refers to 

data gathered after completion of the diploma practicum. In addition, training effects 

refers to changes in therapist competence. 

 

Table 4.1 shows how data from each time point was used to investigate training effects 

(Hypotheses 1.1 and 1.2) and hypothesised relationships between training effects and 

therapist factors (Hypotheses 2, 3, and 4).For example, Hypothesis 1.1 investigates 

changes in competence during training, and therefore involves data gathered during 

training only. Hypothesis 1.2 relates to transfer of training, and thus involves data 

gathered at baseline and follow-up only.  

 

As approximately half (n=7) of the Study One group did not complete the study, it is 

questionable that the data provided by Study One completers were representative of the 

trainee group, thus limiting the usefulness of any findings at follow-up. Therefore, 

investigation of relationships between training effects and therapist factors were limited 

to Study One results during training and Study Two results following training. Study One 

follow-up data relating to therapist factors was instead combined with data from the past 

trainee group, in an investigation of these relationships 1-9 years following training.  

 

However, observed competence scores for Study One completers represented the only 

data available to allow the investigation of training transfer, which requires baseline and 
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follow-up data. Therefore, observed competence scores for Study One completers at 

baseline and 1 year follow-up were used to enable discussion relating to transfer of 

training within the present study (see Table 4.5).  

 

Table 4.1.Investigation of hypotheses: use of data collected at each time point during 
studies One and Two 

 Study One (N=16)  Study Two (N=20) 

Hypotheses Baseline Mid End

- 

1 year following 

training (n=9) 

1-9 years following 

training  

1.1 X X X   

1.2 X   X  

2 X X X  X 

3 X X X  X 

4 X X X  X 

Note 1: Mid(mid-training), End(end of training). Note 2: x=data from this assessment period was 

used to investigate this hypothesis. 

 

4.3  Study One: Trainee Competence and Therapist Factors During Training 

Measures 

In Study One observed-competence was measured by the Cognitive Therapy Scale 

(CTS: Young & Beck, 1980). Therapist current practice of CBT and self-confidence in 

usingCBT skills and competencies were measured using the Current Practice and Self-

Confidence subscales from the Survey of Past Trainees of the Post-Graduate Diploma 

in CBT (SPT-PGDipCBT: Kennedy-Merrick et al., 2008). Professional Development was 

measured using the Currently Experienced Growth subscale (CEGAIN) from the 

Professional Development Scale (Orlinsky&Rønnestad, 2005). Finally, Organisational 

Barriers inhibiting use of CBT skills and competencies were measured using a subset of 

items from the SPT-PGDipCBT External Barriers subscale (Kennedy-Merrick et al.).  
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Observed Competence: The Cognitive Therapy Scale (CTS). 

The initial 11- item version of the Cognitive Therapy Scale (Young & Beck, 1980) was 

used as the sole measure of observed competence in the present study (see Appendix 

B-1). The CTS was developed to evaluate therapist competence in the delivery of CBT 

strategies and competencies in the treatment of depression, and has been used as the 

primary measure of therapist observed competence in the practicum year of the Post 

Graduate Diploma in Cognitive Behaviour Therapy since its inception in 2000.  

 

The initial 11 item version of the CTS is divided into two sections: General Skills 

(General Therapeutic Skills) and Specific Skills (Conceptualisation, Strategy and 

Technique). General Skill items include setting an appropriate agenda, eliciting and 

responding to feedback, using listening skills to gain an empathic understanding of the 

client‟s situation, displaying appropriately professional warmth and genuineness, 

collaboration and efficient use of time to pace the session. Specific skills include the use 

of guided discovery to explore and understand client issues, the identification of client 

behaviours relevant to problem areas, the identification of CBT strategies to effect 

change, the skilful application of strategies, and the setting and review of between-

session homework. The differentiation of items into three subscales has also been used 

(Westbrook et al., 2008). Subscales were General Interview skills which included four 

items (setting an agenda, eliciting client feedback, collaboration and pacing), 

Interpersonal skills which included 2 items (empathy and understanding, interpersonal 

effectiveness and professionalism, and Specific CBT techniques which included the 

remaining six items as above.  

 

Each CTS item is measured on a 7-point Likert scale with ratings from 0 to 6, giving a 

total possible score of 66. Item descriptors are provided for alternate points. That is, 

directions for rating each item are confined to the 0, 2, 4 and 6 points of the rating scale. 

Further, directions for rating items on a 0-poor to 6-excellent scale are offered as an 

alternative for raters where descriptions for given items do not seem to apply. 
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 Scores for competence differ. Item competence has been defined as a score of 2 or 

above (Westbrook et al., 2008). Total scale scores between 30 and 39 have been 

reported as reflecting competency for novices (Weerasekera et al., 2003), and a score 

of 40 has been reported as adequate (Dobson & Shaw, 1988). In an investigation of the 

psychometric properties of the CTS a mean of 38 was described as being in the low 

range, 45 in the low-medium range, 54 in the medium-high range, and 60 and above in 

the high range (Vallis et al., 1986). A score of 40 or above is accepted as the cut-off 

score for competence within the present study, being one standard deviation below the 

mean score for experienced and certified therapists (Shaw, 1984). Although this does 

not represent an empirically supported parameter for therapist competence in CBT, it is 

the cut-off score for competence used in the setting of the present study, the Post-

Graduate Diploma of Cognitive Behaviour Therapy, Massey University.  

 

The CTS has strong internal consistency with an alpha coefficient of .95 and an average 

item-total correlation of .72 (Dobson, Shaw, & Vallis, 1985). Reliability statistics for the 

present study were an alpha coefficient of .93 (N=16), and an average item-total 

correlation of .73 (range .51 - .84). A high degree of convergence between items has 

been noted as a feature of the measure, plus high inter-rater reliability for total scores. 

Dobson et al. (1985) advise caution when using the ratings of individual items for 

predictive validity due to the degree of variance in inter-rater reliability of individual items 

within their study (.54 to .87). 

 

The CTS was one of several measures used to assess therapist competence in the 

Treatment of Depression Collaborative Research Program (TDCRP). The TDCRP is 

one of the largest depression studies to have been conducted to date (Elkin, Parloff, 

Hadley, & Autry, 1985). Results showed the CTS to differentiate between the delivery of 

acceptable and unacceptable CBT. Therapist competence as rated by the CTS has 

been associated with improved client outcomes in an increasing number of studies 

(Kingdon, Tyrer, Seivewright, Fergusson, & Murphy, 1996; Milne, Baker, Blackburn, 

James, &Reicheldt, 1999; Simons et al., 2010; Trepka, Rees, Shapiro, Hardy, 
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&Barkham, 2004). In a review of the relationships between competence measures and 

therapy outcomes the CTS predicted improvement in both depression and personality 

disorders (Barber, Sharpless, Klosterman, & McCarthy, 2007). These authors also 

noted that the CTS continues to be the most widely used measure of competence within 

random controlled trials.  

 

 Concerns that the CTS achieved only moderate inter-rater reliability as well 

demonstrating an overlap between items (Vallis, Shaw & Dobson, 1986) resulted in the 

development of a revised 13 - item version, the CTS-R. However, inter-rater reliability 

for individual raters still fluctuated widely (.42 to .67), even with a number of 

modifications to the structure and content of the measure (Blackburn et al., 2001). 

Further criticism of the CTS has focused on scoring issues (only alternate points within 

the 7 point scale are defined), and the degree of inference required of raters. However 

both versions feature as measures of competence in cognitive behaviour therapy, within 

both training and research settings (Bennett-Levy & Beedie, 2007; Mathieson et al., 

2009; Simmons et al., 2010; Trepka et al., 2004).   

 

Current Practice and Self-Confidence: The Survey of Past Trainees of the Post 
Graduate Diploma in Cognitive Behavioural Therapy (SPT-PGDipCBT) 

Current Practice and Self-Confidencewere measured using subscales from the Survey 

of Past Trainees of the PGDipCBT (Kennedy-Merrick et al., 2008). Subscales were 

adapted for the purposes of the present study. The original version was in itself an 

amalgamation and adaptation of several questionnaires, including The Measure of 

Generalization (Myles, Smith, & Shires, 2000), Barriers to Change Questionnaire 

(Corrigan, Kwartarini, &Pramanan, 1992), and the Survey of Past Cognitive Therapy 

Trainees (Williams, Ashworth, & Blackburn, 1999).  

 

The survey has eight sections addressing general information about the diploma, 

therapist experience of the diploma, professional development following completion of 

the diploma, personal and professional characteristics, and suggestions for 
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improvement. Sections incorporated qualitative and quantitative items. Subscales 

Current Practice and Self-Confidence in using specific CBT skills and competencies, 

and External Barriers to practice were included to demonstrate the level to which 

therapists reported the PGDipCBT training as transferring to practice, and perceived 

barriers to transfer. Finally, a 19 item subscale relating to the use of homework, and a 

cognitive behaviour therapy knowledge quiz were also included. The Survey of Past 

Trainees of the Post Graduate Diploma in Cognitive Behaviour Therapy was used in a 

study involving PGDipCBT Massey University graduates (N=73) (Kennedy-Merrick et 

al., 2008). There was no attempt to gather psychometric data relating to the internal 

reliability of subscales within the original survey.  

 

The Survey of Past Trainees of the Post Graduate Diploma in Cognitive Behaviour 

Therapy was adapted for the present study to focus on current practice of CBT skills 

and competencies, self-confidence in using CBT skills and competencies, and 

perception of barriers to transfer (The Adapted Survey of the PGDipCBT, see Appendix 

B-2). Sections on general information, therapist experience of the diploma, therapist 

personal use of CBT skill and competencies, supervisor focus on CBT skills and 

competencies, the homework subscale, and the CBT knowledge quiz, were not included 

in the present study.  

 

Current Practice and Self-Confidence 

Trainee current practice and self confidence in using CBT skills and competenciesare 

measured within the present study using subscales fromthe Adapted Survey of the 

PGDipCBT. The original versions of each subscale were comprised of a list of 16 items 

relating to skills and competencies that are specific to CBT, and thus differentiate CBT 

from other psychotherapies. Examples include „use a 5-part model‟, „use a Visual 

Analogue Scale‟, „use an activity schedule‟, „use a thought record‟. Each subscale is 

comprised of identical lists, and prefaced with a single question to guide trainee 

responses, being ‘to what extent do you do the following in your current practice?’, and 

„please rate your confidence in using the following concepts in your current practice’ 
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respectively. The use of a list of CBT skills and competencies to measure self-reported 

competence has been employed in a similar study involving CBT diploma trainees 

(Mathieson et al., 2006) andas a measure of competence in using CBT for palliative 

care practitioners (Mannix et al., 2009).  

 

 For the purposes of the present study a further seven identical items were added to 

both subscales. Four of the additional items were drawn from the General Skills section 

of the Cognitive Therapy Scale (Young & Beck, 1980). These items related to 

interpersonal skills, and were „encourage clients to take an active role in therapy by 

offering choices‟, „focus on an appropriate pace for the session and limit discussion 

about peripheral issues‟, „use active listening and empathy skills (verbal and non-

verbal)‟, and „use language that reflects genuineness and professionalism‟. A further 

three items were added to both Current Practice and Self-Confidence to reflect current 

practice and self-confidence in designing, assigning and reviewing homework. Thus, the 

subscales reflect a comprehensive list of skills and competencies routinely used by CBT 

therapists at various stages of therapy (see Appendix B-2). The additional items lifted 

the total items in each scale to 23. Instructions for the completion of additional items 

were the same as for other items in each scale.  

 

Each subscale was rated using a 5 point Likert scale (range 1-5). Descriptions for each 

point of the Current Practice subscale were: 1 (never: used with 0% of clients), 2 (rarely: 

used with approximately 25% of clients), 3 (sometimes: used with around 50% of 

clients), 4 (often: used with around 75% of clients), and 5 (almost always: used with 

nearly 100% of clients). Ratings for Self-Confidence ranged from 1 (not at all confident), 

2 (slightly confident), 3 (moderately confident), 4 (very confident), and 5 (I feel 

completely confident about using this concept in my practice).  

 

Internal consistency for Current Practice and Self-Confidence scales was high. 

Reliability for Current Practice was α= .91, with item-total correlations ranging from r = -

.09 to r = .81. Reliability for the Self- Confidence scale was α = .85, with item-total 

correlations ranging from r = .07 to r = .88. It is suggested that items with an item-total 
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correlation of below .20 may need to be removed from the measure due to the lack of 

an apparent relationship between the item and the construct measured by the scale 

(Streiner& Norman, 2003). Removal of two Current Practice items that fell below the 

recommended .20 increased Cronbach‟s alpha to .92. Removal of Self-Confidence 

items that fell below .20 increased Cronbach‟s alpha to .87. All items were retained 

within the present study as they represented behaviours that were of interest in further 

analyses of the data, and removing them from the scales made little difference to the 

internal validity of each measure.  

Barriers to use  

Items from the External Barriers subscale of the AS-PGDipCBT were also used in the 

present study. The subscale was originally adapted from the Barriers to Generalization 

Scale (Corrigan et al., 1992) and contains 16 items measuring trainee perception of 

factors inhibiting use of CBT skills and competencies. Nine items relate to supervision 

issues and the remaining 7 items address workplace or organisational issues. In their 

survey, Kennedy-Merrick et al. (2008) reported organisational issues as ranking in the 

first six positions of the External Barriers subscale, with the final organisational item 

ranked ninth. In the present study only those items representing organisational barriers 

were used(see Appendix B-2, items in bold). Items were „there are too many clients‟, 

„there are insufficient resources to help clients‟, „the way that client care is organized is 

too restrictive‟, „using CBT does not fit with my job description‟,  „other staff will not 

support me if I use CBT with clients‟, „I lack adequate supervision‟, and „ I lack 

colleagues who also practice CBT‟.  

 

These seven items were combined in the present study to form the Organisational 

Barriers subscale. All items are measured on a 5 point Likert scale from 1 (not a barrier 

at all) to 5 (an insurmountable barrier). Reliability of the Organisational Barriers scale 

using Cronbach‟s alpha coefficient was a = .89. Item-total correlations ranged from r = 

.55 to r = .81. No items fell below .20. 
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Professional Development 

Therapist professional development was measured using the Professional Development 

Scale (PDS) from the Development of Psychotherapists Common Core Questionnaire 

(DPCCQ, Orlinsky&Rønnestad, 2005). The DPCCQ was developed by the Society for 

Psychotherapy Research‟s Collaborative Research Network to gather information from 

almost 5,000 psychotherapists worldwide. The DPCCQ was a ten section, 392 item self-

report instrument that surveyed psychotherapists‟ understanding of how attitudes, 

experiences and current practice influenced their professional development. The survey 

was developed and administered by the Collaborative Research Network over a 

decade. The authors gathered sufficient demographic data to allow results to be 

reviewed in terms of psychotherapist theoretical orientation, experience, career, and 

professional cohorts.  Survey results led to the development of two scales, the 

Professional Development Scale and the Work Involvement Scale. The scales were 

intended to help therapists and supervisors identify therapist current work morale and 

sense of growth within the psychotherapy role. Items within each scale were derived 

directly from the DPCCQ. Only the Professional Development Scale was used in the 

present study to investigate the relationships between currently experienced growth as 

a therapist, and observed and self-reported competence. 

Professional Development Scale  
The Psychotherapist Professional Development Scale (PDS, Orlinski&Rønnestad, 

2005) is a 22 item scale divided into three major subscales, Currently Experienced 

Growth (CEGAIN), Currently Experienced Depletion (CELOSS), and Overall Career 

Development (CARDEV).Only the subscale CEGAIN was used in the present study as it 

was felt that the items contained within the measure (see below) provided the best 

reflection of therapist perceived professional development,as addressed within the 

study hypotheses.  

 

The CEGAIN subscale consists of six items prefaced by the prompt „in your recent 

therapeutic work, how much do you… .’(see Appendix B-3, items 12, 13, 15, 16, 17, 

18). Items directly focus on therapists‟ views relating to their current development in 
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terms of growth within the psychotherapy role. Items are „… do you feel you are 

changing as a therapist‟, „does this change feel like progress or improvement‟, „do you 

feel you are overcoming past limitations as a therapist‟, „do you feel you are becoming 

more skilful in practicing therapy‟, „do you feel you are deepening your understanding of 

therapy‟, and „do you feel a growing sense of enthusiasm about doing therapy‟. Internal 

consistency of the Currently Experienced Growth (CEGAIN) subscale was reported as α 

= .86 (Orlinsky&Rønnestad, 2005). Within the present study a similar alpha of α = .87 

was found for the subscale, with an item-total scale correlation of .91.  

 

The Professional Development Scale was used as a criterion measure in an 

investigation of the relationship between the affective climate of doctoral counselling 

and clinical psychology programmes, and student affect and self-reported professional 

development (Wilson, 2008). In a sample consisting of 301 participants, Wilson found 

that an open and cooperative affective training climate in APA accredited programmes, 

explained a significant amount of the variance reported by doctoral students in overall 

career development, currently experienced career growth and currently experienced 

career depletion.  

Study One Participants 

A total of twenty four mental health professionals were enrolled as trainees in the 

PGDipCBT clinical practicum in 2009. Trainees were approached at the beginning of 

the first semester of the clinical practicum. Two trainees failed to return any data. The 

final sample (N=16) represented 67% of the original group. 

 

Table 4.1 shows 50% of trainee participants were aged between 50 and 59. Most 

trainees were female (n=14, 87%). This matches the gender difference found in a study 

of New Zealand counselors (N=123; Kazantzis, Calvert, Orlinsky, Rooke, Ronan, & 

Merrick, 2009), and  is a somewhat larger than that reported in similar studies where 

women have comprised more than two thirds of participants (Barnfield et al., 2007; 

Bennett-Levy & Beedie, 2007; Kennedy-Merrick et al., 2008; McManus et al., 2010).  
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Sixty two percent of participants (n=10) were psychiatrists or psychiatric nurses, with 

one registered psychologist. Approximately 70% of participants reported between one 

and ten years of experience in the mental health area. Seventy five percent of trainees 

were employed by District Health Boards.No differences were found between 

participants for age, professional group, and years of practice. 

 

Nine trainees submitted follow-up data 8 -12 months following completion of the course. 

Seven trainees failed to submit data at the follow- up assessment and thus did not 

complete the study. Reasons for non-completion included trainees not currently 

practicing, not having sufficient time to participate, being unable to find a suitable client, 

and clients would not agree to being taped. One trainee left the country and another 

was unable to be contacted. A further trainee submitted data, however the tape could 

not be marked due to recording issues. Therefore the total number of trainees who 

submitted data at all four assessment periods during Study One was nine.  

 

Attrition of therapists at follow-up was also noted in a study investigating transfer of 

training of motivational interviewing techniques(Miller et al., 2004). At 12 months follow-

up 55% of therapists in this study did not return a usable taped session despite being 

offered $50 to do so. 

 

Demographic data for the nine Study One Completers can be seen in Table 4.2. 

Significant differences were found for years of practice between those who completed 

the study (M = 13.11, SD = 7.29), and those who did not (n = 7, M = 6.29, SD = 2.98), t 

(14) = -2.31, p <.05. No further demographic differences were found between study 

completers and non-completers. Those who completed the study were psychiatrists 

(33%), psychiatric nurses (44%), one psychologist, and one counsellor. 
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Table4.2.Summary of Study One participant demographics (N=16) including Study One 

completers (n=9) 

 N=16 
Study One 
Completers (n=9) 

Gender   

Male 2 (13%) 1 (11%) 

Female 14 (87%) 8 (89%) 

Age band   

30-39 3 (19%) 1 (11%) 

40-49 5 (31%) 3 (33%) 

50-59 8 (50%) 5 (56%) 

Professional Group   

Registered Psychologist 1 (6%) 1 (11%) 

Counselor 1 (6%) 1 (11%) 

Psychiatrist 5 (31%) 3 (33%) 

Psychiatric Nurse 5 (31%) 4 (45%) 

Social Worker 2 (13%) 0.00 

Unspecified 2 (13%) 0.00 

Employer   

District Health Board 12 (75%) 7 (78%) 

Department of Corrections 2 (12.5%) 2 (22%) 

Non-Government Organisation 2 (12.5%) 0 

Years of Practice   

1-5 4 (25%) 1 (11%) 

6-10 7 (43%) 3 (33%) 

11-15 2 (13%) 2 (22%) 

21-26 3 (19%) 3 (33%) 

   
Note 1: percentages in parentheses 
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Procedure: Data collection 

All client sessions within the practicum year were videotaped. Formal assessment of the 

PGDipCBT required each trainee to select eight of these tapes as work-samples for 

assessment purposes. The self-selection of tapes for assessment is understood as 

resulting in the filtering out of less competent performances. The use of self-selection of 

tapes for assessment has also been used in other CBT diploma studies (Brosnan, 2006; 

McManus et al., 2010). Submission of tapes for assessment was split between the two 

cases treated during the practicum year (see Table 4.3).  Tapes were rated by course 

trainers and supervisors as part of the PGDipCBT practicum protocol. Ratings of the 

first, fourth and eighth tapes (Tape no.1, Tape no.4, and Tape no. 8) were made 

available to the researcher within the present study as part of the study protocol.  

Table4.3Tapes used in present study from the schedule of tapes submitted for 

assessment during the practicum (N=16) 

Assessment tape number: 1 2 3 4 5 6 7 8 

Client  1 1 1 1 2 2 2 2 

Rating used in study Y N N Y N N N Y 

Questionnaires submitted Y N  N Y N   N N  Y 
 

Note 1: Bolded items indicate data and client representation in the present study. Note 2: 

Y=tape and questionnaire responses used in the present study. N= tape and questionnaire 

responses not used in present study. 

 

Submission of self-report measures for the present study was timed to coincide with 

trainee submission of the first, fourth and eighth tapes. Trainees were requested to 

complete self-report measures as they prepared to submit each of these three tapes. 

Self-report measures were the Adapted Survey of the Post-Graduate Diploma in CBT 

and The Professional Development Scale. Measures required 20 to 30 minutes for 

completion.  
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Variations in the timing of data submission were apparent both within and between 

trainees throughout the clinical practicum. This variation was expected as part of 

research conducted in a „real world‟ setting (Westbrook et al., 2008). Delays were 

largely reported as resulting from difficulties in engaging suitable clients. Further, some 

effort was required by the researcher to ensure that questionnaires were returned. The 

Wilcoxon signed ranks test was used to investigate time variations in data submission 

between assessment periods. No significant differences were found for start of training 

(end February) to baseline (Md = 107, M = 89.00, SD = 37 days), baseline to mid-

training (Md = 88, M = 100.00, SD = 33 days), and mid- to post-training (Md = 106, M = 

109.00, SD = 50 days).  

Follow-up 

Study One protocol included a six month follow-up period. Trainees were asked to 

submit a set of questionnaires, and one tape of a therapy session that demonstrated 

their current level of competence in using CBT skills and competencies. Trainees were 

also asked to complete the questionnaires immediately following taping of the work 

sample.  

 

Reminders were emailed and posted two months beforehand. Incentives were offered in 

the form of feedback on the taped session, plus a $10 donation to charity. Email and 

phone contact continued until all data was submitted from those trainees who 

consistently reported that they would complete the study. Tapes and questionnaires 

were returned for 56% of trainees (n=9) between 8 and 12 months following the end of 

training (also referred to as 1 year following training)(M = 309 days, SD = 60.67).  

4.4 Study Two: Graduate Competence and Therapist Factors Following 
Training 
Study One used a repeated measures design to investigate relationships between 

training effects, transfer of training and trainee factors during, and1 year following 

training in CBT. Study Two was a cross-sectional investigation of relationships between 

training effects and therapist factors 1-9 years following training in CBT. 
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Study Two Participants 
A total of 88 past trainees were listed as having graduated from the PGDipCBT between 

2001 and 2008. This represented the total population available to participate in the 

study. Attempts were made to contact all past trainees. No current contact information 

was available for 25% (n= 22) of all past trainees. A further 17% (n= 15)of past trainees 

were reported by family and work colleagues to be overseas.  

 

Telephone or email contact was made with 58% (n = 51) of past trainees. Thirty nine 

percent of past trainees (n = 20) within this group reported that they were not currently 

practicing. Reasons given for this were that CBT was not in their job description (n = 2), 

working in management positions in District Health Board and Non-Government 

Agencies (n = 3), working/ teaching in mental health with no current caseload (n = 3), on 

maternity leave (n = 2), employed in settings where only group work was encouraged (n 

= 2), or working in other areas of healthcare (n = 2). The remaining 12% (n = 6) offered 

no explanation as to why they were no longer practicing. 

 

The remaining 53% (n = 31) of past trainees who were able to be contacted by 

telephone or emailreported they were practicing CBT, and were approached to 

participate in the study. Of this group, six past trainees declined, with three offering no 

reason and the remainder reporting that they lacked the time or would not be able to 

secure workplace consent. Twenty five past trainees agreed to participate. Thirteen past 

trainees, however, did not submit any data despite repeated contact with the researcher 

across a 10 month period. Reasons offered by these past trainees included no suitable 

clients (n = 3), looking for another position (n = 4), clients would not consent (n = 2), 

workplace would not consent (n=2), chronic illness or left the country (n = 2).  Twelve 

past trainees finally returned questionnaires and tapes, and one set could not be 

included due to audio issues. Data from eleven (N=11) past trainees was suitable for 

use in Study Two. This figure represented 35% of past trainees who were known to be 

currently practicing. 
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Participant engagement in the present study is similar to that reported by Shafer, 

Rhode, and Chong (2004) and Brosnan et al. (2006). Brosnan et al. approached 238 

therapists by letter and a further 3,000 by email using the BABCP website (British 

Association for Behavioural and Cognitive Psychotherapies). Participants were required 

to submit one tape and a set of questionnaires. Thirty one therapists agreed to 

participate following the mail-out, and a further 16 agreed following the email, totalling 

47 therapists. Data was received from 24 therapists, being 51% of those who had been 

sent the study pack. Shafer et al. reported that 23 of 30 participants agreed to submit 

tapes at three observation points, including a 4 month follow-up. However, at follow-up 

only nine trainees (39%) of the recruited sample complied.  

 

In the present study, low numbers of past trainee participants (N=11) and the large 

attrition rate from Study One (n=7), prompted the decision to combine past trainees and 

Study One completers (n=9) into a single graduate group (N=20). Thus, the Study Two 

group consisted of therapists who had completed the diploma between 1 to 9 years 

prior to assessment. It was understood that combining the groups would preclude 

statistical comparisons between with Study One data due to the lack of independence 

between groups. Never-the-less, the increase in sample size was understood as 

compensating for this disadvantage. Therefore, the final graduate group was comprised 

of past trainees (n=11), and Study One completers (n=9), providing a total group 

(N=20), who were 1 to 9 years post-graduation from the diploma. 

 

To check that the two groups came from the same population, Wilcoxon Mann-Whitney 

U tests were performed using medians for comparison. The Wilcoxon Mann-Whitney U 

test is a non-parametric test that can be used to compare two independent groups when 

dependent variables are comprised of continuous data and the independent variable 

has two levels (Pett, 1997). No significant differences were found, p > .05 between the 

two groups for age, gender, professional group, employer, years of experience, or 

frequency of supervision. There was a significant difference between Study Completers 

and Past Trainees for workshop days, p = 01. Most Study One completers reported not 

having attended a workshop during the year since graduation. 
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Table 4.4 presents means and standard deviations for the Cognitive Therapy Scale, 

Current Practice, Self-Confidence, Currently Experienced Growth, and Organisational 

Barriers for past trainees (n = 11), and Study One completers (n = 9). Past graduates 

scored higher than Study One completers on mean CTS total scale and General Skill 

scores, and were slightly higher on mean Specific Skills and Current Practice. Study 

One completers scored higher on CEGAIN and Organisational Barriers. Mean self-

confidence scores were very similar between the two groups. Results of Wilcoxon 

Mann-Whitney U tests also found no significant differences between the two groups for 

observed and self-reported competence, CEGAIN or Organisational Barriers. 

Table 4.4.Descriptive statistics for Study One completers and Past Graduates 1-9 years 

following training. 

 
Study One Completers 

(n=9) 

       Past Trainees                                                             

(n=11) 

 Md Mean (SD) Md Mean (SD) 

CTS-total scale 41.00 40.11 (12.50) 52.00 46.00 (15.31) 

General Skills 4.25 3.94 (1.00) 5.00 4.43 (1.17) 

Specific Skills 4.00 3.33 (1.37) 4.00 3.83 (1.66) 

Current Practice 4.00 3.77 (0.92) 4.00 4.14 (0.55) 

Self-Confidence 4.00 4.12 (0.79) 5.00 4.11 (0.60) 

CEGAIN 4.00 3.76 (0.77) 4.00 3.40 (0.72) 

Organisational Barriers 1.00 1.94 (0.84) 1.00 1.60 (0.48) 

Note 1: CTS=Cognitive Therapy Scale, CEGAIN= currently experienced growth. Note 2: 

SD=standard deviation, Md=median 

Table 4.5 shows demographic data for the final graduate group (N=20). Females 

comprised 85% of the group (n=17). Most graduates were between 40 and 59 years of 

age (75%, n=15). Psychologists comprised 25% of the graduate group (n =5). A further 

15% of graduates were psychiatrists (n=3), and 25% were psychiatric nurses (n=5). The 

remaining 35% of graduates (n=7) reported generic professional backgrounds. Sixty 

percent of graduates were employed by District Health Boards (n=12), and a further 
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25% (n=5) were self-employed or employed in the private sector. Approximately half of 

the graduate group reported less than 10 years experience as a psychotherapist. Ninety 

percent of the graduate group reported receiving supervision, with 65% attending 

supervision monthly or more frequently. Seventy percent of graduates reported being 

able to access a CBT supervisor, with 65% receiving CBT or mixed supervision. Forty 

percent of the group reported no workshop attendance. 

Table 4.5 Summary of Study Two participant demographics (N = 20) 

 Graduates (N=20) Percentage 

Gender   
Male 3 15% 

Female 17 85% 

Age band   
30-39 3 15% 

40-49 6 30% 

50-59 9 45% 

60-69 2 10% 

Professional Group   
Clinical Psychologist 3 15% 

Registered Psychologist 2 10% 

Counselor 2 10% 

Psychotherapist 1 5% 

Occupational Therapist 2 10% 

Psychiatrist 3 15% 

Psychiatric Nurse 5 25% 

Social Worker 2 10% 

Employer   
District Health Board 12 60% 

Private Practice 5 25% 

Department of Corrections 3 15% 

Years of Practice   
1-5 4 20% 

6-10 7 35% 
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11-15 4 20% 

16-20 2 10% 

21-26 3 15% 

Frequency of Supervision   
No supervision 2 10% 

Less than monthly 5 25% 

Monthly or more 13 65% 

Workshop days   
None 8 40% 

3 or less 7 35% 

4 or more 5 25% 

Supervision 18 90% 

CBT 7 35% 

Mixed 6 30% 

Other 5 25% 

 
Measures 

Graduates were asked to complete and submit one set of questionnaires. 

Questionnaires were the same measures that were employed in Study One:  the 

Adapted Survey of the Past Graduates of the PGDipCBT and The Professional 

Development Scale. Observed competence was again measured by the Cognitive 

Therapy Scale. 

 

Procedure 

Contact details for PGDipCBT graduates were obtained from the Massey University 

School of Psychology. Graduates were sent a study pack containing an information 

letter about the study, consent forms, one set of questionnaires and two blank 

audio/videotapes. The study protocol was initially for the submission of one set of 

questionnaires plus 2-3 videotapes for one or more clients. One reply was received. The 

protocol was then amended to the submission of one set of questionnaires plus one 

audio or videotape from one client. Graduates were asked to tape a therapy session 

that demonstrated their current level of competence in using CBT skills and 
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competencies. Graduates were also asked to complete the questionnaires immediately 

following taping of the work sample.  

 

4.5 Taping of work samples 
Audiotaped work samples of a single therapy session provided data for the rating of 

observed therapist competence in Study Two. It has been suggested that videotapes of 

sessions provide the most information with regard to the assessment of competence 

(Waltz, Addis, Koerner, & Jacobson, 1993). Graduates within the present study were 

initially asked to submit videotaped sessions. Although audiotaping is not as 

comprehensive as videotaping as a means of measuring competence, it has been found 

to result in the submission of taped work samples in situations where therapists do not 

routinely tape sessions for supervision purposes (Moyers et al., 2008; Shafer et al., 

2004).  

 

It has also been suggested that assessments of competence using a single taped 

session draw on limited data, and may be unable to capture variations in therapist 

competence that are apparent across multiple sessions (Mathieson et al., 2009; Trepka 

et al., 2004). In addition, results using a tape of a single session may be compromised 

by client factors (Rakovshik & McManus, 2010). However, numerous studies in this area 

have continued to use tapes of a single session as the sole measure of therapist 

competence (Trepka et al., 2004; Brosnan et al., 2006). This may be due to difficulties 

in engaging therapists as study participants when the study methodology involves the 

taping of work samples, plus increased financial costs associated with the 

administration of multiple work samples.  

 

Inter-rater reliability 

Tapes received from graduates were rated by the senior trainer and supervisor from the 

Post-Graduate Diploma in CBT, Massey University, Albany (Rater 1). This experienced 

rater had been training and supervising trainees for ten years, and was involved in 

teaching, supervising and rating work samples for many past trainees during their 
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diploma training. As Rater 1 was not blind to stage of training of participants a random 

sample of four tapes (20%, see Newman et al., 2011) was also rated by an independent 

rater (Rater 2), an experienced CBT therapist who was familiar with the CTS. Both 

raters were blind to therapist variables of interest within the study. 

 

Inter-rater reliability was assessed using the intraclass correlation coefficient (ICC, 

Shrout& Fleiss, 1979). The ICC is suggested as an appropriate statistic for measuring 

the reliability of multiple observations of the same variable (Streiner& Norman, 2003). 

The consistency agreement option was used to determine the level of agreement 

between raters, with a two way mixed model as taped work samples were randomly 

selected from the total sample (Streiner& Norman, 2003).  

 

Ratings for taped work samples were analysed through PASW 18 (SPSS). Results 

found inter-rater agreement of α = .82(substantial, see Shrout, 1998). Further, little 

variation was found between the two raters (Rater 1, M = 4.3, SD = 1.7, Rater 2, M = 

3.6, SD = 1.8). These findings suggest that the differences found between participants 

are valid. 

 

4.6  Methods of Data Analysis  
The present study was exploratory with small sample sizes. Also, normal distribution of 

the data could not be assumed as participants were not randomly chosen, and 

represented a small proportion of the total population. Further, most variables were 

measured using Likert scales and ordinal data. Therefore, non-parametric statistics 

were chosen to analyse results. Non-parametric tests do not assume normality of data, 

can be used with small sample sizes as well as categorical and ordinal-level data, and 

are well suited for hypothesis-testing (that is, where population parameters are unknown 

(Pett, 1997; Whitley & Ball, 2002).  

 

 Means and standard deviations were calculated to describe the data. Univariate data 

gathered at baseline, mid- and post-training were analysed using the Friedman test, a 
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non-parametric test that assesses for change over more than two time periods using 

median scores. Critical assumptions for the Friedman test are that data are continuous, 

that participants contribute data only once at each time point across two or more time 

periods, and are from the same randomly selected sample (Pett,1997).  

 

Bivariate data were analysed using the Spearman Rank-Order Correlation Coefficient 

(Spearman‟s rho). Assumptions for Spearman‟s rho are that variables are randomly 

selected and observations are paired, plus variables are continuous with at least an 

ordinal level of measurement (Pett,1997).  

 

 Visual analysis associated with single case designs was also used for both studies One 

and Two. Visual analysis involves the visual inspection of graphed data for differences 

in individual performance, where participants act as their own controls in studies using a 

repeated measures design(Busse, Kratochwill, &Elliott , 1995). Advantages of visual 

inspection are that differences can be detected with smaller sample sizes, allowing the 

rapid analysis of hypotheses and conclusions. Further, visual inspection is easily and 

quickly performed and requires little statistical transformation. Disadvantages are that 

although visual inspection is straightforward when effects are relatively large it is 

insensitive to small changes, increasing the possibility of Type II error. Also, 

researchers may report results inconsistently as changes between time periods may be 

difficult to interpret.  Finally, using visual inspection means it may be difficult to compare 

results to those of other studies, and when results are presented alone they may be 

perceived as lacking clinical or practical significance. 

 

This chapter presented the design and methodology of the present study. This included 

the study setting, participant details, measures employed, and statistical analyses. The 

following chapters will present results for studies One and Two.



 
 

Chapter Five 
 

STUDY RESULTS 
 
5.1 Introduction 
The aim of the present study was to investigate relationships between transfer of 

training effects and therapist factors, during and following training. Results are reported 

as two separate studies. Training for both studies was provided through the Post-

Graduate Diploma of Cognitive Behaviour Therapy (PGDipCBT), Massey University, 

Albany. 

 

Study One data presents training effects, trainee factors,and transfer of training (N=16). 

Study Two presents relationships between observed competence and trainee factors 

(N=20). Study Two is based on cross-sectional data gathered at one time point from 

past PGDipCBT trainees (2-9 years following graduation) and follow-up data from Study 

One completers (one year following graduation). Data from Study Two participants 

consisted of one recorded work sample for marking, plus a set of self- report 

questionnaires. Both studies used the same measures. 

 

STUDY ONE: TRAINEE COMPETENCEDURING TRAINING 
 

5.2  Chapter Overview 
This chapter presents univariate results for Study One. Study One is presented in two 

parts: training effects and trainee factors. Training effects were measured using the 

observer-rated Cognitive Therapy Scale (Young & Beck, 1980).  Training effects data 

were gathered at three time points during training (baseline, mid-training, and post-

training). Data gathered 1 year after the end of training (follow-up) are presented as 

evidence of training transfer.  

 



90 
 
CHAPTER 5 

 

 

Trainee factors are also reported. These were measured using the Current Practice, 

Self-confidence, and Organisational Barriers subscales adapted from the Survey of Past 

Trainees of the Post-Graduate Diploma in Cognitive Behaviour Therapy (Kennedy-

Merrick et al., 2008). Measurement of trainee factors also includes the Currently 

Experienced Growth subscale from the Professional Development Scale 

(Orlinski&Rønnestad, 2005).  

Hypotheses 1.1 and 1.2 are based on univariate data and are therefore addressed 

within this chapter. 

 

5.3 Preliminary Data Screening 
Data for all measures were continuous. Data were screened to ensure that data had 

been entered accurately, for missing data, for normal distribution of the data and for the 

presence of outliers. 

Missing Data 

Table 5.1 shows the percentage of missing data for each assessment period. The 

highest amount of missing data was for the mid-training assessment of the Current 

Practice subscale of the Survey of Past Trainees of the PGDipCBT (2.8%), when one 

trainee accidently missed one page of 23 items. Overall, the remaining missing data 

was 2.0% or less.  

Table 5.1 Percentage of missing data: Study One (N=16) 

Scale 
Total no. of 

Scale items 
Baseline Mid-training Post-training 

PDS 20 0.06% 0.06% 0.03% 

AS-PGDipCBT 62 2.0% *2.8% 0.04% 

Note 1: *One participant missed one complete page (23 items) of the AS-PTPGDipCBT. Note 2: 

PDS- Professional Development Scale, AS-PGDipCBT- Adapted Survey of the Post Graduate 

Diploma of Cognitive Behaviour Therapy. 
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Missing data may be ignorable or non-ignorable (Little & Rubin, 1987). Missing data is 

judged non- ignorable where the probability of an item being missed is dependent upon 

its value, thus the item is not missing at random (NMAR). Ignorable data is where the 

probability of an item being missed is not dependent upon its value. Ignorable data may 

be missing completely at random (MCAR), or missing at random (MAR). MAR data is 

where specific variables are missed by a subset of participants, perhaps missed by 

more men than women. MCAR data occurs randomly across the whole data set.  Both 

MAR and MCAR data can be imputed allowing analyses to continue relatively unbiased 

(Hawthorne & Elliott, 2005). Missing data within the present study were judged missing 

completely at random (MCAR). Eight trainees (50%) missed items but did not miss the 

same items on consecutive assessments. 

 

Missing items were replaced using the imputation method „average closest match‟ 

(ACM: Elliott & Hawthorne, 2005). ACM demonstrated greater efficacy and reliability 

when compared to imputation methods „last value brought forward‟, standardised score 

imputation, and regression imputation  in a study specifically designed to test multiple 

imputation methods using a repeated measures design (N = 804), (Elliott & Hawthorne). 

ACM is a readily understood technique that involves using the mean score of four other 

cases whose scores most closely match previous or consequent assessment period 

scores for the missing case score within the same assessment period (Hawthorne & 

Elliott).  

 

Description of statistical analyses 

Univariate and bivariate analyses for each of the measures were undertaken using the 

statistical package Predictive Analysis Software (PASW) Statistics 18, release version, 

18.0.0 (SPSS, 2009). Visual analyses of individual performance are presented using the 

PASW igraph function.  

 



92 
 
CHAPTER 5 

 

 

Data were analysed using non-parametric tests due to the small sample size (N=16), 

and the exploratory nature of the study. Small sample sizes are less likely to meet the 

requirements and assumptions of parametric tests, thus increasing the possibility of 

both Type 1 and Type II errors (Spicer, 2005). Non-parametric tests have fewer 

assumptions and sample size requirements thus making them feasible alternatives. The 

Friedman test, the non-parametric equivalent of the repeated measures ANOVA, was 

used to assess univariate data.  The test is an extension of the Wilcoxon-signed ranks 

test which requires only that data be continuous, paired (or repeated measures) and 

independent (Pett, 1997). The Friedman test is an overall, non-directional test, therefore 

post hoc analyses were performed using the Wilcoxon Signed Ranks test (Siegel & 

Castellan, 1988; cited in Pett, 1997). The resulting increased probability of a Type 1 

error was addressed through the use of Bonferroni‟s inequality, with an adjustment of 

the probability level to p<.017. Spearman‟s Rank Order correlation coefficient 

(Spearman‟s rho) was used to assess bivariate data. Requirements for Spearman‟s rho 

are that data are continuous with at least an ordinal level of measurement, plus 

observations of variables are paired. Spearman‟s rho is the non-parametric equivalent 

of the Pearson‟s correlation coefficient (r). 

 

Assessment of normality and outliers 

The use of non-parametric statistics reduces the requirement that data be normally 

distributed. However, the Wilcoxon Signed Ranks test does assume symmetry about 

the true median in the population and can be influenced by extreme outliers in small 

samples (Pett, 1997). Therefore, the distribution of the data is reported for each 

measure. The cut-off score for substantial departures from normality have been 

suggested as skew = 2 or greater and kurtosis = 7 or greater (West, Finch, & Curran, 

1995). Due to the small sample size within the present study normality of the data is 

further investigated where the Shapiro-Wilks statistic is greater than p< .05 (Coakes, 

Steed, & Price, 2008). Normality of some data could not be assumed. Assessment of 

abnormal data was undertaken and is discussed in the relevant sections for each 

measure. One extreme outlier was found and is discussed in the relevant section. 
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Multicollinearity at baseline 
Spearman‟s rho (rs) was used to check for multicollinearity which may occur where 

relationships between independent variables exceed .80 (Dancey&Reidy, 2007), or 

where correlations are not in the expected direction (Schroeder, 1990). Table 5.2 shows 

baseline correlations for all variables. The relationship between the CTS total scale and 

Specific Skills in the present study exceeds .80 (rs = .97, p< .01) at baseline. There are 

negative relationships between Current Practice and observed competence (CTS), and 

Self-Confidence and observed competence. These are small and not in the expected 

direction, and may be explained by the efforts of some trainees to become more 

proficient in newly acquired skills. There are also small to moderate, positive and 

statistically significant relationships between Organisational Barriers and Self-

Confidence (rs = .49, p< .05) and Organisational Barriers and CEGAIN (rs = .47, p < 

.05). These relationships were not in the expected direction. Further they may be 

explained by difficulties encountered by trainees with a strong sense of positive career 

development, who may be situated in work environments where they feel unable to 

practice newly acquired CBT skills and competencies.  

Table 5.2 Baseline correlations: all variables (Spearman’s rho) (N=16) 

 
1 2 3 4 5 6 7 

1-CTS 1.00 
      

2-CTS General Skills 

subscale 
.69** 1.00 

     

3- CTS Specific Skills 

subscale 
.97** .68** 1.00 

    

4-Current Practice -.16 -.31 -.13 1.00 
   

5-Self-Confidence -.06 -.05 -.07 .10 1.00 
  

6-Organisational barriers .17 -.06 .12 .19 .49* 1.00 
 

7-CEGAIN .36 .13 .34 .51* .24 .47* 1.00 

        Note 1: CTS=Cognitive Therapy Scale. CEGAIN=Currently Experienced Growth. Note 2: * 

correlations significant at p <.05, ** correlations significant at p <.01.  
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TRAINING EFFECTS: THERAPIST COMPETENCE DURING AND 
FOLLOWING TRAINING 

 

In this section descriptive statistics, subscale correlations, and the Friedman test are 

reported for observed training effects and transfer of training. In addition, visual 

inspections of single case results are presented using the PASW igraph function (SPSS 

18). The inclusion of single case data allows the detection of individual variance that 

may not be identified through group data analysis. Further discussion of the rationale for 

using visual analysis within the present study can be found in Chapter Four, Statistical 

Analyses, Individual Analyses, of this thesis. 

 

Observed effects are measured using the Cognitive Therapy Scale (CTS) and 

subscales.  

 

5.4 Observed Training Effects and Transfer of Training 

Normality of data distribution  

The CTS scale and subscales were assessed for kurtosis and skewness, and all items 

were found to be within acceptable range of normality (see Table 5.3). No extreme 

outliers were detected. 

 

Table 5.3 Skew and kurtosis for the Cognitive Therapy Scale and subscales at baseline 

Item Skewness (N=16) Kurtosis (N=16) 

Total scale  -.54 (.56) .93 (1.09) 

General skills -.35 .76 

Specific skills -.62 .36 

Note: Standard errors are in parentheses 
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CTS total scale and subscale correlations 

Table 5.4 shows correlations between the CTS total scale and subscales across the 

period of the study using Spearman‟s rho. Correlations between subscales and the CTS 

total score are high at all assessment periods. Within-assessment correlations are in the 

expected direction and are significant at p = .001. Correlations between subscales are 

also high, ranging from .87 at baseline to .92 at follow-up. As highlighted by Vallis et al. 

(1986), the strength of subscale relationships within each assessment period suggests 

the division of the CTS into subscales is unwarranted. However, subscale results are 

retained for univariate analyses within the present study to enable comparisons of 

training effects with other studies.  
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Table 5.4 Correlations for the Cognitive Therapy Scale and subscales: all assessments  

  1 2 3 4 5 6 7 8 9 10 11 

Baseline (N=16) 1 CTS total score            

 2 General Skills .97**           

 3 Specific Skills .96** .87**          

Mid-Training (N=16) 4 CTS total score            

 5 General Skills    .97**        

 6 Specific Skills    .95** .85**       

Post-training (N=16) 7 CTS total score            

 8 General Skills       .94**     

 9 Specific Skills       .91** .70**    

Follow-up (n=9) 10 CTS total score            

 11General Skills          .98**  

 12 Specific Skills          .98** .92** 

Note 1: **correlation significant at p<.01. Note 2: CTS = Cognitive Therapy Scale 
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Descriptive Statistics 
Table 5.5 shows means and standard deviations for the CTS and subscales 

General and Specific Skills at baseline, mid- and post-training. Greatest gains in 

competence scores were found between baseline and mid-training. The mean 

total score is lowest at baseline (M = 39.81, SD = 8.72) and highest post-training 

(M = 49.37, SD = 6.37). This is also the case for General Skills. The mean 

Specific Skills score was highest mid-training (M = 4.33, SD = .72) and lowest at 

follow-up (M = 3.33, SD = 1.37). Mean scores indicate that a number of trainees 

were already meeting the cut-off score for competency at the baseline 

assessment (CTS=40, Dobson & Shaw, 1988). This result is similar to that 

reported by Mannix et al. (2009), who found some trainees to already possess 

significant skills at the baseline assessment.  

 

Table 5.5 Means and standard deviations for the Cognitive Therapy Scale and 

subscales at baseline, mid-training and post-training (N=16). 

Cognitive 

Therapy Scale 
Md Baseline Md Mid-training Md Post-training 

Total score 40.00 39.81 (8.72) 47.00 47.94 (7.70) 48.00 49.37 (6.37) 

General skills 3.75 3.70 (.85) 4.50 4.38 (.73) 4.50 4.65 (.62) 

Specific skills 3.50 3.53 (.79) 4.00 4.33 (.72) 4.00 4.29 (.63) 

Note 1: Standard deviations in parentheses. Note 2: Total score range 0-66, subscale 

range 0-6.  Note 3: Md = median 

 

Table 5.6 shows mean CTS total scale scores for CBT therapists from the 

Treatment of Depression Collaborative Research Project (TDCRP, Shaw et al., 

1999) and the present study. TDCRP therapist competence was rated as clients 

entered treatment within the study, and upon completion of treatment. 

Therapists received weekly, one hour telephone supervision plus extra support 

if competence dropped below 39 (Shaw et al.). Mean CTS total scale scores for 

trainee therapists within the present study are lower than TDCRP therapists at 

the beginning of training and somewhat higher at the end of training. 
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Table 5.6 CTS mean comparisonsfor the present study with CBT therapists from 

the TDCRP (N=8) 

 TDCRP (Shaw et al., 1999) Present study 

 
Beginning of 

treatment (n=8) 

Post-treatment 

(n=8) 

Baseline 

(N=16) 

Post-training 

(N=16) 

CBT Total Scale 41.28 (4.24) 42.06 (4.04) 39.81 (8.27) 49.37 (6.37) 

Note 1: CBT=cognitive behaviour therapy, CTS=Cognitive Therapy Scale. Note 2: 

Standard deviations in parentheses  

 

 Hypothesis 1.1 

Effects of training on observed competence during the practicum year of the 

PGDipCBT formed the basis of the first hypothesis. 

 1.1 Training effects will present as improvements in trainee observed 

competence in using CBT skills and competencies. Trainee competence will 

be greater at the end of training than at the beginning of training.  

 

CTS total scale 

 A Friedman test was carried out on the median CTS total-scale scores baseline 

(40.00), mid-training (47.00) and post-training data (48.00). Results indicated 

there was a significant difference in median CTS total scores over the three time 

periods (p <.01). Post hoc analyses using the Wilcoxon Signed Ranks test were 

performed, adjusting the two-tailed level to p< .017 to accommodate increased 

Type 1 error. Results indicated that increases in CTS median scores were 

significant baseline to mid-training, and baseline to post-training. Results 

confirmed the hypothesis that training in CBT would result in an increase in 

trainee competence in using CBT skills and competencies.  
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CTS General Skills 

A Friedman test was carried out on median General Skills scores for baseline, 

mid-training and post-training data.Results showed that there was significant 

difference in median scores over the three time periods (p = .01). Post hoc 

analyses indicated that there were significant increases from baseline (Md = 

3.75) to mid-training (Md = 4.5), and baseline to post-training (Md = 4.5). 

Results were significant at p <.01. 

CTS Specific Skills 

Results of the Friedman test on Specific Skills for baseline, mid-training and 

post-training scores also showed a significant overall difference between 

assessment period (p< .01). Post hoc analyses indicated that there were 

significant increases from baseline (Md = 3.5) to mid-training (Md = 4.0), and 

baseline to post-training (Md = 4.0). Results were significant at p <.01. 

Individual results 

The small sample size (N=16) employed in the present study makes visual 

analysis of data for individual trainees possible. Figure 5.1 shows 38% (n = 6) of 

trainees (E, F, I, M, N, P) were rated below competence at baseline (CTS=40, 

Dobson & Shaw, 1988). Ninety four percent of trainees (n = 15) were rated 

competent at post-training. Mean scores for 25% (n = 4) were highest at the 

mid-training assessment (trainees A, C, G and H). One trainee consistently 

rated below the cut off score for competence (E).  
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Note 1: CTS = Cognitive Therapy Scale. Note 2: Data points indicate Time 1= baseline, 

Time 2 = mid-training, Time 3= post-training. Note 3: Letters A -P denote individual 

cases. Note 4: Scale 0 – 66. 

Figure 5.1.CTS total scale training effects: individual results during training 
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Summary: Observed competence  

In summary, results support the hypothesis that therapist competence would be 

higher at the end of the practicum year of training than at the beginning. Thirty 

eight percent of trainees were below competence at baseline, while 94% were 

rated competent post-training. Median total-scale, General and Specific Skill 

scores increased significantly between baseline and mid-training as well as 

baseline and post-training. Probability levels of p< .017 indicate that these 

results are unlikely to have arisen from sampling error alone.  

Transfer of training 

Hypothesis 1.2 

Hypothesis 1.2 Training will have transferred into therapist practice at 1 year 

following training. Observer-rated competence using the Cognitive Therapy 

Scale will be higher at follow-up than at the baseline assessment. 

 

The mean CTS total score for Study One completers (n=9) at follow-up was 

40.11 (SD = 12.50) with a median of 41.00. This was .30 higher than the Study 

One baseline mean (M = 39.81, SD = 8.72) and 1.00 higher than the baseline 

median (Md = 40). Mean post-training scores were 49.37 (SD = 6.37). 

 

Visual analysis of individual CTS scores from all assessment periods are 

presented in Figure 5.2. Visual analysis shows 22% of trainees (n = 2) who 

completed Study One demonstrated transfer of training (F and P). Scores for 

these trainees were higher at the end of training than at baseline. Scores for D 

and L were high at baseline and remained close to baseline levels throughout 

the period of the study. Scores for trainees C, G and O were equal to the 

competence cut-off score (CTS=40) at baseline, increased during training and 

returned to baseline levels or lower at follow-up. Similarly, scores for I and N 

were below competence at baseline, high during training, and very much lower 

than baseline at the end of training. 
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Note 1: Data points indicate Time 1=baseline, Time 2=mid-training, Time 3=post-

training, Time 4=follow-up.Note 2: CTS=Cognitive Therapy Scale. Note 3: Letters C – P 

denote individual cases. Note 4: Scale 0 – 66. 

Figure5.2.CTS total scale scores at baseline, mid-training, post-training and 1 

year follow-up for trainees who completed Study One (n=9) 
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Summary: transfer of training 

Results provided minimal support for the hypothesis that training would have 

transferred to trainees‟ everyday practice 1 year following the end of PGDipCBT 

training. Two trainees demonstrated transfer of training in that their CTS scores 

at follow-up were higher than at baseline. A further 55% of trainees (n=5) 

returned to baseline levels or lower at the follow-up assessment. Sixty six 

percent of trainees (n=6) were rated competent at follow-up. 

 

TRAINEE FACTORS 
 

Trainee factors are measured by using subscales Current Practice(the number 

of clients with whom trainees report using CBT skills and competencies) and 

Self-Confidence (a measure of trainee confidence in the use of CBT skills and 

competencies) from the adapted Survey of Past Trainees of the Post Graduate 

Diploma in CBT (Kennedy-Merrick et al., 2008).  

 

Trainee factors are also measured by the subscale CEGAIN (currently 

experienced career growth as a therapist) from the Professional Development 

Scale (PDS; Orlinsky&Rønnestad, 2005), and Organisational Barriers. 

Organisational Barriers consists of 7 items from the AS-PGDipCBT subscale 

External Barriers. Organisational Barrier items relate specifically to trainee 

perception of the impact of workplace factors on their use of CBT skills and 

competencies. 

 

5.5 Current Practice and Self-Confidence 

Normality of data distribution  

The scales were assessed for kurtosis and skewness at baseline. Current 

Practice and Self-Confidence items were found to be within acceptable range of 

normality (see Table 5.7).  
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Table5.7 Skew and kurtosis for Current Practice and Self-confidence (N=16) 

Subscale Skewness Kurtosis  

Current Practice (CP) 1.03 (.56) 1.29 (1.09) 

Self-Confidence (SC) -.28 -.54 

Note 1: Standard errors are in parentheses.  

Current Practice and Self-Confidence: subscale correlations 

Table 5.8 shows subscale correlations between Current Practice and Self -

Confidence during training using Spearman‟s rho. A small positive relationship 

was found between Current Practice and Self-confidence at baseline. 

Relationships mid-training and post-training were small to moderate, and in the 

direction expected. Effect sizes increased during the training period and the 

relationship post-training was statistically significant, rs= .57, p <.05. 

Table 5.8 Current Practice and Self-Confidenceduring training (N=16) 

  1 2 3 4 5 6 

Baseline 1-CP 1      

 2-SC .10 1     

Mid-training 3-CP   1    

 4-SC   .40 1   

Post-training 5-CP     1  

 6-SC     .57* 1 

Note 1: *Correlations significant at p <.05. Note 2: CP = Current Practice. SC = Self-

Confidence.  

 

Descriptive statistics 

Table 5.9 shows means and standard deviations for Current Practice and Self-

Confidence during training (N=16). Mean scores are high for both subscales at 

baseline and increase slightly across time. Current Practice at post-training (M = 
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3.70, SD = .87) was higher than baseline (M = 3.37, SD = .64). Self-Confidence 

increased from a mean of 3.41 (SD = .43) at baseline to 3.93 (SD = .76) at post-

training.  

 

Trainees reported using CBT skills and competencies with approximately 50% 

of clients at the baseline assessment. This increased to approximately 75% of 

clients post-training and follow-up. In addition, trainees reported feeling 

moderately confident in their use of CBT skills and competencies in their 

practice at baseline. This increased to feeling very confident at post-training. 

 

Table 5.9. Training effects: Current Practice and  Self-Confidence during 

training (N=16) 
 

AS-PGDipCBT 

subscales 
Md Mean Md 

Mid- 

training 
Md 

Post-

training 

Current Practice 3.00 3.37 (.64) 4.00 3.63 (.53) 4.00 3.70 (.87) 

Self-confidence 3.50 3.41 (.43) 4.00 3.80 (.61) 4.00 3.93 (.76) 

Note 1: Scale range 1-5. Note 2: Higher scores for Current Practice and Self-

confidence indicate greater self-reported training effects. Note 3: Md = median 

Tests and Visual analyses (N=16) 

Friedman tests were carried out for median Current Practice and Self-

Confidence data at baseline, mid-training and post-training. Results showed 

there were no significant differences in median Current Practice or Self-

Confidence scores over the three time periods.  

 

Figure 5.3 shows a visual analysis of individual trainee mean Current Practice 

scores during training. Results show that 69% of trainees (n=11) reported a 

small to large increase in use of CBT skills and competencies between baseline 

and post-training (trainees B, C, D, E, F, G, H, I, K, L and O). The remaining 

31% of trainees reported Current Practice post-training as lower than baseline 

(trainees A, J, M, N and P).  
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Note 1: CP = Current Practice. Note 2:Data points indicate Time 1 = baseline, Time 2 = 

mid-training, Time 3 = post-training. Note 3: Letters A - P denote individual cases. Note 

4: Range 1-5 

Figure 5.3. Individual results for Current Practice (N = 16) 

Figure 5.4 allows visual comparisons of individual trainee mean Self-Confidence 

scores during training. Individual figures show a small to large increase in Self-

confidence for 81% of trainees (n=13) (trainees A, B, C, D, E, F, G, I, J, K, L, N, 

O). Self-confidence does not change for two trainees between baseline and 

post-training (H, P), and decreases markedly for the final trainee across the 

same period (M). Twenty five percent of trainees (n=4) report a decrease in 

post-training Self-Confidence scores from mid-training (A, H, J and M). In a 
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similar 12 month CBT diploma study authors found nearly all trainees to report a 

decrease in self-competenceat some point during the course (Bennett-Levy & 

Beedie, 2006). 

 

 

Note 1: SC = Self-Confidence. Note 2: Data points indicate Time 1 = baseline, Time 2 = 

mid-training, Time 3 = post-training. Note 3: Letters A- P denote individual cases. Note 

4: Range 1-5. 

Figure5.4.Individual results for Self-confidence (N=16) 
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Summary: Current Practice and Self-Confidence 

Results support the hypothesis of a positive relationship between the number of 

clients with whom trainees report using CBT skills and competencies, and self-

confidence in using CBT skills and competencies. Mean scores for both Current 

Practice and Self-Confidence were high at baseline. Median scores increased 

over the three time periods but increases were not statistically significant. Visual 

analysis revealed increases in both Current Practice and Self-confidence for 

most trainees. Approximately two thirds of trainees reported both Current 

Practice and Self-Confidence as highest at the end of training. Twenty five 

percent of trainees reported their use of CBT skills and competencies as lower 

at the end of training than at the beginning. 

 

5.6 Professional development: Currently Experienced Career Growth 

Normality of data distribution  

The CEGAIN subscale contains 6 items. The subscale was assessed for 

kurtosis and skewness (see Table 5.10). The Shapiro-Wilk statistic was 

significant for CEGAIN (.85, p <.05). Further investigation of the data detected 

one extreme outlier. Transformation of the score (score plus 1: see 

Tabachnick&Fiddell, 2007) increased the Shapiro-Wilk statistic (.94, p >.05), 

and increased the mean slightly (.06). The transformation did not substantially 

alter the shape of the distribution. In addition, the score was indicative of the 

trainee‟s self-report on other measures. Therefore, further analyses using 

CEGAIN data were based on original median scores. 

Table 5.10.Career Growth:Skew and kurtosis at baseline (N=16) 

Subscale Skewness Kurtosis  

CEGAIN -1.59 (.56) 4.49 (1.09) 

Note 1: Standard errors are in parentheses. Note 2: CEGAIN= currently experienced 

career growth 
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Descriptive statistics 

Table 5.11 shows means and standard deviations for CEGAIN during training. 

Mean gains were greatest between baseline and post-training, and mean scores 

were highest post-training (M = 3.91, SD = .95). Baseline mean scores for 

CEGAIN (M = 3.69, SD = .86) approximated scores of the „Senior‟ therapist 

cohort from the Society for Psychotherapy Research‟s Collaborative Research 

Network study (SPR CRN: see Orlinsky&Rønnestad, 2005) (M = 3.50, SD = .80, 

Md = 3.70). This study of 4,000 therapists provided the data for the development 

of the Professional Development Scale and the CEGAIN subscale. Senior 

therapists within the SPR CRN study were those who reported 25 or more years 

of experience. Trainee perception of growth as a therapist increased during 

training within the present study, and remained higher than baseline at the post-

training assessment.  

Table 5.11 Means and standard deviations for Career Growth during training 

(N=16). 

  Baseline  Mid-training  Post-training 

 Md Mean Md Mean Md Mean 

CEGAIN 4.00 3.69 (.86) 3.75 3.68 (.94) 4.00 3.91 (.95) 

Note 1: CEGAIN = Currently Experienced Career Growth. Note 3: Standard deviation in 

parentheses. Note 3: Range 0-5. Note 4: CEGAIN higher scores = greater growth. Note 

5: Md = median 

 

Tests and Visual Analyses (N=16) 

The Friedman test was carried out for Currently Experienced Growth (CEGAIN) 

at baseline, mid- training and post-training data. Results showed that there was 

no significant difference in median CEGAIN scores over the three time periods. 
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Figure 5.5 shows individual CEGAIN results during training (N=16). Small to 

large increases in CEGAIN are shown for 62% of trainees (n=10) between 

baseline and post-training (A, B, E, F, G, I, J, L, N, O). Scores decrease for 31% 

of trainees (n=5) across the same period (trainees D, C, H, K, and P). Four 

trainees (B, G, K and P) report a decrease in perception of career growth mid-

training. 
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Note 1: CEGAIN-currently experienced growth. Note 2: Time 1 = baseline, Time 2 = 

mid-training, Time 3 = post-training. Note 3: Letters A – P denote individual cases. Note 

4: Range 0-5 

Figure 5.5.Perception of career growth as a therapist during training (N = 16) 
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5.7 Organisational Barriers 

Normality of data distribution 

The Organisational Barriers subscale was assessed for skewness (1.80, SE = 

.564) and kurtosis (4.21, SE = 1.09) at baseline. The data was not expected to 

have a normal distribution as it related to the measurement of barriers to the use 

of work-related tasks in work settings. The Shapiro-Wilk statistic was significant 

(.83, p<.05). Further investigation detected no extreme outliers.   

 

Descriptive statistics 

Means and standard deviations for Organisational Barriers during training are 

shown in Table 5.12.  Scores were low as expected. Scores increased mid-

training before decreasing post-training. Post-training scores are slightly higher 

than baseline. Overall, mean scores indicate trainees found Organisational 

Barriers to slightly hinder their use of CBT skills and competencies during 

training. 

Table 5.12. Means and standard deviations forOrganisational Barriers during 

training(N=16) 

 Md Baseline Md Mid-training Md Post-training 

Organisational 

Barriers 2.00 1.97 (1.03) 2.00 2.18 (.85) 2.00 2.12 (.91) 

Note 1: Standard deviations in parentheses. Note 2: Scale 1-5 

Tests and visual analysis 

The Friedman test was conducted for Organisational Barriers using baseline, 

mid- training, and post-training data. Results showed there were no significant 

differences in median Organisational Barriers scores over the three time periods 

during training. 
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Visual analysis of the data (see Figure 5.6) shows that mean scores increased 

slightly for 31% of trainees (n=5) (B, E, H, M, and N) during training.  A further 

31% of trainees (n = 5) reported larger increases (A, F, H, I, and P). Post-

training, 19% of trainees (n=3) reported a decrease to below baseline (C, D, and 

O). The remaining three trainees (G, J and L) reported no change.  
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Note 1: OrgB=Organisational Barriers. Note 2: Data points indicate Time 1 = baseline, 

Time 2 = mid-training, Time 3 = post-training. Note 3: Letters A –P denote individual 

trainees. Note 4: Range 1-5 

Figure 5.6.Organisational Barriers during training: individual report (N =16) 

 

Item rank across all assessments  

The Organisational Barriers scale was also ranked across assessment periods 

to enable a comparison with existing literature (Kennedy-Merrick et al., 2008). 

Table 5.13 shows item mean, standard deviation, and rank across all 

assessments. The highest ranking item was „I lack adequate supervision‟ at 
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baseline (M = 2.31, SD = 1.25) and follow-up (n = 9, M = 2.33, SD = 1.41). This 

is similar to the results reported by Kennedy-Merrick et al. in which „I lack 

adequate supervision‟ ranked third (M = 2.07, SD = 1.04). Within the Kennedy-

Merrick et al. study organisational barriers occupied the top six ranks of the 

complete 16-item External Factors scale. Items „there are too many clients‟ and 

„organisation of client care is too restrictive‟ also ranked first within the present 

study at mid- and post-training respectively. 

Table 5.13.Organisational Barriers: item means, standard deviations and rank: 

during training (N=16) 

  
Baseline 

 
Mid-training 

 
Post-training 

External factors R Mean(SD) R Mean(SD) R Mean(SD) 

Lack adequate supervision 1 2.31 (1.25) 5 2.00 (1.21) 5 2.13 (1.20) 

Lack CBT colleagues 2 2.13 (1.59) 4 2.06 (1.12) 3 2.31 (1.45) 

Too many clients 3 2.06 (1.29) 1 2.63 (1.20) 2 2.38 (1.31) 

Organisation of client care 

too restrictive 
4 2.00 (1.10) 3 2.50 (1.37) 1 2.44 (1.31) 

Not in job description 5 2.00 (1.41) 6 1.94 (1.24) 4 2.19 (1.38) 

Insufficient resources 6 1.94 (1.39) 2 2.56 (1.03) 6 1.88 (.89) 

Lack of staff support CBT 7 1.38 (1.09) 8 1.58 (.89) 7 1.56 (.73) 

Note 1: R = rank. Note 2: SD = standard deviation. Note 2: lower scores = item perceived less as a 

barrier. Note 3: Range 1-5 

 

    

5.8 Summary: Trainee factors 
Trainee perception of growth as a therapist was generally high across the period 

of the study. A visual comparison of trainee responses showed half of the 

trainees reported an increase in perceived career growth as a therapist during 

training (50%), with increases greatest between baseline and post-training. 

However, a further 31% reported a decrease in perceived growth during 

training. Changes in career growth were not statistically significant.  
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Changes in trainee perception of Organisational Barriers were not significant 

during training. Most trainees reported a slight to large increase in 

Organisational Barriers during training. Five trainees reported Organisational 

Barriers represented a moderate barrier to use of CBT skills and competencies 

during training. Items „lack of adequate supervision‟ and „too many clients‟ 

featured most frequently as barriers to practice. 

 

5.9 Chapter Summary 

Training effects (N=16) 

The hypothesis relating to training effects was supported by the data. Sixty six 

percent of trainees were rated competent at baseline, 88% at mid-training, and 

94% post-training. Trainee increase in competence during training was 

statistically significant for both General and Specific Skill scores. Further, effects 

were significant between baseline and mid-training as well as baseline and post-

training. Visual analysis showed that all trainees improved in competence during 

training.  

 

Transfer of training (n=9) 

Results only partially supported the hypothesis relating to transfer of training. 

Only two trainees demonstrated an increase in observed competence scores 

between baseline and 1 year following the end of training. Observed 

competence scores for 55% of trainees returned to baseline levels at follow-up. 

Two thirds of trainees were rated competent at follow-up (66%). 
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Trainee factors 

Approximately 80% of trainees reported an increase in Self-Confidence during 

training. Two thirds of trainees reported an increase in Current Practice, while 

the remaining third reported a decrease. 

Increases in CEGAIN were not statistically significant during training. Therapist 

currently experienced career growth (CEGAIN) was high at baseline and 

remained high throughout the period of the study for most trainees. Sixty two 

percent of trainees reported increases CEGAIN during training. Approximately a 

third of trainees reported a decrease.  

Organisational Barriers 

Mean scores for trainee perception of Organisational Barriers were generally 

low. Although most trainees reported a small to large increase in Organisational 

Barriers during training, these were not significant. Individual results showed 

31% of trainees reported organisational factors as moderate barriers to practice 

at some point during training. 

 

This chapter presented univariate analyses for Study One. The following 

chapters (Chapters Six and Seven) address bivariate analyses for Study One 

and all analyses for Study Two, and thus complete the Results section of the 

thesis. 

  



 

Chapter Six 
 

STUDY ONE: BIVARIATE ANALYSES 
 

6.1 Introduction 
The previous chapter presented results of univariate analyses and associated 

hypotheses relating to training effects for observed competence. The present 

chapter reports results for hypothesized relationships between training effects 

(observed competence) and trainee factors (Current Practice, Self-Confidence 

CEGAIN, and Organisational Barriers) during training. Spearman‟s rho (rs)was 

used to identify the strength and direction of relationships within this chapter.  

Baseline relationships are shown in Table 5.2 in the previous chapter. Mid-

training relationships are shown in Appendix C.  

6.2 The hypotheses 

Observed competence, current practice and self-confidence 

Hypothesis 2: Self-reported current practice and trainee self- confidence in 

using CBT skills and competencies will be positively related to observed 

competence during and following training. 

Table 6.1 shows the post-training relationships between observed competence, 

Current Practice and Self-Confidence in using CBT skills and competencies. 

The relationship with Current Practice, rs= -.24, p>.05was not in the expected 

direction, and slightly larger than at baseline, rs= -.16, p>.05(see Table 5.2).The 

relationship mid-training was found to be in the expected direction, rs = .40, p> 

.05 (Appendix C), but was not significant. Mixed results suggest that these 

findings support the hypothesis of a positive relationship between Current 

Practice and observed competence at mid-training only. Further, the results 

post-training suggest that as the number of clients with whom trainees reported 

using CBT skills and competencies increased, the lower their observed 

competence ratings. 
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Relationships between Self-Confidence and observed competence were 

consistently positive during training, with a moderate and significant relationship 

found mid-training, rs = .64, p<.01. The result was small and not significant post-

training. These results provide support for the hypothesis of a positive 

relationship with observed competence. The higher trainees rated their self-

confidence during training, the higher their observer-rated competence.  

 

Table 6.1. Post-training relationships between training effects and trainee 

factors(Spearman’s rho) (N=16) 

 CTS CP SC CEGAIN OrgB 

CTS 1     

Current Practice (CP) -.24 1    

Self-Confidence (SC) .29 .57* 1   

CEGAIN .49* .46* .84** 1  

Organisational Barriers (OrgB) .39 -.29 -.18 -.26 1 

Note 1: CTS = Cognitive Therapy Scale, CEGAIN=currently experienced growth. Note 

2: * correlation significant at p< .05, ** correlation significant at p<.01. 

 

Professional development, observed competence, current practice and 
self-confidence 
 

Hypothesis 3: Professional development as measured by currently experienced 

growth as a therapist will be positively related to observed competence, current 

practice and self-confidence in using CBT skills and competencies, during and 

following training. 

Relationships with observed competence were small and in the expected 

direction at baseline and mid-training, with a moderate and significant 

relationship post-training, rs= .49, p<.05 (see Table 6.1). All relationships with 

Self-Confidence were also in the expected direction, increasing during training 
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to a large and significant effect post-training, rs= .84, p <.01. All relationships 

with Current Practice were positive during training and were significant at 

baseline,rs= .51, p <.05, and post-training, rs= .46, p<.05. 

 

These results support the hypothesis. Greater trainee perception of career 

growth was associated withhigher observed competence,current practice, 

andself-confidence during training. This was particularly evident at the end of 

training. These results also support the findings of the SPR CRN therapist 

survey, in which therapists reported that practicing directly with clients was one 

of the three most important factors influencing their professional development 

(Orlinsky&Rønnestad, 2005). 

 

Organisational Barriers, observed and self-reported competence 

Hypothesis 4: Observed competence will be negatively related to the perception 

of organisational barriers. Further, organisational barriers will be negatively 

related to current practice and self-confidence in using CBT skills and 

competencies, and currently experienced growth as a therapist during and 

following training.  

 

All relationships for Organisational Barriers with observed competence were 

consistently small and not in the expected direction. Further, the relationship 

increased steadily during training to rs= .39, p>.05 post-training, but did not 

reach significance. These results do not support the hypothesis that 

organisational barriers to practice would be negatively correlated with observed 

competence. 

Post-training relationships for Organisational Barriers with Current Practice were 

small and positive at baseline, almost zero at mid-training, and negative at post-

training, rs= -.29, p>.05 (see Table 6.1). Post-training results partially support 

the hypothesis, suggesting that as trainee perception of Organisational Barriers 
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decreased, the number of clients with whom trainees reported practicing CBT 

increased. The baseline relationship with Self-Confidence was moderate and 

significant, rs= .49, p<.05, and not in the expected direction. The relationship 

remained positive at mid-training and was negative post-training. Both mid- and 

post-training effects were small and not significant. 

 

Finally, the relationship between Organisational Barriers and CEGAIN was 

positive at baseline, rs= .47, p<.05, and mid-training, but was in the expected 

direction post-training. Both the mid- and post-training results were not 

significant.  

 

Overall, these results provide mixed support for the hypothesis relating to 

Organisational Barriers during training. Results at baseline suggested that as 

perception of barriers increased observed competence, self-confidence, current 

practice, and perception of career growth also increased, thus relationships 

were not in the expected direction. At post-training the relationships were as 

expected for self-reported variables.As perception of Organisational Barriers 

increased self-confidence, current practice, and perception of career growth 

decreased. However, the consistently positive relationship with observed 

competence during training, suggested that trainees with higher CTS scores 

were more likely to report organisational factors as barriers to practicing CBT 

skills and competencies in the workplace.  

 

6.3 Study One: Overall Conclusions 

Training Effects  

Hypotheses relating to training effects were supported by the data. Percentages 

of trainees rated competent across the three assessment periods during training 

were 66% at baseline, 87% mid-training, and 94% post-training. Increases in 

observed competence during training were statistically significant for both 

General and Specific Skill scores.  
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Trainee factors 

Results also showed increases in traineecurrent practice and self-confidence. 

Two thirds of trainees reported an increase in Current Practice, and 81% 

reported an increase in Self-Confidence during training. Self-confidence in using 

CBT skills and competencies was rated highest at the end of training by most 

trainees. Almost a third of trainees reported Current Practice as below baseline 

levels at the end of training. Changes in Current Practice and Self-

Confidenceduring training were not statistically significant.  

 

Therapist currently experienced growth (CEGAIN) was high at baseline and 

remained high for most trainees. Two thirds of trainees reported an increase in 

CEGAIN during training, with the remainder reporting a decrease during the 

same period. Changes in CEGAIN were not statistically significant. Median 

scores indicated trainee perception of Organisational Barriers was slight and 

this did not change significantly during training. Individual results showed most 

trainees reported small to large increases in their perception of Organisational 

Barriers during training. Further, more than half of trainees reported workplace 

factors as representing moderate barriers to practice at some point during 

training. 

 

Post-training results provided mixed support for the hypothesised relationships 

between observed competence, current practice and self-confidence.The 

relationshipwith trainee self-confidence was in the expected direction at all 

assessments, but significant at mid-training only. The finding of otherwise small 

and non-significant effects was similar to that reported by Mathieson et al. 

(2006). Results for current practice of CBT at baseline and at the end of training 

were not in the expected direction. These results suggested that trainees with 

higher CTS scores were more likely to report using CBT skills and 

competencies with fewer clients. Further, positive relationships found between 

observed competence and organisational barriers suggested that trainees with 
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higher CTS scores were also more likely to report organisational factors as 

barriers to practice.  

 

Results provide moderate support for hypothesised relationships between 

currently experienced career growth (CEGAIN) and observer-rated competence. 

The direction of the relationship between CEGAIN and the CTS at baseline and 

post-training, suggests that increased perception of career gain as a therapist 

was associated with greater observed competence in using CBT skills and 

competencies during training. This relationship was stronger than that found 

between observed competence and trainee self-confidence. Results at the end 

of training also suggested that trainee self-confidence was significantly higher 

for those traineeswho perceived themselves as gaining in their career as a 

therapist. 

  



 

Chapter Seven 
 

STUDY TWO: GRADUATE COMPETENCEFOLLOWING 
TRAINING 

 

7.1 Introduction 
Study Two details results for graduate participants. Data from graduates of the 

PGDipCBT were investigated to further understand relationships between 

therapist factors and the generalization of CBT skills and competencies into 

everyday practice over time (transfer of training).  

 

The Graduate group was comprised of past trainees who had graduated 2-9 

years prior to submitting data for the study (n=11), plus those trainees from 

Study One who submitted follow-up data 1 year following graduation from the 

PGDipCBT (Study One completers, n=9), giving a total sample size of 20. The 

remainder of this chapter presents univariate and bivariate data for this 

composite graduate group at 1 to 9 years following training. 

 

7.2 Preliminary Data Screening: Graduates (N=20) 
All data for the measures were continuous. Data were screened to ensure that 

data had been entered accurately, for missing data, for normal distribution of the 

data and for the presence of outliers. 

 

Sample 

Graduates were three clinical psychologists, two registered psychologists, two 

counsellors, one psychotherapist, two occupational therapists, three 

psychiatrists, five psychiatric nurses and two social workers. Females 

comprised 85% of the sample (n=17), 75% were aged between 40-59 years, 

and 60% (n=12) were employed by District Health Boards.  
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Missing data 

One questionnaire (The Professional Development Scale, 22 items) was missed 

completely at random by one graduate. The questionnaire was completed and 

re-submitted by the graduate electronically (email) within one week. There were 

two further items missed, also completely at random. These items were 

completed by the graduates concerned by telephone and electronically. 

 

7.3 Univariate analyses 
In this section within-measure subscale correlations and descriptive statistics 

are reported for measures of observed and self-reported transfer of training. 

Observed transfer of training is measured using the Cognitive Therapy Scale 

(CTS) and subscales. Self-reported transfer of training is reported using the 

Current Practice and Self-Confidence subscales of the Adapted Survey of the 

PGDipCBT (AS-PGDipCBT).  

 

7.4 Observed transfer of training 

CTS total scale and subscale correlations 

Table 7.1 shows correlations between the CTS total scale and General and 

Specific Skill subscales 1 - 9 years following training. Relationships between the 

total scale and subscales are large, statistically significant at p <.01, and in the 

expected direction. Further, the relationship between the subscales is also 

large, (rs= .94, p<.01). As noted in Study One, the strength of these 

relationships implies that the division of the CTS into subscales is unwarranted 

(Vallis et al., 1986).  
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Table 7.1. Graduate CTS total scale and subscale relationships (N=20) 

 CTS total scale General Skills Specific Skills 

CTS total scale 1   

General Skills .98** 1  

Specific Skills .99** .94** 1 

Note 1: CTS=Cognitive Therapy Scale. Note 2: ** Correlation significant at p <.01. 

Descriptive statistics 

Table 7.2 shows means and standard deviations for CTS total scale and 

subscales for the graduate group 1-9 years following training (N=20). The mean 

total scale score following training was lower at 43.35 (SD = 14.06) than for 

Study One trainees at the end of training (M = 49.37, SD = 6.37). Median scores 

were 46 and 48 respectively.  

 

Graduate mean scores 1-9 years following training were slightly higher than 

mean post-treatment scores (42.06, n=8, SD = 4.04) for therapists engaged in 

the Treatment of Depression Collaborative Research Project (TDCRP). TDCRP 

therapists were monitored for competence during the period of the research trial 

(Shaw et al., 1999). The large differences in standard deviations between the 

TDCRP results and the present study may reflect the level of monitoring 

associated with clinical trials such as the TDCRP. 

 

Table 7.2. CTS total scale and subscale means and standard deviations 

following training (N=20) 

 Median Mean Standard deviation 

CTS total scale 46.00 43.35  14.06 

General Skills 4.37 4.21  1.09 

Specific Skills 4.00 3.61   1.52 

Note 1: CTS=Cognitive Therapy Scale.  
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Sixty percent of graduates were rated as competent (n=12) at 1-9 years 

following graduation as a cognitive therapist (CTS cut-off score = 40, Dobson & 

Shaw, 1988). Figure 7.1 shows individual General and Specific Skill subscale 

results. Forty percent of graduates performed below the cut-off score for 

competence. Total scale scores for this group ranged from 20 to 37. Both Miller 

et al. (2004) and Brosnan et al. (2006) noted a number of therapists as 

performing below competence, despite having been rated as competent 

following training or accreditation in the use of CBT skills and competencies. 

The relationship between General and Specific Skill scores tended to be 

stronger for those with higher scores. Graduates with the lowest CTS total scale 

scores rated more than 1point higher on General Skills.  

 

Note 1: GS=General Skills, SpS=Specific Skills. Note 2: PT = Past Trainee. Letters C-P 

= Study One completers. Note 3: Range 0-6.   

Figure 7.1.Graduate individual General and Specific Skills (N=20): data ranked 

by CTS mean total scale scores. 
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7.5 Self-reported transfer of training 
Self-reported transfer of training was measured using the Current Practice and 

Self-Confidence subscales from the Adapted Survey of the PGDipCBT 

(Kennedy-Merrick et al., 2008).  

Subscale correlations and descriptive statistics 

The relationship between Current Practice and Self-Confidence was small to 

moderate and in the expected direction,rs = .46, p<.05. The relationship was 

statistically significant.   

 

Table 7.3 shows means and standard deviations for graduate self-reported 

transfer of training. Graduates reported using CBT skills and competencies with 

approximately 75% of clients and felt very confident in their use of CBT skills 

and competencies. Results are similar to those reported by Kennedy-Merrick et 

al. (2008) who found graduates to report that they used „the majority‟ of CBT 

skills and competencies with between 50% and 75% of clients, and were also 

very confident in their use of CBT skills and competencies.  

 

Table 7.3. Means and standard deviations: Current Practice and Self-

Confidence following training (N=20) 

Subscale Median Mean Standard deviation 

Current Practice  4.00 4.00  .74 

Self-confidence 4.50 4.10  .67 

Note 1: Scale range 1-5. Note 2: Higher scores = greater self-reported transfer of 

training.  
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7.6 Therapist Development: Currently Experienced Career Growth 
Self-perceived therapist development is measured by the CEGAIN subscale 

from the Professional Development Scale (PDS).  

Descriptive statistics 

The median score for CEGAIN was 4.00. The mean score (M = 3.56, SD = .75) 

was equal to mean scores reported for „apprentice‟ (1.5 to 3.5 years 

experience), „graduate‟ (3.5 to < 7 years experience), „seasoned‟ (15 to < 25 

years experience) and „senior‟ (25 to 53 years experience) therapist cohorts 

from the Society for Psychotherapy Research‟s Collaborative Research Network 

study (Orlinsky&Rønnestad, 2005).   

7.7 Organisational Barriers 
The Organisational Barriers subscale measure was used to assess perception 

of workplace factors as barriers to CBT practice. Organisational Barriers 

represents workplace specific items (7 items) from the External Factors 

subscale of the Adapted Survey of the PGDipCBT (Kennedy-Merrick et al., 

2008). 

Descriptive statistics 

The median score for Organisational Barriers was 1.00 (M = 1.75, SD = .67). 

Graduates reported Organisational Barriers as nil to slight. This was slightly 

lower than Study One post-training (Md = 2.00, M = 2.12, SD = .91). Graduates 

rated “lack of supervision”, “lack of colleagues also practicing CBT”, and 

“organisational care is too restrictive”, as thethree highest organisational 

barriers to practice. 

7.8 Summary: univariate analyses for graduates 
Sixty five percent (n=7) of the graduate group were rated competent 1 to 9 years 

following graduation. In the absence of baseline data it is not possible to 

speculate on whether Study Two results support the hypothesis relating to 

transfer of training. Graduates self-reported competence was similar to that 

reported in an earlier study using the same measure (Kennedy-Merrick et al., 
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2008). Graduates in the present study reported using CBT skills and 

competencies with 75% of clients, and being very confident in using CBT skills 

and competencies. Currently experienced career growth as a therapist was high 

and equal to scores for most therapist cohorts from the Society for 

Psychotherapy Research‟s Collaborative Research Network study 

(Orlinsky&Rønnestad, 2005).  Median scores suggest that perception of 

organisational barriers was zero to slight following training. 

 

STUDY TWO: BIVARIATE ANALYSESOF GRADUATE DATA 
 

This section reports study results for hypothesized relationships between 

graduate observed competence, current practice and self-confidence, 

professional development and perceived organisational barriers to practice.  

 

Figures are presented using standardized scores. The decision to present 

individual data as standardised scores allows the comparison of results from 

different instruments using different units of measurement (Dancey, 2007; 

Gackenbach, 2006; Spicer, 2005).  

 

7.9 Observed and self-reported competence and therapist factors 

Hypothesis 2:  Observed competence, Current Practice and Self-
Confidence 

Table 7.4 shows that Study Two results did not support the hypothesized 

relationships between current practice, self-confidence and observed 

competence. All relationships between current practice and self-confidence with 

observed competence were small and not in the expected direction. As 

graduate self-confidence and current practice of CBT skills and competencies 

increased, observed competence decreased. 
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Table 7.4.Relationships between observed competence, current practice, self-

confidence, organisational barriers and career growth 1-9 years following 

training (N=20).  

 1 2 3 4 5 

1-CTS 1     

2-Current Practice  -.17 1    

3-Self-confidence -.18 .46* 1   

4-CEGAIN -.54** .38* .38* 1  

5-Organisational Barriers -.01 -.13 -.33* -.14. 1 

Note 1: *correlation significant at p <.05, ** correlation significant at p <.01. Note 3: CTS 

= Cognitive Therapy Scale. CEGAIN= currently experienced growth. 

Hypothesis 3: Professional Development and Therapist Competence 

Study Two results did not support the hypothesis that there would be a positive 

relationship between CEGAIN and observed competence (see Table 7.4). 

Instead the relationship was moderate, statistically significant and not in the 

expected direction. These results were not consistent with results found at the 

end of training in Study One when the relationship between CEGAIN with the 

CTS was moderate and positive. Results did support the hypotheses that 

CEGAIN would be positively correlated with Self-Confidence and Current 

Practice. All graduate relationships for CEGAIN with Current Practice and Self-

confidence were statistically significant, and in the expected direction. 

Relationships were smaller than those found post-training in Study One.  

 

As graduate perception of currently experienced growth as a therapist 

increased, observer-rated competence decreased. Relationships for CEGAIN, 

Current Practice and Self-Confidence however, indicated that as perception of 

currently experienced growth as a therapist increased, both Current Practice 

and Self-Confidence also increased. These latter results further support Study 

One findings, where similar and slightly larger relationships were observed.  
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Hypothesis 4: Organisational Barriers 

Results did not support the hypothesis of a negative relationship between 

graduate perception of Organisational Barriers and observed competence. 

Table 7.4 shows the relationship is almost nil at 1-9 years following graduation. 

The relationshipsbetween Organisational Barriers, Current Practice and Self-

Confidence supported the hypothesis. In particular, as perception of 

Organisational Barriers increased, Self-Confidence in using CBT skills and 

competencies decreased.  

 

7.10 Summary: Bivariate analyses for graduate data 
Graduate results do not support the hypotheses of positive relationships 

between CBT observed competence, current practice and self-confidence, 

professional development or organisational barriers 1-9 years following 

graduation. Relationships were not in the expected direction, and were small 

and non-significant with the exception of CEGAIN. The relationship between 

observed competence and CEGAIN was negative, moderate and statistically 

significant. As perception of currently experienced growth as a therapist 

(CEGAIN) increased, observed competence decreased. This result was not 

consistent with results found during training in Study One. Also, results did not 

support the hypothesis that there would be a negative relationship between 

observed competence and Organisational Barriers. This relationship was almost 

zero. Results, however, did support hypothesised relationships between Current 

Practice, Self-Confidence , CEGAIN and Organisational Barriers. Results were 

statistically significant between CEGAIN, Self-Confidence and Current Practice 

in particular. 

7.11 Post Hoc Analyses 

Rationale 

A major aim of the present study was to investigate relationships between 

therapist observed competence and therapist current practice, self-confidence, 

and professional development. Two studies were undertaken. Study One 
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employed a trainee sample during and following training in CBT skills and 

competencies. Study Two employed past trainees who had graduated from the 

same training programme. It was expected that results would show that as 

observed competence increased,current practice, self confidence and 

therapists‟ perception of career growth would also increase. Further, it was 

expected that as observed competence, self-confidence, current practice and 

perception of career growth increased, perceived organisational barriers would 

decrease.  

 

However, relationshipsbetween observed competence, Current Practice and 

Organisational Barriers found at the end of training in Study One suggested that 

trainees who were rated as more competent were more likely to reportcurrent 

practice with fewerclients than trainees rated as less competent.Further, more 

competent trainees were also likely to report a greater perception of 

organisational factors as barriers to practice.  

 

In addition, negative relationships found between observed competence,self-

confidence and currently experienced growthat the follow-up assessment were 

opposite to those found for trainees in Study One, and suggested that more 

competent practitioners reported lower self-confidence and perceived career 

gain than less competent practitioners following training. The result with 

currently experienced career growth, in particular, was statistically significant.  

To further understand the extent of these unexpected findings, visual analyses 

of relationships for observed competence with self-confidence, current practice, 

organisational barriers and currently experienced growth were undertaken. 

Visual data are presented using standardised scores to enable the comparison 

of scales that use different units of measurement. 
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Observed competence and Current Practice 

Figure 7.2 shows Study Two relationships between observed competence and 

Current Practice for individual graduates. Negative relationships can be 

observed for graduates with CTS scores closer to the mean, most of whom 

were also Study One participants (as identified by letters C –P). Further, those 

who were rated below the mean for observed competence tended to report 

higher numbers of clients with whom they were practicing CBT skills and 

competencies. Those who were rated above the mean for observed 

competence tended to report lower numbers of clients with whom they were 

practicing CBT. Results for graduates who were past trainees (PT), tended to 

show small, mixed relationships between observed competence and Current 

Practice. 

 

 

Note 1: CP = Current Practice, CTS = Cognitive Therapy Scale (observed 

competence). Note 2: PT =Past Trainee, letters C-P = Study One completers.  

Figure 7.2.Individual results for Study Two: observed competence and Current 

Practice 1-9 years following training using standardised scores (N=20) 
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Observed Competence and Self-Confidence 

Study One results found a consistently positive relationship between observed 

competence and trainee self-confidence. This relationship was not found for 

post-graduates 1-9 years following training. Figure 7.3 shows the relationship 

between observed competence and self-confidence using standardised scores. 

Negative relationships can be seen between observed competence and self-

confidence for most participants. Graduates rated as more competent were 

inclined to rate themselves lower on Self-Confidence, while for those rated as 

less competent the opposite applied. This was not limited to Study One 

completers. 

 

 

Note 1: SC=Self-Confidence, CTS = Cognitive Therapy Scale (observed competence). 

Note 2: PT =Past Trainee, letters C-P = Study One completers.  

Figure 7.3.Individual results for Study Two: observed competence and Self-

Confidence 1-9 years following training using standardised scores (N=20) 

Observed Competence and Currently Experienced Career Growth  

Study One results indicated a moderate and positive relationship between 

trainee perception of currently experienced career growth and observed 
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competence, as hypothesised. However the relationship between CEGAIN and 

observed competence was not in the expected direction for graduates 1-9 years 

following training. Figure 7.4 shows the relationship between CEGAIN and 

observed competence for individual graduates. Higher observed competence is 

associated with lower CEGAIN scores, and lower observed competence is 

associated with higher CEGAIN scores. Graduates who were rated as less 

competent tended to report higher perceived career growth while graduates who 

were rated as more competent rated their perceived career growth lower.  

 

 

Note 1: CEGAIN= currently experienced career growth, CTS = Cognitive Therapy Scale 

(observed competence). Note 2: PT =Past Trainee, letters C-P = Study One trainees. 

Figure 7.4.Individual results for Study Two: observed competence and career 

growth1-9 years following training using standardised scores (N=20) 

7.12 Summary: Post hoc visual analyses 
Individual graduates who were rated as more competent following training 

reported using CBT skills and competencies with fewer clients than those who 

were rated as less competent following training. This result was consistent with 

group results found at the end of training in Study One. Further, graduate results 
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were largely confined to those participants who had also participated in Study 

One. That is, results for past trainees (PT), who had graduated for 2-9 years 

earlier tended not to show clear relationships between Current Practice and 

observed competence.  

 

Further, graduates who were rated as less competent tended to report higher 

levels of self-confidence and higher perceived career growth (CEGAIN) 1-9 

years following training, while graduates who were rated as more competent 

reported their self-confidence and perceived career growth as low.  

 

In these two chapters results for training and trainee factors were presented in 

two studies. Study One: Trainee Competence during Training, and Study Two: 

Graduate Competence following Training. Results were presented as bivariate 

analyses with post hoc visual analyses undertaken to clarify unexpected results. 

The following chapter presents a discussion of results for both studies and the 

post hoc analyses. 
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Chapter Eight 

DISCUSSION 
 

Previous chapters have addressed the rationale, methodology and results of 

statistical analyses for the present study. This chapter will discuss hypotheses 

for Studies One and Two. Unexpected findings and implications are considered. 

Limitations of the study and directions for future research are also presented. 

Finally, conclusions from the study are drawn.  

 

8.1 Therapist Competence and Training Effects in CBT 
Hypothesis 1.1 Training effects will present as improvements in trainee 

observed competence in using CBT skills and competencies. Trainee 

competencewill be greater at the end of training than at the beginning of 

training.  

Competence improved for all trainees during training. Gains were greatest 

between the beginning and middle of training, as well as the beginning and end 

of training. A small increase between the middle and the end of training was 

also noted by Simons et al. (2010), who similarly reported the greatest gains 

were found within the first six months of a 12 month study. The gradual increase 

in the percentage of trainees rated competent at each assessment period adds 

further support for the effects of training across time, with 66% of trainees rated 

competent at baseline, 87% mid-training, and 94% at the end of training. While 

a number of variables may contribute to change in competence, increases noted 

in the present study are likely a result of trainee and supervisor efforts to 

improve trainee competence throughout the year.  

 

It is of note that two thirds of trainees were already competent at the beginning 

of training, with individual results suggesting that these trainees were competent 

in both General and Specific Skill areas. This finding may be explained by 

aspects of the study design. Trainees were requested to submit the first set of 
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questionnaires when they submitted their first tape for assessment within the 

course, by which time they would already have attended a number of 

supervision sessions. Also, during the initial year of the diploma trainees were 

exposed to workshops, roleplays and group discussions, resulting in practice of 

CBT skills and competencies prior to enrolment in the practicum. It may have 

been of more value to assess trainees prior to the beginning of the diploma, in 

order to gain a more accurate assessment of pre-training competence in CBT. 

However, trainee baseline competence was similarly noted by Mannix et al. 

(2006) who reported some trainees demonstrated competence in a number of 

CBT skill areas pre-training.Further, the improvement in competence found 

during training in the present study suggests that practicum training adds 

significantly to trainee competence, despite prior CBT learning.  

 

Other studies have reported minimal change in competence at the end of 

training (Beidas & Kendall, 2010). However, improvements such as those found 

in the present study (mean pre-/ post difference = 9.56) are frequently reported 

in research where CBT training has also been provided through a postgraduate 

diploma course (Barnfield, Mathieson, & Beaumont, 2007; Bennett-Levy & 

Beedie, 2007, James et al., 2001; Milne et al., 1999). While the use of different 

versions of the CTS in these studies precludes direct comparisons, mean 

differences in pre- post total scale scores using the CTS-R have been reported 

as similar to those found in the present study which used an earlier version of 

the CTS, 8.6 (Barnfield et al.) and 9.87 (James et al.).  

 

The postgraduate setting for the present study shares many characteristics with 

other postgraduate CBT courses. Common features include extended training 

duration, multiple training strategies, case studies, case presentations, and 

extensive supervision using taped work samples. Extended training duration 

(Rakovshik & McManus, 2010) and the use of multiple training strategies 

(Herschell et al., 2010), in particular,have been associated with increases in 

therapist competence. 
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8.2 Transfer of Training 
Hypothesis 1.2 Training will have transferred into therapist practice at 1 year 

following training. Observer-rated competence using the Cognitive Therapy 

Scale will be higher at follow-up than at the baseline assessment. 

 

There was minimal evidence of training transfer into therapist everyday practice 

following training. Two of the nine trainees who completed Study One 

demonstrated evidence of training transfer at 12 months follow-up. For these 

trainees, ratings of observed competence at the end of training were 

considerably higher than at baseline, and were maintained at follow-up. 

Competence for the remaining trainees was also high at the end of training but 

returned to approximate baseline levels (n = 1) or lower (n =6) at follow-up, 

showing little evidence of transfer. Thus, more than three quarters of the 

trainees who completed Study One were unable to demonstrate transfer of the 

diploma training. 

 

Again, the low rate of apparent transfer may relate to the timing of the baseline 

assessment. This initial assessment was undertaken following the first year of 

the diploma, a year of theoretical and experiential instruction in CBT, and prior 

to the intensively supervised practicum year. The finding that 66% of trainees 

were already competent at the baseline assessment suggests that training 

during the theoretical year impacted on competence levels. If the assessment 

had been undertaken at the beginning of the first year of thediploma then it is 

possible that baseline scores would have been lower, and more trainees may 

have demonstrated transfer of training. Of greater importance, however, must 

be the significant increase in observed competence for all trainees during the 

practicum year of training which suggests that trainees made major gains in 

CBT knowledge, skills and competenciesduring supervised training. Of equal 

importance is that these gains were not maintained following the end of training.  
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As baseline data were not available for half of the graduate sample it is not 

possible to determine levels of training transfer for the graduate group. 

However, more than one third of 20 postgraduate practitioners (35%, n = 

7)assessed within Study Two were rated as being below the cut-off score for 

competence (CTS = 40)1 -9 years following formal training in CBT.The median 

CTS score for the group was 26 (M = 27.14, SD = 7.15) and therapists rated 

equally poorly on general therapeutic skills and specific CBT skills. These 

findings are well below the low range (CTS= 38) as identified by Vallis et al. 

(1986) when investigating the psychometric properties of the Cognitive Therapy 

Scale.  

 

It might be argued that these results present a snapshot of therapist 

competence as rated from a single work sample. Certainly, it has been 

suggested that the rating of as many as 19 tapes are necessary in order to 

make judgements about therapist competence, and that factors such as severity 

of a client‟s presentation may influence a therapist‟s performanceon a single 

tape (Rakovshik & McManus, 2010). However, the rater employed to rate work 

samples in the present study had both the skills and the experience to detect 

therapist competence within the constraints of factors such as client 

presentation. In addition, all participants were aware that the study pertained to 

therapist competence and all work samples were self-selected for assessment. 

Thus, results imply that these therapists may not have been aware that they 

were no longer routinely using CBT. 

 

The absence of relevant literature with which to compare transfer results from 

the present study means that these findings must be treated with caution. 

Attempts to generalise outcomes to the general population of CBT postgraduate 

practitioners would be unwise while there remains a lack of empirical evidence 

corroborating the lack of transfer of CBT training found here. There is, however, 

some validation of these results to be found in the literature relating to therapist 

competence in CBT generally, with concerns about the moderate degree of 
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transfer observed in this area increasingly highlighted as evidence of the 

frequency of poor training transfer. (Andrews, et al., 2000; Beidas & Kendall, 

2010; Cahill et al, 2006; Carroll et al., 2010; Milne & Reiser, 2011; Roth & 

Pilling, 2008; Wells, 1999).  

 

There are additional implications from these results. Results from Study One 

completers (n=9) imply transfer did not occur for a large number of new 

postgraduates, while Study Two results imply that transfer may have occurred 

but was followed by therapist drift (Milne, 2008; Waller, 2009). While transfer of 

training is understood as new learning that transfers to everyday practice, 

therapist drift may be understood as low fidelity in the implementation of a 

therapy (Milne &Resier, 2011). Therapist drift from delivery of CBT skills and 

competencies is often a reaction to an immediate issue, and frequently occurs 

without a plan of how to return to the core model. Drifthas been noted to occur 

when therapists encounter crises during therapy ,and/or are less experienced 

practitioners (Waller, 2009), and/ or lack support from peers and supervision.  

 

Results of the resent study provide some support for therapist drift as identified 

in Brosnan et al. (2006) in a cross-sectional study of therapist competence in 

CBT. Competence was measured using the Cognitive Therapy Scale (Young & 

Beck, 1980) to assess a single self-selected work sample. The work sample 

was also self-assessed by therapists as well as independent raters. Participants 

(N = 24) were divided into two groups: those with formal post-qualification 

training in CBT, and those with only basic CBT training undertaken as part of 

pre-qualification or university professional training. Overall results found 23% of 

therapists with formal post-qualification training did not reach competence (n = 

3), compared to 90% in the non-postgraduate training group (n = 9). These 

authors found no differences between the two groups for age, profession, 

experience, type of supervision, or accreditation. 
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Nevertheless, differences in therapist age may account for differences in the 

percentage of therapists rated competent between Brosnan et al. (2006) and the 

present study.Age has been associated with competence in at least one 

postgraduate diploma study (McManus et al., 2010), where older trainees were 

found to be less competent. Therapists in Brosnan et al. reported a mean age of 

38 (SD = 6.5), and the median age from similar CBT postgraduate studies has 

ranged from 35 to 39 years (Bennett-Levy & Beedie, 2007; Blackburn et al., 

2001; McManus et al., 2010). Therapists in the present study were somewhat 

older, with45% above the age of 50 and 59 years (n=9), and a further 10% 

between 60 and 69 years. Thus, the greater number of older therapists in the 

present study may have had an impact on differences in the number of 

therapists rated below the cut-off score,compared to figures reported elsewhere. 

 

The implications of poor training transfer are likely to include suggestions that 

the investment in practitioners who fail to transfer CBT training may have been a 

poor use of resources. However, it is important to remember that all participants 

in the present study had completed two intensive years of training and were 

rated competent at the end of training. Further, in New Zealand alone, estimates 

for anxiety and mood disorders (24.9% and 20.2% respectively: Oakley-Browne 

et al., 2006) indicate that there is a great need for CBT therapists who are 

competent and in a position to practice. A more useful solution, therefore, must 

be to ensure maintenance of therapist competence following training. This, in 

itself, would seem a better use of resources than trying to identify those trainees 

whose competence may decline below acceptable levels across time. 

 

Supervision is generally recognized as the major means of maintaining 

competence following training. Within the general literature it is also understood 

to be an organisational responsibility (Burke & Hutchins, 2007). Within the New 

Zealand context postgraduate CBT practitioners have rated supervisor support 

as the most important factor for improvement in knowledge and skill 

development, despite also reporting limited access to on-going supervision 
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(Mathieson et al., 2010). However, although one of the major purposes of 

supervision is to maintain competence, issues with the transfer of training into 

practice still persist. This suggests that supervision alone may be insufficient to 

maintain competence, or that supervision accessed by many practitioners is not 

used to maintain competence in CBT. 

 

There is some support for the latter suggestion. A small number of studies 

employing supervision as part of the study protocol have reported the 

maintenance of some gains following training (Mannix et al., 2006; Sholomskas 

et al., 2005; Schafer et al., 2004; Simons, 2011; Smith et al., 2007). While the 

settings for these studies were not postgraduate courses in CBT, they each 

included on-going supervision as part of the study protocol following training 

completion. That is, trainees continued to receive training-specific supervision 

from study trainers and supervisors from the end of training to the follow-up 

assessment (4-12 months in the studies mentioned here), or from independent 

supervisors who adhered closely to the CBT model.  

 

Poor supervisor fidelity to the CBT model (poor adherence to strategies such as 

agenda setting, homework, eliciting feedback, roleplays, and low use of taped 

sessions) has been noted (Milne, 2008), and direct evidence of supervisor 

effects were found in Henry et al. (1993).Within the latter study, group 

supervision using taped sessions revealed significant differences in trainer style. 

Trainees receiving training-focused, content-specificsupervision performed 

significantly better than trainees who were invited to discuss taped sessions in a 

less directive manner.  

 

Within the present study 90% of graduate participants reported receiving regular 

supervision following training (n = 18), with 65% reporting supervision with CBT 

or mixed model supervisors. However, the adherence of these supervisors to 

the CBT model is unknown.Further, the lack of transfer noted in the present 

study lends support to the suggestion that it may not be the availability of 
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supervision that limits training transfer, but rather the content and structure of 

supervision sessions. If this were the case then it may be insufficient for trainees 

to engage with supervisors who are simply familiar with CBTfor training to 

transfer into practice. Instead trainees and employers may need to seek clinical 

supervisors who are able to focus specifically on the effective delivery of CBT 

skills and competencies as taught during training. 

 

With the efforts of researchers to develop a model for CBT supervision now 

underway (Reiser & Milne, 2011), and given the likelihood that transfer of 

training in CBT is somewhat less than optimal, the onus may now be on 

supervisors and organisations, as well as practitioners, to take the appropriate 

steps to optimize the contribution made by the supervision process.Theories of 

accountability provide some support for this suggestion. Accountability was 

identified by Burke and Saks (2009) as conceptually having a pivotal role in the 

transfer of training into the workplace. Based on Schlenker‟s Model of 

Responsibility (Schlenker, Britt, Pennington, Murphy, & Doherty, 1997) the 

levels of accountability require: 1) clear prescriptions (expectations, goals) for 

stakeholders involved in learning, training and transfer processes, 2) 

stakeholders to have personal control over their actions and expected outcomes 

of their actions relating to learning, training and transfer, and 3) stakeholders to 

have a sense of obligation relating to their role in the learning and transfer 

process.  

 

During training, levels of accountability within CBT postgraduate courses would 

seem to be adequately addressed. Trainers at the postgraduate level have 

responsibility to incorporate prescribed content into course designs (in this 

instance CBT knowledge, skills and competencies), and to employ effective 

training strategies. Managers generally have prescribed policies and guidelines 

regarding organisational obligations to foster staff training and development. 

Trainees have a clear description of the course requirements for graduation, as 

outlined in course materials. That is, all stakeholders at the post-graduate level 
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of CBT training (trainers, trainees and managers) have both tacit and written 

understandings of their roles and responsibilities in the training process.  

 

However, while a major goal of training is to improve knowledge, skills, attitudes 

and competencies within a workforce, much of what is understood about training 

transfer currently seems focused almost exclusively on the training process. 

While trainers may include a session addressing relapse prevention toward the 

end of a course, and organisations may attempt to contractually retain staff 

following training, it seems that trainees alone are charged with ensuring that 

transferfollowing training occurs. If this is the case, it would be an 

understandably daunting task for newly trained therapists to assume 

responsibility for organising opportunities and cues to practice, engage 

managerial and peer support, and access training oriented supervisionin 

addition to any pre-training responsibilities. Within the present study, the failure 

of nearly three quarters of trainees to transfer training, and one third of graduate 

participants to maintain competence following training, appears to be an 

example of how such expectations mightfail to be realised.  

 

Thus, results of the present study relating to training transfer suggest that 

currently therapist supervision may not be focusing on the maintenance of CBT 

competencies. Further, the responsibility for addressing this issue may lie not 

only with trainees, but also with trainers, supervisors and employer 

organisations. 

8.3 Therapist factors during Training 

Current Practice and Self Confidence  

Hypothesis 2: Self-reported current practice and trainee self- confidence in 

using CBT skills and competencies will be positively related to observed 

competence during and following training. 
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During training relationships between observed competence and self 

confidencewere found as hypothesised. While the relationship was significant 

mid-training only, it was consistently positive throughout the practicum.This 

finding adds further support for similar outcomes whereby it has been suggested 

that extended training with multiple training strategies(as found in CBT 

postgraduate diploma training) may facilitate traineeself awareness of their level 

of competence as observed by others(Bennett-Levy & Beedie, 2007; Mathieson 

et al., 2009). 

 

The positive association between self-confidence and observed competence in 

the present study was strongest at mid-training, and was much reduced and no 

longer significant at the end of training. Lack of a significant positive association 

between the two measures of competence has been attributed to therapists who 

over-rate their ability to deliver CBT (Brosnan et al., 2006; Mathieson et al., 

2009). However, the opposite might also apply, in that some trainees may have 

experienced a lack of confidence towards the end of training despite their ability. 

The decrease in self-confidence for nearly one third of trainees between the 

middle and the end of the practicum year provides some support for this 

explanation, as does the research model of Bennett-Levy and Beedie (2007). 

These authors reported two thirds of all decreases in self-perceived competence 

were associated with trainee comments indicating an increased awareness of 

the standards required to be a competent CBT therapist. This awareness was 

posited as increasing toward the end of training, as trainees became 

progressively aware that they were not yet as competent as more experienced 

CBT practitioners. Thus, while results between mid-training and the end of 

training for the present study may indicate over-confidence in trainees with 

lower observed competence, they may also indicate a lack of confidence in 

more competent trainees. Further, both of these explanations reflect a lack of 

trainee awareness at the end of training that was irrespective of actual levels of 

competence. 
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The relationship between observed competence andcurrent practice wasfound 

as hypothesised in the middle of the practicum year only, when self-confidence 

was also highest. The negative relationship found between observed 

competence and practice at baseline was attributed to less competent 

practitioners practicing more in order to increase competence. However, the 

relationship was again negative at the end of training, with resultssuggesting 

that more competent practitioners were practicing with fewer clients than less 

competent practitioners.  

 

These results were not expected. Relationships between practice and transfer 

of training have been positive in the previous literature, particularly where 

training-focused feedback was also provided (Burke & Hutchins, 2007; Mannix 

et al., 2006). The relationship between practice and competence in the present 

study may have arisen from trainee factors, in that more competent therapists 

simply practiced with fewer clients. Or, the relationship may have arisen from 

learning effects, whereby trainees who limited their practice to few clients were 

subsequently rated as more competent.  

 

If this were the case, trainees who reported practicing with fewer clients may 

have been trying to replicate their experience with their supervised practicum 

cases, in which they selected clients specifically to practice the CBT model. 

That is, they may have sought suitable clients with „textbook‟ presentations of 

depression or anxiety who did not demonstrate the complications associated 

with complex diagnoses or co-morbidity (for example depression, and/or 

anxiety, and/or substance use issue). Having engaged a small number of clients 

they may then have proceeded to select and useappropriate CBT skills and 

competencies as taught. The additional opportunities to practice CBT as a 

treatment in this way may have further increased their exposure to the therapy 

process during training, being a time when they were also receiving frequent 

supervision that was not only compulsory but also intensively focused on the 

CBT model. If this were the case it could suggest that practicing CBT as a 
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treatment may be more effective in increasing competence during training than 

practicing separate CBT strategies (see Proctor, Lansverk, Aarons, Chambers, 

Glisson, &Mittman, 2009) with many clients. That is, it may be the quality of 

practice that is of importance, as opposed to the number of clients who receive 

a particular strategy. 

 

It is also of note that the greatest increases in all three measures of competence 

(observed competence, self-reported confidence and current practice) were 

found between the baseline and mid-training assessments when relationships 

between them were also strongest. This suggests that trainee self awareness of 

competence was at its most robust by the mid-training assessment.An 

explanation of this finding is that mid-training may be seen as a time when 

trainees began to experience increasing competence and self-confidence in 

their practice of skills and competencies with their practicum clients, as 

determined by feedback from both clients and supervisors. This is consistent 

with the Bennett-Levy and Beedie (2007) model of factors that contribute to 

trainee self-perception of competence. Within this model the acquiring of 

knowledge, the opportunity to implement that knowledge through experiences 

with clients, and feedback from supervisors and peers, leads to self-reflection on 

performance as a CBT therapist. Self-reflection of performance may then lead 

directly to self-perception of competence. 

 

Thus, findings from the present study suggest that relationships between 

observed and self-reported competence were as hypothesised, and strongest 

when trainees were beginning to achieve success in their use of CBT at mid-

training.  At the end of training, trainees rated as higher in competence reported 

practicing CBT with fewer clients which may have been as a result of efforts to 

replicate the learning gains experienced during the supervision process as 

suggested earlier. Trainees also reported experiencing a reduction in self-

confidence at the end of training that may have been attributable to a perceived 
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lack of competence as CBT therapists (as compared to others) as the end of the 

course drew near (see Bennett-Levy & Beedie, 2007).  

 

Professional Development 

Professional development reflected trainee perception of their current career 

growth, including a sense of improvement, becoming more skilful, overcoming 

past limitations, and gaining both a deeper understanding and growing sense of 

enthusiasm about doing therapy.  

 

Hypothesis 3: Professional development as measured by currently experienced 

growth as a therapist will be positively related to observed competence, current 

practice and self-confidence in using CBT skills and competencies during and 

following training. 

 

Relationships between perception of career growth and all measures of 

competence were as hypothesised during training. The relationship was 

consistent during the practicum and significant at the end of training, when 

trainees reported the greatest gains in their perception of career growth. This is 

in direct contrast to overall changes for measures of competence, where the 

greatest gains and strongest relationships were all found between the beginning 

and the middle of training. Further, associations between trainee perception of 

career growth and all measures of competence were significant at the end of 

training, and were particularly strong with self-confidence.  

 

Taken together, these findings suggest that some trainees may have viewed 

finishing the diploma as greater evidence of career growth as a therapist than 

their achievements with supervised clients throughout the year. That is, their 

focus at the end of training may have been on the benefits of the diploma to 

their professional development, as opposed to improvements in their therapeutic 
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practice achieved throughout the training. While the strong relationship with 

Self-confidence may be interpreted as an indication that trainees were also 

focused on improvements to their practice, the relationship might instead 

represent a belief that „if I have the diploma it means I am now competent to 

deliver these skills‟. As such these results support the suggestion that trainees 

may undertake training with the goal of developing knowledge and skills for 

personal development (Clarke, 2002; Nikandrou et al., 2008). In particular, 

Clarke also noted that trainee use of in-service training for personal 

development acted to inhibit transfer of training back in the workplace. When 

trainees intend to use training at a future date, they may lose competence in the 

interim. This possibility is supported by the suggestion that training may need to 

be implemented within the month following training for transfer to occur (Axtell 

&Maitliss, 1997).  

 

Perception of organisational barriers 
 

Hypothesis 4: Observed competence will be negatively related to perception of 

organisational barriers. Further, organisational barriers will be negatively related 

to current practice and self-confidence in using CBT skills and competencies, 

and currently experienced growth as a therapist during and following training.  

 

At the end of training the highest ranking barriers were: organisation of client 

care is too restrictive, too many clients, lack of colleagues also practicing CBT, 

and not in my job description. These results are similar to those reported by 

Mathieson et al. (2010), Kennedy-Merrick et al. (2008), and Lewis and Simons 

(2011). Lack of supervision featured as the major barrier for trainees at the 

beginning of training in the present study, but was rated fifth of seven items 

during training when CBT supervision was mandatory.  
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As trainee observed competence increased during training, so too did 

theirperception of organisational factors as barriers to practice. The relationship 

was consistent and greatest at the end of training. This finding was unexpected 

as numerous studies report trainees as identifying organisational issues to be 

the major reasons for not using training materials in the workplace (Fadden, 

1997; Kavanagh et al.; 1993; Mathieson et al., 2010). 

 

However, again, the opposite may apply, in that as trainee perception of 

organisational barriers decreased, so did observed competence. This might 

occur where trainees perceived that the intensive and structured CBT processes 

of client engagement and treatment would not be successful in their workplace 

environment if delivered as taught during the practicum. This is a somewhat 

different understanding than the perception that the working environment is 

flawed in some way and presents barriers to the use of the CBT model. Thus, 

instead oftrying to practice CBT as a structured process with specific clients, 

these trainees may instead choose to practice individual strategies to meet the 

immediate needs of numerous clients. The high levels of self-confidence noted 

for trainees rated low in competence and perception of organisational barriers, 

would support this suggestion, in that trainees would likely believe that use of 

CBT in this way representedadequate use of the intervention. Further, given the 

focus on practicum cases during supervision, it is unlikely that these behaviours 

would be detected and addressed by supervisors. 

 

This section has focused on a discussion of the results relating to postgraduate 

diploma trainees during training. Findings were largely as hypothesized for 

some relationships with observed competence and for most relationships with 

self-reported competence. However, a number of findings were unexpected. For 

example, trainees with higher observed competence reportedpracticing CBT 

skills and competencies with fewer clients as well as an increased perception of 

organisational barriers, while the opposite applied to trainees with low observed 
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competence. The following section further discusses Study Two results as these 

apply to competence and CBT practice behaviours.  

 

8.4 Therapist factors following Training 
Group results show that none of the relationships between therapist factors and 

observed competence were as hypothesised one to nine years following 

training.Individual results indicated that postgraduate practitioners rated as no 

longer competent tended to reportgreaterself-confidence, career growth, and 

practice with a greater numbers of clients than therapists rated competent. In 

addition, results also suggested that practitioners were unaware of these 

relationships irrespective of levels of observed competence.  

 

The tendency for practitioners rated as more competent to report less 

confidence in their abilities as CBT therapists supports a similar result found 

during training by Bennett-Levy and Beedie (2007). A lack of therapist self 

awareness of competenceamongst therapists with low observed competence is 

of major concern, given the likelihood that these therapists may make poor 

therapy decisions, for example engaging clients with presentations that are too 

difficult for them to treat successfully. They may also be less likely to pursue 

support and supervision (Mathieson et al., 2010), andbe at risk of subsequent 

therapist drift (Brosnan et al., 2006; Milne & Reiser, 2011). 

 

One method of addressing poor self-awareness of competence may be offered 

by the practice of formal self-practice/self-reflection behaviours outlined in 

Bennett-Levy and Beedie (2007).Within their study postgraduate diploma 

trainees were required to self-assess taped work samples at regular intervals 

throughout the training. Trainees were required to record changes in self-

ratings, and to reflect on reasons for these following each assessment. As a 

result the authors reported self-ratings of competence that were „broadly 

consistent‟ (p.72) with supervisor ratings.  As noted by these authors, it would 
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be very surprising if the practice of formally recording and reflecting on progress 

following such intensive self assessment did not facilitate therapist self-

awareness. Further, whileself practice/self reflectionstrategies might be 

introduced as part of a training programme, ensuring that it occurs following 

training is clearly more difficult. It is likely that only through the efforts of 

professional therapist and supervisor organisations could such support for 

therapists become a mandatory requirement of accreditation and re-

accreditation processes.  

 

Postgraduate CBT practice behaviours 

Group results for current practice behaviours noted in Study One were also 

found in Study Two results 1-9 years following training, suggesting that more 

competent practitioners were more likely to report practicing with fewer clients. 

However, individual analysis of the results showed this relationship was almost 

exclusively limited to postgraduates who had completed training 12 months 

earlier (Study One completers), with mixed results for those who had completed 

training 2-9 years earlier. This suggests that practice behaviours developed 

during CBT training continued to have a relationship with competence in the 12 

months following training.  

 

It is not known whether the intention of less competent practitioners was to 

undertake CBT with as many clients as possible (treatment driven), or to 

practice as many CBT skills and competencies as possible (practice driven). 

However, for postgraduates rated high in observed competence the tendency to 

report practicing CBT with few clients may reflect attempts to increase 

competence through replication of the practicum supervision experience. 

Supervised CBT practice during the practicum was limited to two clients. 

Further, supervision was process oriented. Trainees were expected to follow the 

CBT protocol including structured assessments, case conceptualisation, 

treatment using appropriate skills and competencies, relapse prevention and 
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planned disengagement.Thus, as mentioned earlier,the relationship between 

current practice and competence may reflect effective versus less effective 

decisions by therapists in their efforts to become more experienced, with those 

who chose to practice with fewer clients gaining more in competence, and those 

practicing with more clients gaining less.  

 

The direction of the relationship between practice and competence was not 

expected, and caution is called for in the interpretation of this result due to the 

low sample size and the bi-directional nature of correlations. However, it is an 

important finding in that it may help to explain the poor therapist competence 

found during and following training. At the time when practice was most 

important in order to facilitate transfer, a number of therapists in this sample 

seemed to be practicing less effectively and, given the direction of the 

relationships found between observed competence, self-confidence, and career 

growth, would appear to have been unaware of this. 

Practice of training materials is generally accepted as being associated with 

increases in competence, as per the adage “practice makes perfect”. The 

experiential component of practice was found to be the major contributing factor 

in the development of competence in a longitudinal nursing study (Maynard, 

1996), and Mannix et al. (2006) reported positive relationships between 

therapist practice and observed competence in a group that received training-

focused CBT supervision for six months following training. This latter example 

highlights the importance of feedback relating to the practice of new skills. As 

suggested by Barassi (cited in Grey & Webster, 2000) (p.107), perhaps 

“Practice does not make perfect. Perfect practice makes perfect”.Further, 

practice of training materials has been associated with increased professional 

development in both Lewis and Simons (2011) and Orlinsky and Rønnestad 

(2005).Otherwise, however, there is surprisingly little research relating to the 

issue of workplace practice and competence in CBT.While further research is 

required to support results found in the present study, the relationship between 
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current practice and competence was already apparent at the end of training. 

Thus, it is likely that these behavioursdeveloped during training, which is also 

when they could be readily detected and addressed if necessary. 

 

Postgraduate professional development  

Postgraduate perception of career growth 1-9 years following training followed 

the same patterns of response found with self-confidence and current practice, 

withindividual results showing that those who were observed to be less 

competent reporting their career development as high. These results suggest 

that some postgraduate practitioners experienced a sense of improvement, of 

becoming more skilful, of overcoming past limitations, and gaining both a 

deeper understanding and growing sense of enthusiasm about doing therapy, at 

a time when they were significantly over-estimating their actual levels of 

competence.It is possible that postgraduate practitionersin this group may have 

viewed the training largely as a means furthering their professional 

development, hence their poorer performance (as also noted by Clarke, 2002). 

Individual resultsalso revealed that those who were rated as more competent 

tended to report their career development as low. One explanation of this finding 

could be that some postgraduates continue to under-estimate their competence, 

and never quite feel as experienced as others in the field. Although Bennett-

Levy and Beedie (2007) found this to occur for trainee therapists, it may persist 

into the careers of this particular group of practitioners.  

 

The work of Orlinsky and Rønnestad (2005) suggested that therapists identify 

their psychotherapy practice with clients as a major factor in their development 

as therapists. Relationships between career growth and other self-reported 

factors (current practice and self-confidence) supported this suggestion, both at 

the end of training and following training. However, as the relationship between 

career growth and observed competence was significantly negative 1-9 years 
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following training, this finding provides further support for the suggestion of low 

self-awareness in postgraduate practitioners in the present study. 

 

Postgraduate perception of organisational barriers 

Postgraduate practitioners rated a lack of supervision, lack of colleagues also 

practicing CBT, and organisational care is too restrictive as the greatest barriers 

to practice. However, the relationship betweenpostgraduate perception of 

organisational barriers and observed competence was almost nil following 

training.These findings arein contrast to results for trainees at the end of training 

which suggested organisation of client care and too many clients as the greatest 

barriers to practice, and that more competent trainees were more likely to 

identify workplace factors as hindering their CBT practice.Taken togetherthese 

differences suggest that in the years following training postgraduate 

practitionersmay have pursued a number of options in order to practice CBT. 

That is, some may have sought workplaces with few barriers in order to 

continue practicing CBT,others may have found themselves compromising their 

CBT practice in an effort to manage barriers in their current workplace,while yet 

others may have found ways to manage workplace barriers in order to 

practice.It is also of note thatrelationships between therapist factors were as 

hypothesised for postgraduate practitioners. That is, practitioners who reported 

experiencing fewer barriers were also self-confident in their use of CBT, 

reportedgreater career growth, and reported practicing CBT with greater 

numbers of clients. 

 

Thus,findings from Study Two suggested that postgraduate practitioners with 

high observed competence had low self-awareness of their competence and of 

their developmentas CBT therapists. In addition, those with low observed 

competence also demonstrated low awareness of competence, as they 

reportedlevels of self-confidence in their practice and developmentas therapists 

that were not matched by their observed abilities.Therefore,low self-awareness 
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of competence was found following training irrespective of levels of observed 

competence.Further, current practice was also inversely related to observed 

competence, but this was largely restricted to practitioners who had graduated 

within the previous 12 months (Study One completers) Finally,although 

therapists high in self-confidence and career growth reported few organisational 

factors as barriers to their practice, the relationship between postgraduate 

perception of organisational barriers and actual competence was almost nil.  

 

8.5 Implications of the Research 
There are a number of implications that can be drawn from these findings. 

Results indicate that postgraduate diploma training in CBT increases 

practitioner competence during training. However, transfer of CBT skills and 

competencies into therapist everyday practice may not occur automatically, 

even when training is optimally delivered. In addition,results suggest that as 

many as one third of therapists may be at risk of therapist drift following training. 

 

Results also imply that during training support and supervision processes 

intrinsic to the training environment may act to facilitate trainee self-awareness 

of actual competence and perception of professional development. However, 

following training when intensive levels of support are less available and 

supervision is no longer mandatory, practitioners may become less aware of 

their competence. Further, this loss of awareness may occur for therapists 

irrespective of levels of competence.A second implication is that those 

therapists with low observed competence and low self-awareness of actual 

competence may not seek support and supervision for their CBT practice, thus 

placing themselves and their clients at risk. 

 

Study results relating to CBT practice and competence also implythat trainees 

rated as higher in competence find organisation factors to restrict their CBT 

practice at the end of training, thus reducing the number of clients with whom 
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they are able to practice CBT in the workplace. As these relationships were not 

found for postgraduates who had been graduated for two to nine years at the 

time of the present study,results suggest that more experienced therapists find 

either a means of managing organisational factors so that these do not impede 

their practice of CBT skills and competencies, or may compromise their practice 

in order to manage the effects of organisational barriers. 

 

Theunexpected relationships between practice and competencefound at the end 

of training (whereby more competent therapists reported practicing with few 

clients and less competent therapists reported practicing with greater numbers 

of clients),was also found for postgraduates up to one year following training. 

While the direction of the relationship is not known these results imply that the 

choices made by new graduates relating to their practice of CBT in the 

workplace may also influence their CBT competence.That is, therapists may 

become more competent if they choose to practice with fewer clients, or more 

competent therapists may choose to practice with fewer clients. Further, the 

absence of relationshipsfor organisational barriers with practice and 

competence up to one year following training implies that new graduates did not 

associate their workplace practice behaviours with organisational constraints. 

There may be numerous explanations for these findings (see Postgraduate CBT 

practice behaviours, this section), however the data obtained in the present 

study simply highlight the relationship, and do not allow for more than 

speculation.  

 

Therefore,study recommendations include further research investigating CBT 

practice behaviours in the workplace during and following training, in order to 

clarify this relationship in particular. Further research might include a more 

comprehensive measurement of practice behaviours than that used in the 

present study. At the very least, however,it may be useful for trainers and 

supervisors to encourage additional practice based on client conceptualisations 

or treatment plans, as occurs with supervised practicum cases. This means of 
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embedding new knowledge, skills and competencies has already demonstrated 

an association with increased competence in postgraduate CBT diploma 

courses (see McManus et al., 2010; Rakovshik et al, 2010). 

 

A further recommendation is that the process of ensuring therapist access to 

CBT-focused clinical supervision following training needs to begin as soon as 

practicable,as suggested by Reiser & Milne (2008). Ensuring access to clinical 

supervisors who adhere to the CBT model may address issues with training 

transfer and therapist drift, as well as providing on-going support for those 

practitioners who over or underestimate their competence. Nearly all 

postgraduates indicated having regular supervision, however, the research in 

this area suggests that clinical supervision for therapists needs to focus quite 

specifically on aspects of the CBT model as taught during training in order to 

maintain competence (Mannix et al., 2006; Sholomskas et al., 2005; Schafer et 

al., 2004; Simons, 2011; Smith et al., 2007). Guidelines for clinical supervision 

of CBT are currently available within the IAPT initiative (Department of Health, 

2011). Formal adoption of these by professional organisations is one first step 

toward facilitating the availability of optimal supervision and support for 

postgraduate CBT practitioners.  

 

Further, due to the small sample size, additional research is also required to 

clarify relationships between self-confidence, organisational barriers, and 

observed competence, both during and following postgraduate training in CBT. 

It is understood that the process of engaging and maintaining therapists in 

longitudinal research is somewhat difficult. However, unless attempts are made 

to do so, the knowledge required to prompt necessary changes are less likely to 

occur. In addition, trainees may benefit from the inclusion ofself practice/ self 

reflection activities as standard training strategies within postgraduate CBT 

training programmes. The use of these strategies has indicated that trainees are 

able to develop a more realistic awareness of the associations between their 



164 
 
CHAPTER 8 

 

 

self-perception of competence and their levels of competence as rated by others 

(Bennett-Levy & Beedie, 2007). Regular self-monitoring would provide 

therapists with a rationale for seeking on-going CBT-focused supervision, as 

well as a prompt to seek support following within-session crises, and a plan of 

how to return to the use of CBT skills and competencies if they should drift 

(Waller, 2009).  

 

Finally, recommendations from the present study include the need to shift the 

responsibility for transfer of training from resting solely with trainees. The 

expectation that trainees should carry all the responsibilities and obligations for 

transfer virtually ensures that transfer is less likely to occur for the bulk of 

trainees employed in community mental health in New Zealand alone, where 

case management roles are currently standard for most front line staff including 

those with specialist skills (see Mathieson et al., 2010, for a further discussion of 

this issue). Thus, trainers, trainees and managers must at some point begin to 

share this responsibility in order to maximise training benefits in the workplace 

(Burke & Saks, 2009), and to maintain the availability of appropriate supervision. 

 

 

 

8.6 Study Limitations 
There are a number of limitations to the present study. The small sample size 

means only cautious conclusions can be drawn and further effects and 

relationships may have been missed. However, sample size was typical of 

similar studies (Bennett-Levy & Beedie, 2007; Brosnan et al., 2006; Mannix et 

al., 2006; Milne et al; 1999). In addition, the principal rater was not blind to 

trainee stage of training. As suggested by Rakovshik et al. (2010), raters aware 

of stage of training may have higher expectations as training progresses and be 

less generous in their assessment of competence, or may be more generous 

towards the end of training assuming that trainees are on track to pass the 
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course. Inter-rater reliability with the second rater who was blind to the stage of 

training, however, confirmed that CTS ratings in the present study were reliable. 

A further issue is that the measurement of observed competence at each time 

period was limited to a single measure, the earlier version of the CTS (Young & 

Beck, 1980). Although multiple measures of competence would be preferable 

(James et al., 2001), this may have reduced the sample size even further, as it 

was difficult to engage participants within the protocol requirements of the 

existing methodology without further additions. Also, the CTS has been used as 

the sole measure of observed competence in a similar study conducted through 

a postgraduate diploma course (Bennett-Levy & Beedie, 2007). Finally, work 

samples were self-selected and not randomly selected. This methodology was 

chosen as self-selected tapes would most likely reflect trainee levels of both 

observed and self-reported competence through the sifting out of poorer 

performances (Brosnan et al., 2006; McManus et al., 2010).The repeated 

measures design employed in the present study may have resulted in practice 

effects in trainees from repeated administrations of the same measures across 

time. However, the period between assessment periods was such that it was 

unlikely that participants would remember previous responses.  

 

 
 
8.7 Conclusions and Future Research 
The present study was an exploratory investigation of therapist competence and 

therapist factors during and following extended diploma training in CBT. Results 

of the study suggested that there wasa lack of training transferfor trainees at the 

one year follow-up,despite the use of optimal training methods.However, two 

thirds of therapists were rated competent at one to nine years following 

completion of the diploma.Similar results relating to therapist competence 

following training have been noted elsewhere (Brosnan et al., 2006; Roth & 

Pilling, 2008). 
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In addition, the study found that therapists had some awareness of their CBT 

competence during training, but an overall lack of therapist self-awareness of 

competencewas found in postgraduates one to nine years following training. 

This finding was observed irrespective of observed levels of competence. 

Finally,a link between workplace practice of CBT and competence in CBT was 

found for trainees at the end of training, and for new graduates one year 

following training. Further investigation of these findings may provide further 

information about the relationship between therapist practice behaviours and 

competence in the months following training. 

 

Many results were not as hypothesised, and the small sample size usedwithin 

the present study suggests caution in the interpretation of these 

findings.However, issues associated with poor self-awareness have been raised 

by Mathieson et al. (2009), who suggest that therapists are unlikely to seek 

support from supervisors or peers where they have little awareness that 

anything is amiss with their practice. Further, lack of awareness may expose 

both clients and therapists to the consequences of poor therapy decisions, 

including therapists accepting cases which may be beyond their abilities.  

 

These results imply that efforts to train CBT practitioners to a level of 

competence and self awarenessin their postgraduate studies can be successful. 

They also suggest that practitioners may need a level of support equal to that 

received during training, in order to maintain competence and self-awareness of 

competencefollowing training. 

 

Therefore, study results prompt three major recommendations. The first is for 

more research relating to therapist behaviours during and following training. 

Assessment of therapist CBT practice behaviours in the workplace, perception 

of competence and organisational barriers during and also following training 

may help to clarify the findings of the present study. The second is for 

mandatory CBT-focused supervision for those trainees and postgraduates who 
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wish to practice as CBT therapists. This second recommendation would appear 

to be essential if the opportunities offered by the CBT training process are to be 

realised and maintained. The small number of practitioners qualified to 

undertake supervisor roles in New Zealand may meana mandate for supervision 

can be readily implemented based on the newly developed IAPT design. The 

recent emergence of the Aotearoa New Zealand Association of CBT (AnzaCBT) 

suggests this or a similar organisation would make an appropriate vehicle to 

manage the administration, funding, training, and registration processes that 

would be involved in ensuring CBT focused supervision is readily available. 

 

The final recommendation arising from the results of the present study is for 

therapists, trainees and organisationsto share the responsibility for training 

transfer in CBT. To date the major responsibility for ensuring that transfer 

occurs has tacitly fallen to trainees alone. Sharing the responsibility for CBT 

transfer will help to ensure that challenges to transfer can be identified and 

addressed by parties able to effect the necessary changes required for transfer 

to occur. 

 

Finally, although the need to address therapist competence and transfer of CBT 

training is widely acknowledged, there remains the strong temptation to 

postpone changes until more is understood about the issues affecting 

transfer.Technologies designed to improve the implementation, uptake, and 

sustainability of evidence-based treatments would likely address the roles, 

obligations, and responsibilities of all stakeholders both during and following 

training. However, implementation research remains in its infancy (Proctor et al, 

2009), and it may be counterproductive to wait until policy changes 

addressingtherapist competence and transfer of training are introduced. A large 

proportion of the population requires treatment for severe mental illness at this 

very point in time. Effective treatments for these illnesses have been developed 

and continue to evolve into increasingly specialised interventions. What now 
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remains to be achieved are sufficient numbers of competent therapists to 

ensure that everyone who needs such a treatment is able to access it. 

 

 
  



169 
 

DISCUSSION 

 

 

 
 

REFERENCES 
 

 

Aguinis, H., &Kraiger, K. (2009).Benefits of training and development for individuals 

and teams, organisations and society.Annual Review of Psychology, 60, 451-

474.  

Alberts, G., & Edelstein, B. (1990). Therapist training: A critical review of skill training 

studies. Clinical Psychology Review, 10, 497 – 511. 

Al-Eisa, A. S., Furayyan, M. A., &Alhemoud, A. M. (2009).An empirical examination of 

the effects of self efficacy, supervisor support, and motivation to learn on 

transfer intention.Management Decision, 47, 1221-1243. 

Anderson, T., Ogeles, B., Patterson, C., Lambert, M., &Veermesch, D. 

(2009).Therapist factors: facilitative interpersonal skills as a predictor of 

therapist success. Journal of Clinical Psychology, 65, 755-768. 

Andrews, G., Sanderson, K., Slade, T., &Issakidis, C. (2000). Why does the burden of 

disease persist? Relating the burden of anxiety and depression to effectiveness 

of treatment.Bulletin of the World Health Organisation, 78, 446-454. 

Arthur, W., Bennett, W., Edens, P., & Bell, S. (2003). Effectiveness of training in 

organisations: a meta- analysis of design and evaluation features. Journal of 

Applied Psychology, 88, 234-245. 

Ashworth, P., Williams, C., & Blackburn, I. M. (1999). What becomes of cognitive 

therapy trainees? A survey of trainees‟ opinions and current clinical practice 

after postgraduate cognitive therapy training.Behavioural and Cognitive 

Psychotherapy, 27, 267–277. 



170 
 
CHAPTER 8 

 

 

Axtel, C., &Maitliss, S. (1997). Predicting immediate and longer transfer of 

training.Personnel Review, 26, 201-213. 

Aylward, S., Stolee, P., Keat, N. &Johncox, V. (2003). Effectiveness of continuing 

education in long-term care: a literature review. The Gerontologist, 43, 259-271. 

Baldwin, T. T., & Ford, J. K. (1988). Transfer of training: a review and directions for 

further research. Personnel Psychology, 41, 63-105. 

Bandura, A. (1986) Social foundations of thought and action: a social cognitive 

theory.Engelwood Cliffs, NJ: Prentice Hall. 

Barber, J. P., Sharpless, B. A., Klosterman, S., & McCarthy, K. S. (2007). Professional 

Psychology: Research and Practice, 38, 493-500. 

Barnfield, T. V., Mathieson, F. M., & Beaumont, G. R. (2007).Assessing the 

developmentof competence during post-graduate cognitive-behavioral therapy 

training.Journal of Cognitive Psychotherapy, 21, 140-147. 

Beck, J. (1995).Cognitive therapy: basics and beyond. London: The Guilford Press. 

Beidas, R. S., & Kendall, P. C. (2010). Training therapists in evidence-based practice: 

a critical review of studies from a systems contextual perspective. Clinical 

Psychology: Science and Practice, 17, 1-30. 

Bein, E., Anderson, T., Strupp, H. H., Henry, W. P., Schact, T. E., Binder, J. L. et al. 

(2000).The effects of training in Time-Limited Dynamic 

Psychotherapy.Psychotherapy Research, 10, 112-132. 

Bennett-Levy, J. (2003). Reflection: a blind spot in psychology. Clinical Psychology, 27, 

16-19. 

Bennett-Levy, J. (2006). Therapist skills: a cognitive model of their acquisition and 

refinement. Behavioural and Cognitive Psychotherapy, 34, 57-78. 

Bennett-Levy, J., & Beedie, A. (2007). The ups and downs of cognitive therapy 

training: what happens to trainees‟ perception of their competence during a 



171 
 

DISCUSSION 

 

 

cognitive therapy training course? Behavioural and Cognitive Psychotherapy, 

35, 61 – 75. 

Bennett-Levy, J., McManus, F., Westling, B. E., & Fennell, M. (2009). Acquiring and 

refining CBT skills and competencies: which training methods are perceived to 

be most effective? Behavioural and Cognitive Psychotherapy, 37, 571-583. 

Bennett-Levy, J., Turner, F., Beaty, T., Smith, M., Paterson, B., & Farmer, S. (2001). 

The value of self-practice of cognitive therapy techniques and self-reflection in 

the training of cognitive therapists.Behavioural and Cognitive Psychotherapy, 

29, 203-220. 

Beutler, L.E., Malik, M., Alimohamed, S., Harwood, T. M., Talebi, H., Nobel, S., & 

Wong, E. (2004). Therapist variables.In M. J. Lambert (Ed.).Bergin and 

Garfield’s Handbook of Psychotherapy and Behavior Change (5th ed., p. 227-

306). New York: John Wiley and Sons Ltd. 

Binder, J.l. (1999).Observations on the training of therapists in time-limited 

psychodynamic psychotherapy.Clinical Psychology Review, 19, 705-719. 

Blackburn, I. M, James, I. A., Milne, D. L., Baker , C., Standart, S., Garland, A, 

&Reichelt, F. K. (2001). The revised Cognitive Therapy Scale (CTS-R): 

psychometric properties. Behavioural and Cognitive Therapy, 29, 431-446. 

Blow, A. J., Sprenkle, D. H., & Davis, S. D. (2007). Is who delivers the treatment more 

important than the treatment itself? The role of the therapist in common factors. 

Journal of Marital and Family Therapy, 33, 298-317. 

Brooker, C., Saul, C., Robinson, J., King, J., & Dudley, M. (2003). Is training in 

psychosocial interventions worthwhile? Report on a psychosocial intervention 

trainee follow-up study. International Journal of Nursing Studies, 40, 731 – 747. 

Brosnan, L., Reynolds, S., & Moore, R. G. (2006). Factors associated with competence 

in cognitive therapists.Behavioural and Cognitive Psychotherapy, 43,179-190. 



172 
 
CHAPTER 8 

 

 

Brosnan, L., Reynolds, S., & Moore, R. G. (2008). Self-evaluation of cognitive therapy 

performance: Do therapists know how competent they are? Behavioural and 

Cognitive Psychotherapy, 36, 581 -587. 

Brown, G. S., Lambert, M. J., Jones, E. R., & Minami, T. (2005).Identifying highly 

effective therapists in a managed care environment.American Journal of 

Managed Care, 11, 513-520. 

Buckley, P., Conte, H. R., Plutchik, R., &Karasu, T. B. (1981). Psychotherapy skill 

profiles of psychiatric residents. Journal of Nervous and Mental Diseases, 169, 

733-737. 

Burke, L. A., & Day, R. R. (1986).A cumulative study of the effectiveness of managerial 

training.Journal of Applied Psychology, 71, 232-245. 

Burke, L. A., & Hutchins, H. M. (2007). Training transfer: an integrative literature 

review. Human Resource Development Review, 6, 263-296. 

Burke, L. A., & Saks, A. M. (2009). Accountability in training transfer: adapting 

Schlenker‟s model of responsibility to a persistent but solvable problem. Human 

Resource Development Review, 8, 382-402. 

Busse, R.T., Kratochwill, T. R., & Elliott, S. N. (1995). Meta-analysis for single-case 

outcomes: applications for research and practice. Journal of School Psychology, 

4, 269-285. 

Butler, A. C., Chapman, J. E., Forman, E. M., & Beck, A.T. (2006). The empirical status 

of cognitive-behavioral therapy: a review of meta-analyses. Clinical Psychology 

Review, 26, 17 -21. 

Cahill, S. P., Foa, E. B., Hembree, E. A., Marshall, R. D., &Nacash, N. (2006). 

Dissemination of exposure therapy in the treatment of posttraumatic stress 

disorder.Journal of Traumatic Stress, 19, 597-610. 

Carroll, K. M., Martino, S., &Rounsaville, B. J. (2010). No train, no gain? Clinical 

Psychology: Science and Practice, 17, 36-40. 



173 
 

DISCUSSION 

 

 

Chagnon, F., Houle, L., Marcoux, I., & Renaud, J. (2007).Control group study of an 

intervention training programfor youth suicide prevention.Suicide and Life-

threatening Behavior, 37, 135-144. 

Campbell, J. P. (1971). Personnel Training and Development.Annual Review of 

Psychology, 25, 565-602. 

Chambless, D. L., Baker, M. J., Baucom, D. H., Beutler, L. E., Clahoun, K. S., Crits-

Christoph, P. et al., (1998). Update on empirically validated therapies, II. The 

Clinical Psychologist, 51, 3-16.  

Chambless, D. L., &Hollon, S. D. (1998). Defining empirically supported therapies. 

Journal of Consulting and Clinical Psychology, 66, 7-18. 

Chaiburu, D. S., & Lindsay, D. R. (2008). Can do or will do? The importance of self-

efficacy and instrumentality for training transfer.Human Resources Development 

International, 11, 199-206. 

Chaiburu , D. S., &Marinova, S. V. (2005). What predicts skill transfer? Exploratory 

study of goal orientation, self efficacy, and organisational support.International 

Journal of Training and Development, 9, 110-123. 

Clarke, N. (2001). The impact of in-service training within social services.British 

Journal of Social Work, 31, 757-774. 

Clarke, N. (2002). Job/work environment factors influencing training transfer within a 

human service agency: some support for Baldwin and Ford‟s transfer climate 

construct. International Journal of Training and Development, 6, 146-162. 

Coakes, S. J., Steed, L., & Price, J. (2008).SPSS: Analysis without Anguish. Australia: 

John Wiley & Sons Australia, Ltd. 

Colquitt, J.A., Le Pine, J. A., &Noe, R. A. (2000). Toward an integrative theory of 

training motivation: a meta-analytic path analysis of 20 years of research. 

Journal of Applied Psychology, 85, 678-701. 



174 
 
CHAPTER 8 

 

 

Corrigan, P. W., Kwartarini, W. Y., &Pramanan, W. (1992). Staff perception of the 

barriers to behavior therapy in a psychiatric hospital.Behaviour Modification, 16, 

132-144. 

Crits-Cristoph, P., & Gallop, R. (2006).Therapist factors in the National mental health 

Treatment of Depression Collaborative Research Program and other 

psychotherapy studies. Psychotherapy Research, 16, 178-181. 

Crits-Christoph, P., Siqueland, L., Chittams, J., Barber, J. P., Beck, A. T., Frank, A., et 

al. (1998).Training in cognitive, supportive-expressive, and drug counseling 

therapies for cocaine dependence. Journal of Consulting and Clinical 

Psychology, 66, 484-492. 

Cross, W., Matthieu, M., Cerel, J., & Knox, K. (2007). Proximate outcomes of 

gatekeeper training for suicide prevention in the workplace.Suicide and Life 

Threatening Behavior, 37, 659-670. 

Curry, D. H., Caplan, P., &Knuppel, J. (1994). Transfer of training and adult learning 

(TOTAL). Journal of Continuing Social Work Education, 6, 8-14. 

Dancey, C. P., &Reidy, J. (2007).Statistics without maths for psychology. (4thed.). 

Essex: Pearson Education Ltd. 

Davidson, K. & Scott, J. (2009). Does therapists‟ competence matter in delivering 

psychological therapy? Psychiatric Bulletin, 33, 121-123. 

De Graff, I., Speetjens, P., Smit, F., de Wolff, M., &Tavecchio, L. (2008).Effectiveness 

of the Triple P parenting program on behavioral Problems in Children.Behavior 

Modification, 32, 714-735. 

De Jong, G. M., &Emmelkamp, P. W. (2000). Implementing a stress management 

training: comparative trainer effectiveness. Journal of Occupational Health 

Psychology, 5, 309-320. 

Department of Health. (2008). Improving access to psychological therapies (IAPT): 

Commissioning toolkit. London: Author. 



175 
 

DISCUSSION 

 

 

Department of Health.(2011). Guidance for commissioning IAPT supervisor training. 

(http://www.iapt.nhs.uk/2008/12/17/iapt-supervision-guidance/(09-14-11) 

DeRubeis, R.J., Brotman, M. A., & Gibbons, C. J. (2005).A conceptual and 

methodological analysis of the nonspecificsarugument.Clinical Psychology: 

Science and Practice, 12, 174 – 183. 

DeRubeis, R. J., Hollon, S. J., Amsterdam, J. D., Shelton, R. C., Young, P. R., 

Salomon, R. M. et al. (2005). Cognitive therapy versus medications in the 

treatment of moderate to severe depression.Archives of General Psychiatry, 62, 

409-416. 

DeViva, J. C. (2006).The effects of a full-day and half-day workshops for health care 

providers in techniques for increasing resistant clients‟ motivation. Professional 

Psychology: Research and Practice, 37, 83-90.  

Dimidjian, S., Hollon, S. D., Dobson, K. S., Schmaling, K. B.,Kohlenberg, R. J., Addis, 

M. E., et al. (2006). Randomised trial of behavioural activation, cognitive 

therapy, and anti-depressant medication in the acute treatment of adults with 

major depression.Journal of Consulting and Clinical Psychology, 74, 658-670. 

Dobson, K. S., & Shaw, B. F. (1988). The use of treatment manuals in cognitive 

therapy: experience and issues. Journal of Consulting and Clinical Psychology, 

56, 673-680. 

Dobson, K. S., Shaw, B. F., & Vallis, T. M. (1985).Reliability of a measure of the quality 

of cognitive therapy.British Journal of Clinical Psychology, 24, 295-300. 

Easterbrook, P. J., Gopalan, R., Berlin, J. A., & Matthews, D. R. (1991).Publication 

bias in clinical research.The Lancet, 337, 8746, 13th April, 846-872. 

Elkin, I. (1999). A major dilemma in psychotherapy outcome research: disentangling 

therapists from therapies. Clinical Psychology: Science and Practice, 6, 10 - 32. 

http://www.iapt.nhs.uk/2008/12/17/iapt-supervision-guidance/


176 
 
CHAPTER 8 

 

 

Elkin, I., Falconnier, L., Martinovich, Z., & Mahoney, C. (2006).Therapist factors in the 

National Institute of Mental Health Treatment of Depression Collaborative 

Research Program. Psychotherapy Research, 16, 144 – 160. 

Elkin, I., Parloff, M. B., Hadley, S. W., & Autry, J. H. (1985). NIMH treatment for 

depression collaboration research program: background and research plan. 

Archives of General Psychiatry, 42, 305-316. 

Elliott, P., & Hawthorne, G. (2005). Imputing missing repeated measures data: how 

should we proceed? Australian and New Zealand Journal of Psychiatry, 39, 575 

– 582. 

Elliot, E. S. & McGregor, H. A. (2001).A 2x2 achievement goal framework.Journal of 

Personality and Social Psychology, 80, 501-519. 

Elvins, R., & Green, J. (2008). The conceptualization and measurement of therapeutic 

alliance: an empirical review. Clinical Psychology Review, 28, 1167-1187. 

Fadden, G. (1997). Implementation of family interventions in routine clinical practice 

following staff training programs: a major cause for concern. Journal of Mental 

Health, 6, 599-612. 

Fadden, G, (2006). Training and disseminating family interventions for schizophrenia: 

developing family intervention skills with multi-disciplinary groups. Journal of 

Family Therapy, 28, 23-38. 

Farrand, P., Perry, L., &Linsley, S. (2010). Enhancing self-practice/ self-reflection 

(SP/SR) approach to cognitive behavior training through the use of reflective 

blogs. Behavioural and Cognitive Psychotherapy, 38, 473 -477. 

Ford, K. J., &Weissbein, D. A. (1997). Transfer of training: an updated review and 

analysis. Performance Improvement Quarterly, 10, 22-41. 

Ford, J. K., Smith, E. M., Weissbein, D. A., Gully, S. M., & Salas, E. 

(1998).Relationships of goal orientation, metacognitive activity, and practice 



177 
 

DISCUSSION 

 

 

strategies with learning outcomes and transfer.Journal of Applied Psychology, 

83, 218-233. 

Foxon, M. (1993).A process approach to the transfer of training.Australian Journal of 

Educational Technology, 9, 130-143. 

Freiheit, S. R., &Overholser, J. C. (1997). Training issues in cognitive-behavioral 

psychotherapy. Journal of Behavior Therapy and Experimental Psychiatry, 28, 

79 – 86. 

Friedberg, R. D., Groman, A. A., &Beidel, D. C. (2009). Training psychologists for 

Cognitive-Behavioral Therapy in the raw world: a rubric for supervisors. 

Behavior Modification, 33, 104 – 123. 

Friedlander, M. L., Siegel, S. M., &Brenock, K. (1989). Parallel processes in counseling 

and supervision: a case study. Journal of Counseling Psychology, 36, 149-157. 

Gackenbach, J. (2006). Video game play and lucid dreams; implications for the 

development of consciousness.Dreaming, 16, 96-110. 

Gaudine, A. P., & Saks, A. M. (2004).A longitudinal quasi-experiment on the effects of 

post-training transfer interventions.Human Resource Development Quarterly, 

15, 57-76. 

Georgenson, D. L. (1982). The problem of transfer calls for partnership. Training and 

Development Journal, 36, 75-78 

Goldfried, M. R., & Wolfe, B. E. (1998).Toward a more clinically valid approach to 

therapy research.Journal of Consulting and Clinical Psychology, 66, 143- 150. 

Goldstein, I., & Ford, J.K. (2002).Training in organisations (4th Edition). New York: 

Wadsworth. 

Gottlieb, L., &Rowat, K. (1987). The McGill model of nursing: a practice derived model. 

Advances in Nursing Science, 9, 51-61. 



178 
 
CHAPTER 8 

 

 

Grant, A., Townend, M., & Sloane, G. (2008). The transfer of CBT education from 

classroom to worksetting: getting it right or wasting opportunities? The Cognitive 

Behaviour Therapist, 1, 27-44. 

Grawe, R. W., Falloon, I. R. H., Widen, J. H., &Skogvoll, E. (2006). Two years of early 

treatment for recent onset schizophrenia: a randomized controlled study. 

ActaPsychiatricaScandinavica, 114, 328-336. 

Gray, T.,& Webster, S. (2000). The Business Wisdom of Richard Pratt. Melbourne: 

Information Australia. 

Greenberger, D., &Padesky, C. A. (1995).Mind Over Mood: A cognitive therapy 

treatment manual for clients.New York: Guilford Press. 

Gregoire, T. K. (1994). Assessing the benefits and increasing the utility of addiction 

training for public child welfare workers: a pilot study. Child Welfare, 73, 69-81. 

Haarhoff, B. A., Gibson, K., &Flett, R. (2011).Improving the quality of cognitive 

behaviour therapy case conceptualization: the role of self-practice/self-

reflection.Behavioural and Cognitive Psychotherapy, 39, 323-339. 

Hansen, N. B., Lambert, M. J., & Forman, E. M. (2002).The psychotherapy dose-

response effect and its implications for treatment delivery services.Clinical 

Psychology Science and Practice, 9.329-343. 

Hawthorne, G., & Elliott, P. (2005). Imputing cross sectional missing data: comparison 

of common techniques. Australian and New Zealand Journal of Psychiatry, 39, 

583-590. 

Heaven, C., Clegg, J., & Maguire, P. (2006). Transfer of communication skills training 

from workshop to workplace: the impact of clinical supervision. Patient 

Education and Counseling, 60, 313 – 325. 

Herschell, A. D., Kolko, D. L., Bauman, B. L., & Davis, A. C. (2010). The role of 

therapist training in the implementation of psychosocial treatments: A review 

and critique with recommendations. Clinical Psychology Review, 30, 448 – 466. 



179 
 

DISCUSSION 

 

 

Henggeler, S., Sheidow, A., Cunningham, P., Donahue, B., & Ford, J. (2008). 

Promoting the implementation of an evidence-based intervention for adolescent 

marijuana abuse in community settings; testing the use of intensive quality 

assurance. Journal of Clinical Child and Adolescent Psychology, 37, 682-689. 

Henry, W. P., Schacht, T. E., Strupp, H. H., Butler, S. E., & Binder, J. L. (1993). Effects 

of training in time-limited psychotherapy: mediators of therapists‟ responses to 

training. Journal of Consulting and Clinical Psychology, 61, 441-447. 

Hilsenroth, M. J., Defife, J. A., Blagys, M. D., & Ackerman, S.J. (2006). Effects of 

training in short-term psychodynamic psychotherapy: changes in graduate 

clinician technique. Psychotherapy Research, 16, 293-305. 

Hollon, S. D., & Beck, A. T. (2004).Cognitive and Cognitive Behavioural Therapies.In 

M. J. Lambert (Vol. Ed.), Handbook of Psychotherapy and Behavior Change (5th 

ed., pp. 447- 492). New York: Wiley.  

Holloway, E. L., &Neufeldt, S. A. (1995). Supervision: its contribution to treatment 

efficacy. Journal of Counseling and Clinical psychology, 63, 207-213. 

Holton, E. F., Bates, R., &Ruona, W. E. (2000).Development of a learning transfer 

system inventory.Human Resource Quarterly, 11, 333-360. 

Holton III, E. F., Chen, H-C., & Naquin, S. S. (2003). An examination of learning 

transfer characteristics across organisations.Human Resource Development 

Quarterly, 14, 459-482.  

Hull, A. M., & Swan, J. (2003).A survey of psychiatrists completing a cognitive-

behavioural psychotherapy diploma course.Behavioural and Cognitive 

Psychotherapy, 31, 467 – 471. 

Huppert, J. D., Bufka, L. F., Barlow, D. H., Gorman, J. M. , Shear, M. K., & Woods, S. 

W. (2001). Therapists, therapist variables, and cognitive-behavioral therapy 

outcome in a multicenter trial for panic disorder.Journal of Consulting and 

Clinical Psychology, 69,747-755. 



180 
 
CHAPTER 8 

 

 

James, I. A. (2001). Schema therapy: the next generation, but should it carry a health 

warning? Behavioural and Cognitive Psychotherapy, 29, 401 – 407. 

James, I. A., Blackburn, I.-M., Milne, D. L., &Reichfelt, F. K. (2001).Moderators of 

trainee therapists‟ competence in cognitive therapy.British Journal of Clinical 

Psychology, 40, 131 – 141. 

Kavanagh, D. J., Piatkowska, O., Clark, D., O‟Halloran, P., Manicavasagar, V., Rosen, 

A., et al. (1993). Application of cognitive behavioural intervention for 

schizophrenia in multidisciplinary teams: What can the matter be? Australian 

Psychologist, 28, 181-188. 

Kazantzis, N. (2003). Therapist competence in the cognitive behavioural therapies: a 

review of the contemporary evidence. Behaviour Change, 20, 1-12. 

Kazantzis, N., Calvert, S. J., Orlinsky, D. E., Rooke, S., Ronan, K., & Merrick, P. 

(2009).  Activities influencing the professional development of New Zealand 

Counsellors across their careers.New Zealand Journal of Counselling, 29, 73-

96. 

Kendall, T., Pilling, S., Pettinari, C., & Whittington, C. (2004). Clinical guidelines in 

mental health I: the National Collaborating Centre for Mental Health. British 

Journal of Psychiatry, 28, 156 -159. 

Kennedy-Merrick, S. J., Haarhoff, B. A., Stenhouse, L. M., Merrick, P. L., &Kazantzis, 

N. (2008).Training cognitive behavioural therapy practitioners in New 

Zealand.New Zealand Journal of Psychology, 37, 8 -17. 

Kim, D. M., Wampold, B. E., & Bolt, D. M. (2006).Therapist factors in psychotherapy: A 

random effects modeling of the National Institute of Mental Health Treatment of 

Depression Collaborative Research Program data. Psychotherapy Research, 

16, 161-/172. 

Kirkpatrick, D. (1996). Great ideas re-visited. Training and Development, 1, 53-59. 



181 
 

DISCUSSION 

 

 

Kingdon, D., Tyrer, P., Sievewright, N., Fergusson, B., & Murphy, S. (1996). 

Nottingham Study of Neurotic Disorder: influence of cognitive therapists on 

outcome. British Journal of Psychiatry, 169, 93-97. 

King, M., Davidson, O., Taylor, F., Haines, A., Sharp, D., & Turner, R. (2002). 

Effectiveness of teaching general practitioners skills in brief cognitive behaviour 

therapy to treat patients with depression: randomized controlled trial. British 

Medical Journal, 324, 947- 952. 

Lafferty, P., Beutler, L. E., &Crago, M. (1989). Differences between more or less 

effective psychotherapists: a study of select therapist variables. Journal of 

Consulting and Clinical Psychology, 57, 76-80. 

Laireiter, A-R., &Willutzki, U. (2003). Self-reflection and self-practice in training of 

cognitive behaviour therapy: an overview. Clinical Psychology and 

Psychotherapy, 10, 19-30. 

Lambert, M. J., Bergin, A. E., & Garfield, S. L. (2004).Introduction and historical 

overview.In M. J. Lambert (Ed.), Bergin and Garfield’s Handbook of 

Psychotherapy and Behavior Change (5thed.). New York: John Wiley and Sons 

Inc. 

Lambert, M. J., Garfield, S. L., & Bergin, A. E. (2004).Overview, trends and future 

issues.In M. J. Lambert (Ed.), Bergin and Garfield’s Handbook of Psychotherapy 

and Behavior Change (5thed.). New York: John Wiley and Sons Inc. 

Latham, G. P. (1988). Human Resource Training and Development.Annual Review of 

Psychology. 39, 545-582. 

Layard, R. (2006). The case for psychological treatment centres. British medical 

Journal, 332, 1030-1032. 

Leahy, R. L. (2008). The therapeutic relationship in Cognitive Behavioural 

Therapy.Behavioural and Cognitive Psychotherapy, 36, 769-777. 



182 
 
CHAPTER 8 

 

 

Lewis, C. C. & Simons, A. D. (2011). A pilot study disseminating cognitive behavioural 

therapy for depression: therapist factors and perceptions of barriers to 

implementation. Administration and Policy in Mental Health, 38, 324-334. 

Liberman, R. P., & Corrigan, P. W. (1994). Implementing and maintaining behavior 

therapy programs. In R.P. Liberman& P. W. Corrigan (Eds.), Behavior Therapy 

in Psychiatric Hospitals (pp.201-219). New York: Springer Publications. 

Liese, R. E., & Beck, J. A. (1997).Cognitive therapy supervision.In C. E. Watkins (Ed.) 

Handbook of Psychotherapy Supervision (pp.114-133). New York: Wiley. 

Little, R. J. & Rubin, D. B. (1987).Statistical analysis with missing data. New York: 

Wiley.  

Lutz, W., Leon, S., Martinovich, Z., Lyons, J., & Stiles, W. (2007).Therapist factors in 

out-patient psychotherapy: a three-level growth curve approach. Journal of 

Counseling Psychology, 54, 32-39. 

McFarlane, W. R., Dunne, E., Lukens, E., Deakins, S., Horen, B., Newmark, M., et al. 

(1993). From research to clinical practice: dissemination of New York State‟s 

Family Psychoeducation Project. Hospital and Community Psychiatry, 44, 265-

270.  

McFarlane, W.R., McNarry, S., Dixon, L., Hornby, H. &Cimett, E. (2001) Predictors of 

dissemination of family psychoeducation in community mental health centers in 

Maine and Illinois. Psychiatric Services, 52, 935-942. 

McManus, F., Westbrook, D., Vasquez-Montez, M., Fennell, M, &Kennerley, H. 

(2010).An evaluation of the effectiveness of diploma-level training in cognitive 

behavior therap. Behaviour Research and Therapy, 48, 1123-1132. 

Mannix, K. A., Blackburn, I. M., Garland, A., Gracie, J., Moorey, S., Reid, B., et al. 

(2006).Effectiveness of brief training in cognitive behaviour therapy techniques 

for palliative care practitioners.Palliative Medicine, 20, 579 – 584.  



183 
 

DISCUSSION 

 

 

Marinelli, R. P., & Dell Orto, A. E. (1991).The psychological and social impact of 

disability. (3rded.). New York: Springer Publishing Company. 

Maynard, C. A. (1996). Relationship of critical thinking ability to professional nursing 

competence.Journal of Nursing Education, 35, 12-18. 

Massey University at Albany, School of Psychology.(2009). Post graduate diploma in 

cognitive behaviour therapy. Cognitive behaviour therapy clinical practicum: 

practicum guidelines. Albany: Massey University  

Mathieu, J. E., Tannenbaum, S. I., & Salas, E. (1992).Influences of individual and 

situational characteristics on measures of training effectiveness.Academy of 

Management Journal, 35, 828-847. 

Mathieson, F. M., Barnfield, T., & Beaumont, G. (2009). Are we as good as we think 

we are? Self-assessment versus other forms of assessment of competence in 

psychotherapy.The Cognitive Behaviour Therapist, 2, 43-50. 

Mathieson, F. M., Beaumont, G., & Barnfield, T. (2010). Making it stick: Factors that 

help and hinder ongoing practice after cognitive therapy training. New Zealand 

Journal of Psychology, 39, 7-11. 

Merriam, S. B., & Leahy, B. (2005).Learning transfer: a review of the research in adult 

education and training.PAACE Journal of Lifelong Learning, 14, 1-24. 

Miller, W. R., &Binber, J. L. (2002). The effects of manual-based training on treatment 

fidelity and outcome: a review of the literature on adult individual psychotherapy. 

Psychotherapy: Theory, Research, Practice, Training, 39, 184-198. 

Miller, W. R., Yahne, C. E., Moyers, T. B., Martinez, J., &Purritano, M. (2004).A 

randomised trial of methods to help clinicians learn motivational 

interviewing.Journal of Consulting and Clinical Psychology, 72, 1050-1062. 

Milne, D. (2008). CBT supervision: from reflexivity to specialization. Behavioural and 

Cognitive Psychotherapy, 36, 779-786. 



184 
 
CHAPTER 8 

 

 

Milne, D., Aylott, H., Fitzpatrick, H., & Ellis, M. (2008). How does clinical supervision 

work? Using a “best evidence synthesis” approach to construct a basic model of 

supervision.The Clinical Supervisor, 27, 170-190. 

Milne, D. L., Baker, C., Blackburn, I. M., James, I., &Reichelt, K. (1999).Effectiveness 

of cognitive therapy training.Journal of Behaviour Therapy and Experimental 

Psychiatry, 30, 81 - 92. 

Milne, D., Gorenski, O., Westerman, C., Leck, C., & Keegan, D. (2000). What does it 

take to transfer training? Psychiatric Rehabilitation Skills, 4, 259-281. 

Milne, D. L.,& Reiser, R. P. (2011). A rationale for evidence-based clinical 

supervision.Journal of Contemporary Psychotherapy. Published online: 01 

November 2011 

Morgan, H., Sumich, H., Hickie, I., Naismith, S., Davenport, T., & Whitten, D. (1999).A 

cognitive-behavioural program for general practitioners to manage 

depression.Australasian Psychiatry, 7, 326 – 328. 

Morganstern, J., Morgan, T., McGrady, B., Keller, D., & Carol, K. (2001). Manual-

guided cognitive-behavioral therapy training: a promising method for 

disseminating empirically supported substance abuse treatments to the practice 

community. Psychology of Addictive Behaviors, 15, 83-88.  

Morris, S.B., &DeShon, W. R. (2002). Combining effect size estimates in meta-analysis 

with repeated measures and independent-groups designs. Psychological 

Methods, 7, 105-125. 

Moser, L. L., De Luca, M. S., Bond, G. R., & Rollins, A. L. (2004). Implementing 

evidence-based psychosocial practices: lessons learned from statewide 

implementation of two practices. CNS Spectrums, 9, 926-936, 942. 

Moussavi, S., Chatterji, S., Verdes, E., Tandon, A., Patel, V., &Ustun, B. (2007). 

Depression, chronic disease and decrements in health: results from the World 

Health Surveys. The Lancet, 370, 851-858. 



185 
 

DISCUSSION 

 

 

Moyers, T. B., Manuel, J. K., Wilson, P. G., Hendrickson, S. M., Talcott, W., & Durand, 

P. (2008).A randomized trial investigating training in Motivational Interviewing 

for behavioral health providers.Behavioural and Cognitive Psychotherapy, 36, 

149-162.   

Myles, P. J., & Milne, D. L. (2004). Outcome evaluation of a brief shared learning 

programme in cognitive behavioural therapy. Behavioural and Cognitive 

Psychotherapy, 32, 177 – 188. 

Myles, P. J., Smith, K., & Shires, M. (2000).Measure of generalization. Newcastle: 

North Tyneside and Northumberland Mental Health NHS Trust. 

Nickandrou, I., Brinia, V., &Bereri, E. (2009). Trainee perceptions of training transfer: 

an empirical analysis. Journal of European Industrial Training, 33, 255-270. 

Niemi, P. M., &Tiuraniemi, J. (2009).Cognitive therapy trainees‟ self reflections on their 

professional learning.Behavioural and Cognitive Psychotherapy, 38, 255-274. 

Oakley-Browne, M. A., Wells, J. E., & Scott, K. M. (Eds). (2006). Te Rau Hinengaro: 

The New Zealand Mental Health Survey. Wellington: Ministry of Health. 

Okiishi, J., Lambert, M. J., Eggett, D., Nielsen, L., Dayton, D. D., &Vermeersch, D. A.  

(2006). An analysis of therapist treatment effects: towards providing feedback to 

individual therapists on their clients‟ psychotherapy outcome. Journal of Clinical 

Psychology, 62, 1157-1172. 

Okiishi, J., Lambert, M. J., Nielsen, S. L., & Ogles, B. M. (2003).Waiting for 

supershrink: an empirical analysis of therapist factors.Clinical Psychology and 

Psychotherapy, 10, 361 – 373. 

Orlinski, D. E., Bottermans, J. F., &Rønnestad, M. H. (2001). Towards an empirically 

grounded model of psychotherapy training: four thousand therapists rate 

influences on their development. Australian Psychologist, 36, 139 – 148. 



186 
 
CHAPTER 8 

 

 

Orlinski, D. E., &Rønnestad, M. H. (2005). How psychotherapists develop: a study of 

therapeutic work and professional growth. Washington: American Psychological 

Association. 

Otto, M. W. (2006). Disseminating CBT: by the 10,000 or by the 1. The Behaviour 

Therapist, 29, 197-198. 

Ottoson, J. M. (1997). After the applause: exploring multiple influences on application 

following an adult education program. Adult Education Quarterly, 47, 92-107. 

Pett, M. A. (1997). Nonparametric statistics for healthcare research: statistics for small 

samples and unusual distributions. London: sage Publications Ltd. 

Proctor, E. K., Landsverk, J., Aarons, G., Chambers, D., Glisson, C., &Mittman, B. 

(2009). Implementation policy in mental health services: an emerging science 

with conceptual, methodological, and training challenges.  Administration and 

Policy in Mental Health, 36, 24-34.  

Rakovshik, S. G., & McManus, F. (2010). Establishing evidence-based training in 

cognitive behavioral therapy: A review of current empirical findings and 

theoretical guidance.Clinical Psychology Review, 30, 496-516. 

Reichelt, F. K., James, I. A., & Blackburn, I. M. (2003).Impact of training on rating 

competence in cognitive therapy.Journalof Behaviour Therapy and Experimental 

Psychiatry, 34, 87-99. 

Resier, R. P. & Milne, D. L. (2011).Supervising cognitive-behavioural psychotherapy” 

pressing needs, impressing possibilities.Journal of Contemporary 

Psychotherapy, Online: 01 November 2011. 

Rooney, R. H. (1985). Does in-service training make a difference? Results of a pilot 

study of task-centred dissemination in a public social service setting. Journal of 

Social Service Research, 8, 33-50. 

Roth, A. D., & Pilling, S. (2008). Using an evidence-based methodology to identify the 

competences required to deliver effective cognitive and behavioural therapy for 



187 
 

DISCUSSION 

 

 

depression and anxiety disorders. Behavioural and Cognitive Psychotherapy, 

36, 129- 147. 

Rubel,  E. C., Sobel, L. C., & Miller, W. R. (2000). Do continuing education workshops 

improve participant‟s skills? Effects of a motivational interviewing workshop on 

substance abuse  counselors‟ skills and knowledge. Behavior Therapist, 23, 73-

77. 

Saitz, R., Sullivan, L. M., &Samet, J. H. (2000). Training community-based clinicians in 

screening and intervention for substance abuse problems: translating evidence 

into practice. Substance Abuse, 21, 21-31. 

Saks, A. M. (2002). So what good is a tranfer of training estimate? A reply to 

Fitzpatrick.The Industrial and Organisational Psychologist, 39, 29-30. 

Salas, E., & Cannon-Bowers, J. A. (2001). The science of training: a decade of 

progress, Annual Review of Psychology, 52, 471-499.  

Sanders, M., Murphy-Brennan, M., & McAuliffe, C. (2003a). The development, 

evaluation and dissemination of a training programme in evidence-based parent 

consultation skills. International Journal of Mental Health Promotion, 5, 13-20. 

Sander, M., Tully, L., Turner, K., Maher, C., & McAuliffe, C. (2003b).An evaluation of 

training for the Triple P-Positive Parenting Program.Australian Family Physician, 

32, 763-768. 

Sanders, M., & Turner, K. (2005).Reflections on the challenges of effective 

dissemination of behavioural family intervention. Our experience with the Triple 

P-Positive  parenting programme. Child and Adolescent Mental Health, 10, 158-

169. 

Schlenker, B. R., Britt, T. W., Pennington, J., Murphy, R.,& Doherty, K. (1994).The 

triangle model of responsibility.Psychological Review, 101, 632-652 

Schroeder, M. A. (1990). Diagnosing and dealing with multicollinearity. Western 

Journal of Nursing Research, 12, 175-187. 



188 
 
CHAPTER 8 

 

 

Schwoerer, C. E., May, D. R., Hollensbe, E. C., &Mencl, J. (2005). General and 

specific self-efficacy in the context of a training intervention to enhance 

performance expectancy.Human Resource Development Quarterly, 16, 111-

129. 

Shafran, R., Clark, D. M., Fairburn, C. G., Arntz, A., Barlow, D. H., Ehlers, A., et al. 

(2009). Mind the Gap: Improving the dissemination of CBT. Behaviour Research 

and Therapy, 47, 902-909. 

Sharpless, B. A., &Barber, J. P. (2009).A conceptual and empirical review of the 

meaning, measurement, development, and teaching of intervention competence 

in clinical psychology.Clinical Psychology Review, 29, 47-56. 

Shaw, B. F.,& Dobson, K. S. (1988).Competency judgements in the training and 

evaluation of psychotherapists.Journal of Consulting and Clinical Psychology, 

56, 666 -672. 

Shaw, B. F., Elkin, I., Yamaguchi, J., Olmstead, M., Vallis, T. M., Dobson, K. S., et al. 

(1999).Therapist competency ratings in relation to clinical outcome in cognitive 

therapy for depression.Journal of Consulting and Clinical Psychology, 67, 837-

846. 

Shafer, M. S., Rhode, R., & Chong, J. (2004).Using distance education to promote the 

transfer of motivational interviewing skills among behavioral health 

clinicians.Journal of Substance Abuse Treatment, 26, 141 – 148. 

Sholomskas, D.E., Syracuse-Siewert, G., Rounsaville, B. J., Ball, S. A., Nuro, K. F., & 

Carroll, K. M. (2005). We don‟t train in vain: a dissemination trial of three 

strategies of training clinicians in cognitive-behavioral therapy. Journal of 

Consulting and Clinical Psychology, 73, 106 – 115. 

Shrout, P. E. (1988). Measurement reliability and agreement in psychiatry.Statistical 

Methods in Medical Research, 7, 301- 317. 



189 
 

DISCUSSION 

 

 

Shrout, P. E., & Fleiss, J. L. (1979).Intraclass correlations: Uses in assessing inter-

rater reliability. Psychological Bulletin, 86, 420-428. 

Simons, A. D., Padesky, C. A., Montemaro, J., Lewis, C. C., Murakami, J., Lamb, K. et 

al. (2010). Training and dissemination of cognitive behavior therapy for 

depression in adults: A preliminary examination of therapist competence and 

client outcomes. Journal of Consulting and Clinical Psychology, 78, 751-756. 

Smith, J. L., Amrhein, P. C., Brooks, A. C., Carpenter, K. M., Levin, D., Schreiber, E.A., 

et al. (2007). Providing live supervision via teleconferencing improves 

acquisition of motivational interviewing skills after workshop attendance. The 

American Journal of Drug and Alcohol Abuse, 33, 163-168. 

Spicer, J. (2005).Making sense of multivariate data analysis. London: Sage 

Publications. 

Spinhoven, P., Giesen-Bloo, J., van Dyck, R., Kooiman, K., &Arntz, A. (2007).The 

therapeutic alliance in schema-focused therapy and transference-focused 

psychotherapy for borderline personality disorder.Journal of Consulting and 

Clinical Psychology, 75, 104-115. 

Stein, D. M., & Lambert, M. J. (1995). Graduate training in psychotherapy: are therapy 

outcomes enhanced? Journal of Consulting and Clinical Psychology, 63, 182 – 

196.  

Stevens, C. K., & Gist, M. E. (1997). Effects of self-efficacy and goal-orientation 

training on negotiation skill maintenance: what are the mechanisms? Personnel 

Psychology, 50, 955-978. 

Streiner, D. L., & Norman, G. R. (2003). Health measurement scales: a practical guide 

to the development and use. (3rded.). New York: Oxford University Press. 

Stolovich, H. D. (2000) Maximizing transfer of training - transfer of learning, 

Performance Newletter, Winter/Spring 2000, Harold D. Stolovitch& Associates, 

Learning& Performance 



190 
 
CHAPTER 8 

 

 

Solutions.http://www.hf.faa.gov/webtraining/Training/Training024.htm (09-15-

11). 

Tabachnick, B. G., &Fidell, L. S. (1989).Multivariate Statistics. New York: Harper and 

Row. 

Tannenbaum, S. I. &Yukl, G. (1992). Training and development in work organisations. 

Annual Review of Psychology, 43, 399-441. 

Tarrier, N., Barrowclough, C., Haddock, G., & McGovern, J. (1999).The dissemination 

of innovative cognitive-behavioural psychosocial treatments for 

schizophrenia.Journal of Mental Health, 8, 569-582. 

Taylor, C. B., & Chang, V. Y. (2008).Issues in the dissemination of cognitive-behavior 

therapy.Nordic Journal of Psychiatry, 62 (s47), 37- 44. 

Torrey, W. C., Drake, R. E., Dixon , L., Burns, B. J., Flynn, L., Rush, A. J., Clark, R. E., 

et al. (2001). Implementing evidence-based practices for persons with severe 

mental illnesses.Psychiatric Services, 52, 45-50.   

Trepka, C., Rees, A., Shapiro, D. A., Hardy, G. A., &Barkham, M. (2004).Therapist 

competence and outcome of cognitive therapy for depression.Cognitive Therapy 

and Research, 28, 143-157.  

Turner, K. M., & Sanders, M. R. (2006). Dissemination of evidence-based parenting 

and family-support strategies: learning from the positive parenting Triple-P 

Positive Parenting Program system approach. Aggression and Violent 

Behaviour, 11, 176-193. 

Vallis, T. M., Shaw, B. F., & Dobson, K. S. (1986). The cognitive therapy scale: 

psychometric properties. Journal of Consulting and Clinical Psychology, 54, 

381-385. 

Van Buren, M. E., & Erskine, W. (2002).The 2002 ASTD state of the industry report. 

Virginia: American Society of Training and Development.  

http://www.hf.faa.gov/webtraining/Training/Training024.htm


191 
 

DISCUSSION 

 

 

Waller, G. (2009). Evidence-based treatment and therapist drift. Behaviour Research 

and Therapy, 47, 119-127. 

Waltz, J., Addis, M. E., Koerner, K., & Jacobson, N. S. (1993).Testing the integrity of a 

psychotherapy protocol: assessment of adherence and competence.Journal of 

Consulting and Clinical Psychology, 61, 620-630. 

Walters, S. T., Matson, S. A., Baer, J. S., &Ziedonis, D. M. (2005). Effectiveness of 

workshop training for psychosocial addiction treatments: a systematic review. 

Journal of Substance Abuse Treatment, 29, 283 – 293. 

Weerasekera, P., Antony, M., Bellissimo, A., Bieling, P., Shurina-Egan, J., Spencer, A., 

et al. (2003).Competency assessment in the McMaster Psychotherapy 

Program.Academic Psychiatry, 27, 166- 173. 

Weissbein, D.A., Huang, J. L., Ford, J. K., & Schmidt, A. M. (2011). Influencing 

learning states to enhance trainee motivation and improve training transfer. 

Journal of Business Psychology, 26, 423-435. 

Weissman, M. M., Verdeli, H., Gameroff, M. J., Bledsoe, S. E., Betts, K., Mufson, L., et 

al. (2006). National Survey of Psychotherapy training in psychiatry, psychology 

and social work.Archives of General Psychiatry, 63, 925 – 934.  

Wells, A. (1997). Cognitive therapy of anxiety disorders: a practical manual and 

conceptual guide. John Wiley & Sons: Chichester. 

Wells, K. E. (1999). Treatment research at the crossroads: the scientific interface of 

clinical trials and effectiveness research. American Journal of Psychiatry, 156, 5 

-10. 

Westbrook, D., Sedgwick-Taylor, A., Bennett-Levy, J., Butler, G, & McManus, F. 

(2008). A pilot evaluation of a brief CBT training course: impact on trainee‟s 

satisfaction, clinical skills and patient outcomes. Behavioural and Cognitive 

Psychotherapy, 36, 569 – 579. 



192 
 
CHAPTER 8 

 

 

West, S. G., Finch, J. F., & Curran, P. J. (1995). Structural equation models with non-

normal variables: Problems and remedies. In R. H. Hoyle (Ed.), Structural 

Equation Modeling: Concepts, issues, and applications (pp. 56-75). Thousand 

Oaks, CA: Sage. 

Wexley, K. N. (1984). Personnel training.Annual Review of Psychology, 35, 519-551. 

Whitfield, G., Connolly, M., Davidson, A., & Williams, C. (2006).Use of cognitive-

behavioural therapy skills amongst psychiatrists.The Psychiatrist, 30, 58-60.  

Whitley, E., & Ball, J. (2002). Statistics review 6: non-parametric methods. Critical 

Care, 6, 509-513. 

Williams, C., Ashworth, P., & Blackburn, I. (1999).Survey of past cognitive therapy 

trainees. Leeds: St. James Hospital. 

Williams, R.M., Moorey, S., & Cobb, J. (1991). Training in cognitive-behaviour therapy: 

pilot evaluation of a training course using the cognitive therapy scale. 

Behavioural Psychotherapy, 19, 373 – 376. 

Wilson, K. J. (2008). The relationship of affective training climate of doctoral counseling 

and clinical psychology training programmes to student psychotherapist affect 

and professional development. Auburn University: Alabama. 

WHO International Consortium in Psychiatric Epidemiology. (2000). Cross-national 

comparisons of the prevalences and correlates of mental disorders.Bulletin of 

the World Health Organisation, 78, 413-426. 

Worthern, V. E., & Lambert, M. J. (2007). Outcome oriented supervision: advantages 

of adding systemic client tracking to supportive consultations.Counselling and 

Psychotherapy Research, 7, 48 -53. 

Young, J., & Beck, A. T. (1980).Cognitive therapy scale: rating manual. Unpublished 

manuscript.Centre for Cognitive Therapy, University of Pennsylvania, Room 

602, 133 South 36th Street, PA 19194, USA. 












































































	Copy for binding 10 Aug 1-208
	APPENDIX SCAN

