
C O R P O R A T I O N

Tool

Training Clinicians to Deliver 
Evidence-Based Psychotherapy

Development of the Training in Psychotherapy 
(TIP) Tool

Kimberly A. Hepner, Stephanie Brooks Holliday, 

Jessica Sousa, Terri Tanielian

https://www.rand.org/pubs/tools/TL306.html
https://www.rand.org/


Limited Print and Electronic Distribution Rights

This document and trademark(s) contained herein are protected by law. This representation of RAND 
intellectual property is provided for noncommercial use only. Unauthorized posting of this publication 
online is prohibited. Permission is given to duplicate this document for personal use only, as long as it 
is unaltered and complete. Permission is required from RAND to reproduce, or reuse in another form, any of 
its research documents for commercial use. For information on reprint and linking permissions, please visit  
www.rand.org/pubs/permissions.html.

The RAND Corporation is a research organization that develops solutions to public policy challenges to help make 
communities throughout the world safer and more secure, healthier and more prosperous. RAND is nonprofit, 
nonpartisan, and committed to the public interest. 

RAND’s publications do not necessarily reflect the opinions of its research clients and sponsors.

Support RAND
Make a tax-deductible charitable contribution at  

www.rand.org/giving/contribute

www.rand.org

For more information on this publication, visit www.rand.org/t/TL306

Library of Congress Cataloging-in-Publication Data

is available for this publication.

ISBN: 978-1-9774-0142-7

Published by the RAND Corporation, Santa Monica, Calif.

© Copyright 2018  RAND Corporation

R® is a registered trademark.

http://www.rand.org/t/TL306
http://www.rand.org/pubs/permissions.html
http://www.rand.org/giving/contribute
http://www.rand.org


iii

Preface

Ensuring the availability of evidence-based psychotherapy in the community is a critical com-
ponent of efforts to address rising mental health needs across the United States. To this end, 
there are many psychotherapy trainings currently designed to increase the competencies of 
clinicians in community-based settings with respect to delivering evidence-based psychothera-
pies. However, little is known about the extent to which these trainings incorporate effective 
approaches for achieving clinical competency in those therapies. This report describes the 
development of a tool to assess psychotherapy trainings, along with the tool and user guide. 
The Training in Psychotherapy (TIP) Tool was developed using results from an extensive lit-
erature review to identify the core components of trainings that were demonstrably successful 
in achieving clinician competency in psychotherapy. The literature review was supplemented 
with consultation with several national experts in psychotherapy training and implementation. 
The tool was constructed with several potential types of users and uses in mind. The tool may 
be of interest to organizations that fund psychotherapy trainings, organizations that design 
and lead these trainings, and organizations and individuals who might be interested in par-
ticipating in psychotherapy training. This tool is intended to be used by individuals interested 
in assessing the extent to which a training’s approach aligns with evidence- and expert-derived 
core components for facilitating clinician competency. 

This research was funded by the Bob Woodruff Foundation, the Cohen Veterans 
Network, and the Robert R. McCormick Foundation and carried out within the Access and 
Delivery Program in RAND Health Care.

RAND Health Care, a division of the RAND Corporation, promotes healthier societ-
ies by improving health care systems in the United States and other countries. We do this by 
providing health care decisionmakers, practitioners, and consumers with actionable, rigorous, 
objective evidence to support their most complex decisions.

For more information, see www.rand.org/health-care, or contact

RAND Health Care Communications
1776 Main Street
P.O. Box 2138
Santa Monica, CA 90407-2138
(310) 393-0411, ext. 7775
RAND_Health-Care@rand.org

http://www.rand.org/health-care
mailto:RAND_Health-Care@rand.org
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CHAPTER ONE

Introduction

Ensuring the availability of evidence-based psychotherapy (EBP) in the community is a critical 
component of efforts to address the rising mental health needs across the United States. As the 
research base for the effectiveness of various psychotherapies grows, efforts to ensure that com-
munity-based clinicians are aware of the psychotherapies that are recommended for certain 
mental health conditions have increased. One mechanism for doing so is the development and 
dissemination of clinical practice guidelines (e.g., American Psychological Association, 2018; 
American Psychiatric Association, 2018; U.S. Department of Veterans Affairs [VA], 2018). 
However, publishing these guidelines may not be enough to change clinicians’ practice behav-
iors. The burgeoning psychotherapy implementation and dissemination literature (Karlin et 
al., 2012; Kettlewell, 2004; McHugh and Barlow, 2010; Schoenwald and Hoagwood, 2001) 
suggests that additional efforts are often needed to encourage adoption of these recommenda-
tions and to facilitate clinician competency with specific techniques, such as training and orga-
nizational support. Ensuring the provision of EBPs in community practice settings is essential 
if individuals are to receive the most-effective available treatments no matter where they get 
care. 

One population that is increasingly seeking mental health care in the community is mili-
tary veterans. Veterans are a special population of men and women who have served their coun-
try, many having faced extraordinary health risks during their deployments. Because many 
veterans have served on overseas missions, including combat, veterans with service-connected 
health issues are a clinically complex and potentially vulnerable population. Though VA has 
increased the number of health professionals working within its facilities and has increased its 
purchases of care from private-sector providers to accommodate veterans whose needs cannot 
be met in house, many veterans seek care outside VA. Most veterans enrolled in VA health care 
have other sources of health coverage, such as TRICARE or employer-sponsored insurance. 
A study of veterans’ overall use of health care found that veterans enrolled in VA health care 
received only 30 percent of their care from VA, on average (Eibner et al., 2015). In addition, 
recent changes to how VA purchases care in the community setting has increased the number 
of veterans eligible for private-sector care. Thus, providers working in the civilian sector are an 
increasingly important part of the overall health workforce addressing veterans’ mental health 
needs. Some of the most prevalent mental health conditions among veterans are posttraumatic 
stress disorder (PTSD), major depressive disorder (MDD), and substance use disorder (SUD) 
(Tanielian, Jaycox, et al., 2008)—conditions for which there are well-established psychothera-
pies (such as cognitive behavioral therapy [CBT], cognitive processing therapy, and prolonged 
exposure therapy). 
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Despite the strong evidence base for certain psychotherapies, evidence-based treatments 
are not consistently implemented in community-based settings. For example, a 2014 study 
found that only about one-third (35 percent) of community-based psychotherapists reported 
that they had been trained and received supervision to deliver at least one EBP for PTSD 
and at least one for depression (Tanielian, Farris, et al., 2014). Further, only about 30 percent 
reported that they often or always used techniques associated with at least one of the EBPs for 
PTSD and major depression (Tanielian, Farris, et al., 2014). These findings suggest that there 
is indeed a need for increased efforts to equip the community-based mental health workforce 
to deliver evidence-based treatments. 

There are a number of potential barriers to implementing evidence-based practices in 
community-based settings. These include clinician attitudes, organizational factors (e.g., lead-
ership support), and differences between the settings in which treatments were developed and 
those in which they are expected to be implemented (e.g., with respect to resources, time, and 
complexity of the patient population) (Addis, Wade, and Hatgis, 1999; Drake et al., 2001; 
Schoenwald and Hoagwood, 2001; Southam-Gerow, Hourigan, and Allin, 2009). However, 
one of the most commonly cited factors contributing to the research–practice gap is the need 
for effective clinician training (Chambless, 1999; Generali, Foss-Kelly, and McNamara, 2011). 
In fact, it has been suggested that “perhaps the greatest challenge to [dissemination and imple-
mentation] efforts . . . is training clinicians to competently administer treatments” (McHugh 
and Barlow, 2010). 

To address the need for expanded clinician training, efforts to train mental health provid-
ers in community settings to implement EBPs have increased. At present, there are dozens of 
psychotherapy trainings with offerings for community-based mental health care professionals 
on various psychotherapy approaches. Because these trainings have been designed and imple-
mented across multiple organizations, many psychotherapy training models and approaches 
that vary in mode and intensity exist (e.g., from short one-session webinars to in-person, 
multiple-day trainings). Little is known, however, about the extent to which these approaches 
incorporate proven strategies not only for enhancing clinician knowledge of EBPs (such as 
CBT for depression) but also for changing clinician behavior to implement such strategies in 
their clinical settings.

The objective of this report is to describe the development of the Training in Psycho-
therapy (TIP) Tool, an assessment tool that can be applied to community-based psychotherapy 
trainings to examine the extent to which their features align with core elements that would 
enhance the effectiveness of training initiatives. Chapter Two describes the methods used to 
construct the tool, including the scope and results of our review of the extant literature and 
discussions with training experts. Chapter Three includes a user guide for the tool with specific 
instructions and guidance on how to apply the tool to specific psychotherapy trainings. Chap-
ter Four outlines a series of next steps to further refine and validate the tool. Appendixes A and 
B provide information on the development of the tool and the search terms used to identify 
relevant literature for review. Appendix C contains the tool itself. 
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CHAPTER TWO

Identifying Core Elements of Effective Psychotherapy Training

To support the development of the TIP Tool, we employed a two-step process: 

1.	 We conducted a comprehensive literature search to identify the core elements of effec-
tive psychotherapy trainings. 

2.	 We conducted a series of key informant discussions with experts on psychotherapy 
training and implementation science. 

Our objectives were to identify the components of psychotherapy trainings that were 
most critical to clinicians achieving adherence and competence with the particular interven-
tion protocol (Perepletchikova and Kazdin, 2005) and to seek feedback on an early draft of 
the tool. 

Methods

Step 1: Literature Review
Literature Review Overview

We conducted a literature review to identify common elements of psychotherapy trainings and 
to determine which elements of trainings were shown to be associated with positive outcomes. 
We conducted a broad search to ensure that we captured a range of trainings in our search, but 
we limited the results to selected target diagnoses—PTSD, MDD, and SUD. These diagnoses 
are common for patients who receive psychotherapy in community-based settings, particularly 
veterans (Tanielian, Jaycox, et al., 2008; Tanielian, Batka, and Meredith, 2017). These are also 
diagnoses for which there are effective psychotherapies. The search focused on articles that 
described psychotherapy trainings that trained community-based clinicians to deliver specific 
EBPs for PTSD, MDD, and SUD that are recommended by the following guidelines:

•	 VA and the U.S. Department of Defense (DoD) clinical practice guidelines for the man-
agement of MDD, PTSD, or SUD (Management of Major Depressive Disorder Working 
Group, 2016; Management of Posttraumatic Stress Disorder Work Group, 2017; Man-
agement of Substance Use Disorders Work Group, 2015)

•	 American Psychological Association Clinical Practice Guideline for the Treatment of 
PTSD (American Psychological Association, 2017). 

We constructed a search strategy specific to each diagnosis that included the specific rec-
ommended EBP (e.g., cognitive processing therapy) and terms related to the target diagnosis, 
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training, evaluation, and outcomes. The scope, article review and data abstraction processes, 
and summary quantitative results of the literature search are included in Appendix A. The 
complete list of included psychotherapies appears in Table A.1 in Appendix A, and the search 
statements appear in Appendix B.

When reviewing the results of the literature search, we focused on articles with descrip-
tions and evaluations of trainings, including community-based trainings and trainings offered 
within the context of treatment trials (e.g., training provided to study clinicians). Of the 
1,845 unique records (e.g., articles, book chapters) identified through database searches and 
other sources, 113 relevant peer-reviewed articles were abstracted for full-text analysis (see 
Figure A.1 in Appendix A for a flow diagram that details how the 1,845 records were reduced 
to the final 113 articles). These 113 articles reported findings on 137 trainings for a range of 
psychotherapies. We abstracted data on characteristics of trainings, including diagnosis and 
treatment of focus, timing and level of interactivity, and consultation/supervision format and 
session review. Most articles presented some type of evaluation data (93 percent of trainings), 
although the methodology varied substantially, with articles reporting on such outcomes as 
knowledge, self-efficacy, treatment fidelity, and even patient outcomes. 

Focus on Treatment Fidelity

After reviewing the literature, we decided to focus on studies that reported data on treatment 
fidelity (also called treatment integrity) following a training. We focused on articles report-
ing on fidelity because these measures can assess whether a training was successful in increas-
ing particular therapeutic skills among clinicians. Treatment fidelity is the extent to which a 
psychotherapy is implemented according to the treatment protocol with good judgment and 
skill. Fidelity includes both adherence and competence—adherence is the extent to which the 
skills and procedures described in a treatment manual are implemented, and competence is the 
degree to which a clinician implements the treatment procedures with good clinical judgment 
and skill (Perepletchikova and Kazdin, 2005). Though many articles reported outcomes that 
assessed the impact that the training had on clinician knowledge or skill, these outcomes do 
not always translate to improved adherence or competence in clinical practice. In particular, 
we were interested in articles that reported on whether clinician trainees achieved adherence or 
competence following the training, preferably with measurements before and after the training. 

There are many ways to assess fidelity. The most rigorous involve session review in which 
audiotaped, videotaped, or live therapy sessions are rated for adherence and competence by an 
independent rater using a structured coding tool. Fidelity coding can be a resource-intensive 
process and was not included in all identified articles. We evaluated the method of assessing 
adherence and competence when available and included the studies that were less rigorous in 
their assessment of adherence or competence (e.g., articles reporting on trainings that utilized 
informal assessments of adherence or competence).

Fifty-seven studies included some assessment of fidelity (see Figure A.3 in Appendix A). 
There was wide variability in how fidelity was operationally defined and assessed. Some stud-
ies distinguished between adherence and competence; others did not. Some made reference to 
“fidelity” or “integrity” without clarifying whether they were referring to adherence, compe-
tence, or both. Many articles also reported only on change in adherence or competence from 
baseline to end point, without stating explicitly whether the trainees reached a minimum or 
satisfactory level of adherence or competence. We focused on the studies that reported whether 
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clinicians achieved some criterion level of adherence or competence, but we did not exclude 
studies that reported only on an end-point level of adherence or competence.

Despite this variation in assessment and reporting of fidelity, there were some similari-
ties in fidelity assessment across the more methodologically rigorous articles (i.e., random-
ized controlled trials [RCTs] of training approaches or treatment RCTs with detailed training 
protocols). Some of the most commonly reported fidelity assessment tools were the Cognitive 
Therapy Rating Scale, the Collaborative Study Psychotherapy Rating Scale, the Yale Adher-
ence and Competence Scale, adaptations of or variations on these three scales, and specifically 
designed scales that were developed for the particular training or training study. Fidelity assess-
ments were completed by clinicians (self-assessment), supervisors, and trained independent 
observers and coders.

Step 2: Key Informant Input

As we distilled findings from the literature review, we also integrated findings from consulta-
tion with five experts. These individuals were selected based on their publication track records 
and national recognition as experts in the development of and training in specific psychothera-
pies, psychotherapy training, and implementation science. Four telephone discussions with 
five experts provided information about best practices in psychotherapy training, as well as 
important context for the development and potential uses of the TIP Tool. Discussion topics 
included a description of the psychotherapy training (with such details as format, length, fre-
quency, level of interactivity, trainer-to-trainee ratio, trainer qualifications, the types of content 
considered essential, consultation/supervision, competency evaluation, and certification), core 
elements of training, and approaches to training evaluation. We also sought feedback from 
seven experts on early drafts of the TIP Tool to ensure that items were written clearly, provided 
sufficient scoring guidance, and adequately reflected the core elements of effective psycho-
therapy trainings. Selected experts participated in both voluntary activities.

Core Effective Training Elements

In this section, we describe the training elements that our literature review and discussion with 
key informants identified as important for producing adherence and competence among clini-
cians. As described previously, when identifying these elements in the literature, we focused on 
articles reporting an assessment of fidelity: adherence, competence, or both. In most cases, the 
input from the key informants overlapped with the insights gleaned from the literature review. 
In a few cases, the input helped to clarify and provide practical examples of each element. The 
elements that were more commonly reported among successful trainings informed the devel-
opment of the tool.

Didactic Training Format

There are different types of approaches to training clinicians in an EBP. Psychotherapy train-
ing is generally divided into (1) didactic training, which is teaching that describes and demon-
strates the therapy, and (2) consultation/supervision, which is applied learning that occurs in 
treatment settings in which clinicians are actively practicing a psychotherapy or a related skill 
with clients and receiving feedback from a more experienced clinician on potential ways to 
improve (Fairburn and Cooper, 2011). Both didactic training and consultation/supervision are 
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typically considered necessary components of learning any new EBP. In this section, we review 
aspects of didactic training and identify which aspects appear to be associated with effective 
psychotherapy training.

Didactic Training Timing and Length

Didactic training typically involves an introduction to the psychotherapy and more in-depth 
training on theory and practice. It generally involves information being delivered through a 
lecture-style format or web-based program, though this learning may take place through other 
formats, such as independent study of a training protocol or manual. Didactic training can 
vary widely in its timing (it can be “massed,” in which training is delivered on consecutive 
days, or it can be spaced out over time), number of sessions, session length, class size, interactiv-
ity level, and training content. There does not appear to be any consistent finding in the litera-
ture as to the importance of many of these factors, including the format, length, and number of 
sessions. In general, the trainings that demonstrated clinician adherence or competence in this 
literature had didactic training that was structured as a two-day workshop or training seminar 
(e.g., Hunter et al., 2012; Lloyd et al., 2015; Lu et al., 2012). However, there was a wide range 
of other training formats, lengths, and frequencies.

In our literature review, trainings were offered in a variety of formats, including massed 
(i.e., one time, consecutive days), spaced out over time, and flexible (leaving the choice of timing 
to the training participant). In some cases, the format was not specified. Both massed (e.g., 
Gibbons et al., 2010; Martino et al., 2009; Rawson et al., 2013) and spaced (Fals-Stewart and 
Birchler, 2002; Miller et al., 2005; Puspitasari, Kanter, Murphy, et al., 2013) trainings dem-
onstrated success in achieving adherence among clinicians who participated. Very few studies 
directly compared web-based, teleconference, and in-person training formats (Sholomskas, 
Syracuse-Siewert, et al., 2005), and these studies often varied other aspects of training (e.g., 
presence or absence of supervision), making it difficult to form conclusions about the relative 
importance of modality of delivery (Rawson et al., 2013; Sholomskas, Syracuse-Siewert, et al., 
2005). The ratio of trainer to trainee (which varied widely) was not evaluated sufficiently to 
assess whether it was related to the success of the training. Similarly, the experience of trainers 
was sometimes mentioned descriptively in the literature, but the effect of trainer experience 
was not generally tested—and, in most cases, the trainer was someone considered an expert or 
with many years of experience in the given psychotherapy.

Interactivity

Trainings that demonstrate the application of a psychotherapy technique or strategy or that 
use interactive methods to engage trainees appear more likely to have participating clinicians 
achieve adherence or competence (e.g., Hepner et al., 2011; Lu et al., 2012; Papas et al., 2010). 
For example, trainings sometimes used live or video demonstrations of clinical skills. Trainings 
in the literature used various interactive methods, such as skill practice (e.g., Karlin et al., 2012; 
Simons et al., 2010), role plays (e.g., Lu et al., 2012), interactive group discussion (e.g., Brooks 
et al., 2013; James et al., 2001; Shemesh et al., 2011), and feedback on homework assignments 
(e.g., Puspitasari, Kanter, Busch, et al., 2017). In web- and computer-based trainings, interac-
tive training methods included questions, exercises, and homework assignments asking train-
ees to apply newly learned material; audio and video case vignettes with clinical skill practice; 
and case-based simulations.
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Interactive exercises, group discussion, and demonstrations have been associated with clini-
cian adherence (Hepner et al., 2011; Morgenstern et al., 2001). One study found that clinicians 
who completed an interactive computer program demonstrated significantly higher adherence 
scores on 12-step facilitation for SUD than clinicians who trained with a manual only and no 
interactive elements (Sholomskas and Carroll, 2006). There is less evidence that interactive 
components are critical to achieving an increase in clinician competence in a psychotherapy 
after training, but several findings do support the idea that interactivity increases the likeli-
hood of trainee competence. One study found that competence was higher among trainees 
taught with interactive learning strategies (skill modeling, skill rehearsal, and group discussion 
with trainer) than in a self-paced program with less interactivity (Puspitasari, Kanter, Busch, et 
al., 2017). Another training that utilized role play and practice cases was similarly successful; 
91 percent of participating clinicians achieved competence with their first practice case, and 
the fidelity ratings—a combined measure of both adherence and competence—demonstrated 
good or excellent fidelity among the clinicians who participated (Lu et al., 2012). Other arti-
cles reported improvements in clinician competence with interactive training elements with-
out reporting that clinicians reached a threshold level of competence (Karlin et al., 2012; Lau, 
Dubord, and Parikh, 2004; Simons et al., 2010).

Trainees appeared less likely to demonstrate adherence and competence in trainings with 
low interactivity (Puspitasari, Kanter, Murphy, et al., 2013; Weck et al., 2013). In addition to 
supporting attainment of adherence and competence, trainings with interactive elements (e.g., 
video demonstrations, role play for skill practice, small- and large-group discussion, and rating 
other trainees on their treatment fidelity) appear to achieve better outcomes in trainee satisfac-
tion and self-reported self-efficacy (Karlin et al., 2012). 

Feedback

Trainings that provided clinicians with feedback during classroom instruction appeared more 
likely to report successful attainment of adherence and/or competence among clinicians who 
had completed that training (e.g., Lu et al., 2012; Puspitasari, Kanter, Busch, et al., 2017). 
There are many ways in which trainings provide trainees with feedback. Examples include 
comments on clinician homework assignments, group discussion in which clinician case pre-
sentations are met with feedback from the trainer (Shemesh et al., 2011), and role-play or skill 
practice exercises with remarks from the trainer on what went well or what could be improved. 
Providing trainees with feedback helps to correct misconceptions, clarify areas of confusion, 
improve understanding or mastery, and guide trainees toward a deeper understanding of the 
psychotherapy.

According to the literature, many trainings with interactive teaching methods also 
include feedback. Thus, many of the above-cited examples of interactivity supporting adher-
ence or competence are also examples of the potential importance of feedback. For example, 
one study examined a trainer-led online program in which trainees engaged in skill rehearsal 
with feedback from the trainer and other trainees, as well as group discussion and trainer 
feedback on participant questions about the practical applications of new skills. This training 
yielded higher trainee competence than a self-paced online training with the same didactic 
content and less feedback (Puspitasari, Kanter, Busch, et al., 2017). Another training on CBT 
for SUD reported that 90 percent of clinicians who completed a combination of interactive 
exercises, discussion, and role play with feedback during classroom learning plus intensive 
supervision (discussed separately below) received CBT adherence scores that were adequate 
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or better (Morgenstern et al., 2001). Given the overlap between interactive elements and feed-
back, it is difficult to assess which component might be more critical in supporting trainee 
adherence or competence.

Integration of Written Materials

Many trainings provide supplemental written materials or handouts to support or supplement 
didactic training content. Common materials described in the literature include training man-
uals or guides, tailored handouts developed by the trainer, and books related to the psycho-
therapy of focus. Materials were shared in hard copy or digital format, and electronic resources 
were shared either through web-based (e.g., internet portal) or computer-based (e.g., software 
program) interfaces. Although these materials were generally not tested in the literature for 
their impact on clinician adherence or competence, they were frequently referenced as a com-
ponent of didactic training, and it is reasonable to presume that supplemental tools could serve 
as an implementation support or reference for clinicians after their return to community-based 
treatment settings. Regarding the use of written materials during trainings, the literature gen-
erally did not explicitly address this issue, except in the case of self-guided trainings (e.g., read-
ing a treatment manual), limiting our ability to determine the most effective ways to incorpo-
rate written materials during didactic training. 

Didactic Training Content 

In the literature reviewed, there was often detail provided about the content of the training. 
For example, it was common for trainings to describe the theory underlying a given psycho-
therapy, as well as its core techniques (e.g., cognitive restructuring in CBT, imaginal exposure 
for prolonged exposure). Trainings often covered clinical decisionmaking, and interactive or 
role-play exercises were often used to give trainees the opportunity to practice these skills. 
Although studies generally did not test the effectiveness of the specific content of the trainings, 
it is likely important for any training designed to promote knowledge and skill in a given psy-
chotherapy to touch on these core topics. Theory, core techniques, and clinical decisionmaking 
were often mentioned as key content areas for trainings during our key informant discussions.

In addition to theory, core techniques, and clinical decisionmaking, there are other topics 
that are likely important for a training to address, especially in a program designed to pro-
mote adherence and competence. One such topic is measurement-based care, which is the 
systematic administration of symptom measures and use of the information from these mea-
sures to inform clinical decisionmaking at the individual patient level (Fortney et al., 2016). 
Measurement-based care is a component of many EBPs (Scott and Lewis, 2015), in which 
symptom levels are routinely monitored throughout treatment. In our literature review, train-
ing descriptions rarely explicitly mentioned measurement-based care, though it is likely that 
some trainings reviewed information about how to use patient self-report measures to assess 
symptom levels and progress during treatment. Because many EBPs do promote regular symp-
tom monitoring, and given increasing evidence that measurement-based care contributes to 
positive patient outcomes (Fortney et al., 2016), it is likely an important topic to be covered 
by trainings.

Similarly, a small number of trainings reviewed in the literature touched on the topic of 
co-occurring disorders. For example, one study focused on training addiction counselors to 
implement CBT for depression (Hepner et al., 2011). This training explicitly addressed the 
connections between substance use and mood and provided examples of depression-related 
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thoughts and behaviors that may be common among individuals receiving treatment for sub-
stance use disorders. MDD and PTSD are commonly comorbid with SUD among patients 
receiving care in community-based or VA treatment settings (Brown et al., 2001; Rush et al., 
2005; Seal et al., 2011; Watkins et al., 2004). Therefore, addressing co-occurring disorders as 
part of psychotherapy trainings focused on these diagnoses will ensure that trainees are better 
prepared to serve the range of patients who present for treatment.

Consultation/Supervision

As stated above, the purpose of consultation or supervision is to provide training on a psycho-
therapy to clinicians as they are actively applying or practicing that therapy in a clinical set-
ting. Often, supervision refers to a situation in which a clinician in training is practicing under 
the license of the supervising clinician—for example, when the clinician in training is not yet 
licensed—whereas consultation refers to situations in which an independently practicing clini-
cian draws on the expertise of a colleague or other independently practicing clinician for guid-
ance. Under these definitions, supervision is associated with a legal responsibility on the part 
of the supervisor because the individual being supervised is practicing under his or her license. 
That said, in reviewing the literature, consultation and supervision were used mostly inter-
changeably and, in most cases, referred to situations that were more in line with the definition 
of consultation because the clinicians participating in training were often independent practi-
tioners (though a small number of trainings included clinicians in training as well). Therefore, 
when we refer to consultation and supervision in the subsequent sections, we are referring 
largely to consultation arrangements, though many of the findings likely apply to both tradi-
tional supervision of unlicensed or retraining clinicians and independent practitioners seeking 
to strengthen their skills.

By definition, supervision involves the provision of feedback to clinicians about how they 
are doing with the implementation of a given psychotherapy in practice with actual clients. 
Supervision can be conducted in groups or individually and can take place in person, over the 
phone, or via videoconferencing or other technology-enabled methods. Based on the litera-
ture, there does not appear to be a defined amount, frequency, or duration of supervision that 
is deemed necessary or even recommended for most evidence-based practices. Supervision is 
typically provided after the didactic portion of a training, which gives clinicians the chance to 
modify or improve their use and understanding of the therapy while they are actively practic-
ing that therapy with clients. Supervision also typically occurs after some form of initial class-
room or didactic instruction is completed, although this is not always the case.

Supervision appears to be critical to achieving adherence and competence across target 
diagnosis and type of psychotherapy. One study found that, after completing CBT training 
followed by group supervision with audiotaped session review, mean ratings on the Cognitive 
Therapy Rating Scale reflected moderate adherence and competence, though clinician scores 
fell below the typically applied threshold for competence (Lopez and Basco, 2015). A recent 
study of training in cognitive processing therapy for PTSD found that therapists who received 
group consultation achieved better patient outcomes than those with no consultation (Monson 
et al., 2018). Another training for interpersonal therapy in the Veterans Health Administration 
found that, while participating in telephone-based consultation after the conclusion of a three-
day training workshop, clinicians increased in competence from baseline to the first patient 
and then increased again from the first patient to the second patient, suggesting that ongoing 
practice while receiving consultation can result in continued improvement of skills (Stewart et 



10    Training Clinicians to Deliver Evidence-Based Psychotherapy: Development of the TIP Tool

al., 2014). Similarly, a training for acceptance and commitment therapy for MDD found that 
trainees significantly increased in competence during the consultation period (Walser et al., 
2013).

Although most trainings that offered consultation or supervision did so following com-
pletion of the didactic and initial skill practice elements of training, trainings that conducted 
supervision concurrent with training were also successful in bringing trainees to competence 
(Lau, Dubord, and Parikh, 2004). However, there is limited support in the literature for con-
clusions regarding the importance of the timing, frequency, or duration of supervision for 
supporting clients in achieving adherence and competence. That said, some of the literature 
reviewed above suggests that a longer supervision period or requiring supervision for a certain 
number of cases may help to ensure that clinicians have an adequate opportunity to practice 
skills and ultimately reach adherence and competence.

There is some evidence that the format of consultation/supervision may make a differ-
ence. For example, one study found that CBT competence increased over time among clini-
cians who received group consultation with review and group discussion of audiotaped therapy 
sessions but that CBT competence decreased over time among some of the clinicians who had 
received individual consultation with review and one-on-one discussion of audiotaped therapy 
sessions (Wiltsey Stirman, Pontoski, et al., 2017). However, few studies compared the format 
of consultation/supervision, and this result was not consistently found across the literature. 
Literature we reviewed related to specific trainings also provided little detail about the spe-
cific content of consultation and what elements may be effective. There is some evidence from 
the implementation and dissemination literature that suggests that such elements as helping 
clinicians understand appropriate ways to adapt a psychotherapy for a given patient, ensuring 
that consultation is tailored to an individual clinician’s needs, and incorporating behavioral 
rehearsal or modeling may improve the effectiveness of consultation/supervision (Bearman 
et al., 2013; Rosen et al., 2016; Wiltsey Stirman, Gutner, et al., 2016). However, more work is 
needed to understand what content is most critical for supporting adherence and competence. 

Certification

There is little evidence regarding the influence that certification has on the success of a train-
ing in bringing trainees to adherence or competence. Certification was not often mentioned in 
the literature reviewed, and, when it was described, there was great variability in the threshold 
specified for certification. In some cases, certification was equivalent to a certificate of partici-
pation in the training, in that completion of the training was all that was required for provid-
ers to be considered certified. In other cases, certification required participation in the train-
ing followed by some demonstration of knowledge, skill, or competence. The most restrictive 
definitions of certification required that trainees submit a specified number of audio-recorded 
therapy sessions and obtain a passing score on a standardized assessment of adherence or com-
petence. In most cases, however, there was no mention of certification in the articles included 
in this review.

Although the literature did not reveal an association between certification and clinician 
adherence/competence, there are challenges to examining that link. For example, many stud-
ies focused on the more immediate outcomes of a psychotherapy training. As described, some 
of the more rigorous certification programs require clinicians to submit case examples, and it 
may take some time after a training has been completed for a clinician to have a sample case 
to submit. Another challenge is that certification requirements can vary by psychotherapy 
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type. For example, our key informant feedback highlighted that cognitive processing therapy 
offers “provider status” but no certification and that there are other psychotherapies for which 
national certification is not available. Certification is available in CBT (e.g., through the Acad-
emy of Cognitive Therapy), but trainings do not necessarily follow clinicians after their com-
pletion of training and consultation to determine the number of people who go on to obtain 
certification. 

However, without standard certification criteria, determining when someone has achieved 
adherence or competence or is ready to practice a given psychotherapy is at the discretion of the 
individual participant. Certification is a way to emphasize the importance of formally testing 
a clinician’s skills, rather than presuming that completing training has been sufficient to attain 
adherence and competence. In this way, encouraging trainees to obtain certification may pro-
vide an incentive for clinicians to reach those specified thresholds.   

Program Evaluation

Evaluation strategies varied widely across this sample, and articles reported on process mea-
sures and patient and clinician outcomes. The more rigorous evaluations included pre/post 
assessments of adherence and competence, while less rigorous assessments included such met-
rics as process measures (e.g., clinician satisfaction); clinician self-reported self-efficacy, skill, 
or behavior change; and patient outcomes, including symptom severity and quality of life. 
Although there is little evidence regarding the importance of the evaluation of trainings in 
shaping their effectiveness, evaluation data are likely critical to continuing to improve the 
training.

Implementation Facilitation

Organizational context and implementation-related factors are important to consider when 
asking clinicians to change their clinical practice, such as delivering a new EBP (Beidas and 
Kendall, 2010; Wiltsey Stirman, Gutner, et al., 2016). Our literature review did not focus spe-
cifically on organizational or implementation factors, so this literature did not address a link 
between implementation factors and adherence and/or competence. Still, implementation fac-
tors were referenced as a consideration in several articles. For example, one qualitative analysis 
of cognitive processing therapy training in VA residential programs found that facilitators of 
use of the psychotherapy in clinical practice included implementation support, availability 
of additional resources, and the championing of implementation by administrators on site in 
clinical practice settings (Cook et al., 2015). Anticipating the challenges associated with imple-
mentation, another training provided troubleshooting support to coach clinicians on imple-
mentation challenges during the consultation period (e.g., Miller et al., 2005).

Our key informant discussions suggested the utility of assessing organizational context 
and potential implementation barriers as part of psychotherapy training. These discussions 
also highlighted that implementation barriers make it challenging to design and implement 
trainings. If clinicians have too few patients on their caseloads, they might not have adequate 
opportunity to practice the psychotherapy, or, if clinicians are too overwhelmed and pressed for 
time in their settings, they might not feel that implementing the psychotherapy is an option. 
One training described adapting content and supports to address implementation barriers (e.g., 
providing web-based resources, providing initial support before training, or connecting cli-
nicians with other clinicians learning to practice the psychotherapy) (Cook et al., 2015). As 
described here, there is mounting evidence that, no matter how good training is, EBPs may 
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not necessarily be delivered competently over the long term without sufficient awareness of 
the ways in which organizational factors can influence implementation success and the need 
for implementation support. Although psychotherapy trainings have not historically addressed 
these issues, their inclusion may increase the likelihood that clinicians are able to deliver the 
EBP with fidelity in their settings.

Clinician Characteristics

A number of themes in the literature appeared to be less central to fidelity but still potentially 
important in terms of the impact on clinician-related training outcomes. Our literature review 
suggested a relationship between the baseline qualifications, knowledge, beliefs, and experi-
ence of clinicians and their likelihood of reaching adherence and competence after the comple-
tion of a training. For example, some studies found that master’s-level clinicians had higher 
competence than bachelor’s-level clinicians after completion of the same training—a training 
that was successful in achieving high levels of adherence and competence among both cohorts 
of trainees (Fals-Stewart and Birchler, 2002; Meier et al., 2015). Studies differed in their find-
ings about the relative importance of general clinical experience and clinical experience with a 
specific psychotherapy. Several studies found that past clinical experience with a therapy was 
more important in achieving competence than the overall length of general clinical experience 
(James et al., 2001; McManus et al., 2012), although other studies found that clinicians with 
experience in a particular therapy were similarly successful in achieving adherence and com-
petence to those without specific experience in that therapy (Gibbons et al., 2010; McIndoo, 
2016). Some articles from the general psychotherapy training literature suggest that theoretical 
orientation may not be associated with training outcomes (Creed et al., 2016). Regardless, cli-
nicians with less experience and training can still achieve adherence or competence. 

It may not be advisable for clinicians with less experience to self-train using a manual, 
and supervision might be particularly helpful for this population in implementing EBPs (Chu, 
2008). One study that reviewed CBT training practices found that there were multiple studies 
that, in an attempt to maximize opportunity for feedback, provided more training to clinicians 
who were starting out with less experience (Rakovshik and McManus, 2010). That said, there 
were some studies that found no effect of a provider’s years of clinical experience (Eftekhari 
et al., 2015; Ekers, Dawson, and Bailey, 2013), so there is a need for more research in this area. 

Limitations

There is considerable variability in the way in which fidelity is defined and measured and in 
the extent to which fidelity is explored or addressed in the psychotherapy training literature. 
This variation exists across different types of psychotherapy, diagnoses of focus, and trainings, 
but there is also variation within individual psychotherapies. For example, articles about CBT 
trainings sometimes distinguish between fidelity to “generic CBT skills” and fidelity to “CBT-
specific interventions” (Larson et al., 2013). Similarly, the way in which competence is assessed 
also varies in the literature, making it difficult to reach conclusions. For example, there is vari-
ability in terms of the extent to which clinician competence on a specific therapy (e.g., cogni-
tive processing therapy) is distinguished from general clinician competence in working with 
clients (Fairburn and Cooper, 2011). Such variations make it difficult to draw conclusions 
across the literature. In addition, many trainings operationalize outcomes using such outcomes 
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as knowledge tests or skill assessment during role play, but the disadvantage to this is that there 
is not good evidence to suggest that knowledge translates to behavior change.

Our literature review suggests that competence is harder to achieve than adherence, 
although this is not necessarily consistent across different psychotherapies. For example, one 
motivational enhancement therapy training for SUD found that adherence was harder to 
attain than competence (Martino et al., 2009). Many other studies of training outcomes for 
CBT, behavioral activation, and other psychotherapies found that competence was more dif-
ficult to achieve than adherence (Fals-Stewart and Birchler, 2002; Hepner et al., 2011; Hunter 
et al., 2012; Puspitasari, Kanter, Busch, et al., 2017; Puspitasari, Kanter, Murphy, et al., 2013; 
Rawson et al., 2013). The variability in results across psychotherapies presents a challenge 
for designing a tool with broad applicability; however, future research may help to determine 
whether the elements needed to reach adherence and/or competence vary across psychothera-
pies, which would then inform modifications to the tool. 

Documentation of the details of psychotherapy training in the literature we reviewed was 
highly variable in both content and the degree of detail provided about training and super-
vision, making it difficult to reach overarching conclusions. It was often difficult to know 
whether something was excluded or was simply not mentioned in the literature. For example, 
39 percent of trainings did not provide a description of the didactic or interactive content, and 
20 percent of trainings did not mention supervision or consultation. Of those that mentioned 
consultation/supervision, 26 percent did not specify format. There is a need to better evaluate 
the format, spacing, duration, and structure of trainings, given how little is established in the 
literature about the importance of each of these variables to achieving competence and adher-
ence among newly trained clinicians (Chu, 2008).

The homogeneity of the literature in this particular sample also influences our ability to 
draw conclusions that transcend type of psychotherapy. In the articles we reviewed, 55 percent 
of the trainings were CBT-focused. There was some consistency in findings across all psycho-
therapies, but it was difficult to formally explore potential differences without a sizable sample 
of articles for each of the psychotherapies. It may be that the importance of certain training 
elements varies by psychotherapy. For example, an approach like behavioral activation may 
require less-intensive training than a more complex psychotherapy, such as acceptance and 
commitment therapy (Jacobson, Martell, and Dimidjian, 2001; Rhodes et al., 2014) or CBT. 
It is also important to note that our review of the literature was limited to psychotherapies with 
a strong evidence base; therefore, we did not consider the topic of the training (i.e., which psy-
chotherapy was being trained) as a potential domain for the tool. That said, it is an important 
consideration when developing and selecting trainings. 

Lastly, there was great variability in research methodology across the psychotherapy train-
ing literature identified by our team. There were only a handful of training RCTs, and quasi-
experimental studies on trainings were not common. The majority of the studies that reported 
outcomes for evaluations of trainings were pre/post or simply descriptive. Another review of 
clinician training on psychotherapies found that only a small proportion of the studies identi-
fied had utilized rigorous study methodologies (Herschell et al., 2010).
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Summary

To develop the TIP Tool, we conducted a literature review, which was supplemented by con-
sultation with experts on psychotherapy training and implementation science. This chapter 
summarized the results of these efforts, with the ultimate goal of identifying the elements of 
psychotherapy trainings that have been shown to lead to trainee adherence and competence. 
Aspects of trainings that emerged as relevant included the level of interactivity of the didactic 
components of trainings and the availability and format of consultation/supervision for train-
ees. We used the results of this literature review to inform the development the TIP Tool. 
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CHAPTER THREE

User Guide

The TIP Tool is designed to assess trainings for community-based providers with respect to 
how they align with the core elements of trainings identified as potentially effective in our 
review of the literature and discussion with experts. The tool was constructed with several 
potential users and uses in mind. Regarding users, the tool may be of interest to organizations 
that fund trainings and organizations that design and lead trainings, as well as organizations 
and individuals who might be interested in participating in trainings. 

In turn, organizations and individuals could use the tool for multiple reasons. First, it 
could be used to determine whether an existing training has the features necessary to achieve 
the goal of that training—whether it be to build initial knowledge in a given area, teach 
basic skills, or help clinicians to achieve adherence and competence in a given psychotherapy. 
Second, organizations could use the information to determine which features to incorporate 
when designing a new training. Third, organizations or individuals could use the tool to select 
among different types of trainings so they can weigh the relative strength of each for produc-
ing clinician competency. Fourth, the tool may also be helpful for those organizations inter-
ested in improving or enhancing their own training approaches. For example, by reviewing 
the descriptions of what constitutes each score within a given domain, a program may identify 
elements that could be incorporated to build its current capacity. Finally, researchers who study 
clinician psychotherapy training or conduct psychotherapy research may find the tool useful 
in documenting the details of the training approach that was used. As highlighted in Chapter 
Two, we identified several gaps in the psychotherapy training literature, and more thorough 
documentation of training could help to address outstanding questions about core, effective 
training elements. These potential audiences and uses are summarized in Table 3.1.

This chapter provides specific guidance on how to use the tool. The chapter begins by 
reviewing general principles for how an organization or individual would select a training to 
rate and then provides a detailed guide to applying the rating criteria and scoring the measure. 

Applying the Tool to Evaluate Trainings

Organizations may offer multiple types of trainings. In this case, there are different ways in 
which this tool could be applied. One option is to complete the tool based on a typical training 
offered by the organization. Specifically, an organization could select a representative program 
and apply the tool based on that training. Although the results may not reflect all trainings 
offered by the organization, they would characterize a typical type of training for that orga-
nization. Another option is to score the tool based on the capabilities that an organization can 
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offer as part of a training. Though each element might not be present in every training, scoring 
the tool in this way would provide a sense of the highest capacity the program can offer within 
each domain. Finally, the tool could be applied individually to multiple trainings within an 
organization. For example, if a training is tailored for a specific audience or organization and 
has different features from those of a training for another audience or organization, the tool 
could be completed separately based on each individual program. This would provide a more 
nuanced perspective on each specific training offered by the organization. 

Characterizing Psychotherapy Trainings

Psychotherapy trainings can vary substantially in their scopes and objectives. Some trainings 
may be designed to provide clinicians with an introduction to a psychotherapy, such as the 
evidence base, theoretical underpinnings, and core elements. These trainings are valuable in 
that they may serve as a primer to increase a clinician’s familiarity with a given psychotherapy. 
At the other end of the spectrum, some trainings may be designed to teach clinicians to imple-
ment a given psychotherapy in a clinical setting with fidelity. This type of training focuses not 
only on increasing a clinician’s knowledge but also on building specific skills needed to imple-
ment the psychotherapy with adherence and competence. 

Given this potential variability, this tool was designed to capture the full range of differ-
ent psychotherapy trainings. In developing the tool, we considered three categories of psycho-
therapy trainings, described in more depth in Table 3.2. The first type of training is designed 
to raise awareness—that is, build a clinician’s familiarity with a given psychotherapy. The 
second type of training is designed to promote skill-building. The third type of training is 
designed not only to build skills but also ultimately to support competence. 

Because some trainings may implement techniques across these different categories, we 
have considered them along a continuum for purposes of constructing our training rating tool. 
For example, a training that is designed to raise awareness will likely earn a lower overall score 
than a training that is designed to support competence. In this way, a lower score would not 
necessarily be interpreted as reflecting a training that performs worse than others; instead, the 

Table 3.1
Potential Users and Uses of the TIP Tool

Potential Users Ways the Tool May Be Used

Organizations that fund trainings •	 Evaluate or compare existing trainings to determine whether 
they have the features necessary to achieve the stated goals of 
the training and funder.

Organizations that design or lead trainings •	 Evaluate an existing training to determine whether it has the 
features necessary to achieve the goals of the training.

•	 Determine what features should be incorporated when design-
ing a new training. 

•	 Improve or enhance existing training approaches.

Individuals or organizations interested in 
participating in trainings

•	 Evaluate an existing training to determine whether it has the 
features necessary to meet the needs and expectations of the 
potential trainees.

•	 Select among trainings when multiple options are present.

Researchers who study clinician training or 
psychotherapy

•	 Document detailed elements of the training approach used.
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lower score may indicate that the training is achieving its objective of raising awareness but per-
haps does not include the objectives of promoting skills or clinician competence/fidelity. More 
details about scoring and interpreting the results of the tool are provided below.

Guidance for Using the Tool

The TIP Tool includes two main sections. The first section gathers information about the train-
ing and its characteristics. This section focuses on descriptive characteristics, such as the target 
psychotherapies, target diagnoses, format, and timing of the training. This part of the tool is 
not scored, as these features were not consistently associated with better outcomes in the litera-
ture. Instead, it is designed to provide context and background on the training.

The second section consists of the scored domains of the tool. The section is organized 
into five domains, based on our review of the literature and consultation with experts in psy-
chotherapy training and implementation/dissemination. These domains are as follows:

•	 Didactic training format: This domain includes features of the didactic portion of a 
training, including length of training, level of interactivity, and provision of feedback. 

•	 Didactic training content: This domain focuses on the topics covered in the didactic 
portion of the training, such as core techniques and theory and clinical decisionmaking.

•	 Consultation/supervision: This domain focuses on the consultation/supervision com-
ponent of a training, including the availability of consultation/supervision and character-
istics of consultation/supervision (e.g., length, how the review of sessions is conducted).

•	 Program evaluation: This domain is designed to capture any evaluation that is incor-
porated into the training, including participant satisfaction and assessment of knowledge 
and skills.

•	 Implementation facilitation: This domain focuses on the incorporation of implementa-
tion of the psychotherapy into the trainee’s practice and organization into the training. 

Scoring the TIP Tool

Each of the items in the tool is rated on a scale from 1 to 5. This scale is anchored to the three 
categories of trainings described above: A score of 1 indicates Raising Awareness, a score of 3 

Table 3.2
Characterizing Psychotherapy Trainings

Type of Training Description

Raising Awareness These trainings are designed to provide an overview or introduction to a 
psychotherapy. Although specific therapeutic techniques or skills may be discussed, 
this is largely communicated in an informational or didactic manner.

Skill-Building These trainings are designed not only to introduce a given psychotherapy but also to 
provide the foundation for and develop associated skills and therapeutic techniques. 
These trainings are designed to help promote positive change in clinical practice. 

Supporting Competence These trainings are designed not only to begin developing skills consistent with a 
given psychotherapy but also to help clinicians achieve adherence and competence—
that is, to prepare clinicians to implement a psychotherapy with fidelity after 
completion of the training.
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indicates Skill-Building, and a score of 5 indicates Supporting Competence. Specific scoring 
anchors are provided for each of these levels, as well as for scores of 2 and 4. These anchors are 
designed to make the distinction between each level as concrete as possible. 

The next section provides specific guidance for each item on the scored portion of the 
TIP Tool. For each item, a definition is provided, as well as descriptions of any terms used in 
the scoring instructions. Within the tool, key terms appear in bold at their first use, along with 
a definition. Specific guidance is then provided for coding each item, including a description 
of what constitutes a score at each level. 

Training Information and Characteristics

Information to complete the section can be collected from the training director or manager, 
website, or other written training materials.

Training Program Identification

Definition: This section is intended to record basic information on the training and details 
on how to gain additional information. Raters should indicate the date the tool was completed 
and by whom. 

Training Program Identification

Date Raters

Training Name

Website

Address

Program Contact

Telephone Number

Email Address

Training Characteristics

Definition: This section is intended to record the focus of the training, including the target 
psychotherapies and diagnoses, the size of the training, and whether there are any minimum 
qualifications required for clinicians (e.g., licensure in a mental health field, any prerequisite 
course completions). The section also gathers information about the format of the training.
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•	 Training format refers to the way the training content is delivered. A rater should place a 
check mark next to “Available” after “In person” or “Web based” if any elements of the 
training are conducted in person or online, respectively. If the training features both 
optional and required components of a particular format (in person or web based), the 
rater should place a check mark in both boxes. 

•	 Typical length of didactic training is the average number of hours required to complete 
the entire training. This number should include any required in-person and required 
web-based components, including training sessions, demonstrations, skill practice, dis-
cussion, and assessment. Optional components should not be included, such as reviewing 
supplemental materials, optional training components, time spent preparing for training 
sessions, or time spent on homework or outside skill practice. Supervision or consultation 
should also not be included. 

•	 Typical timing of didactic training refers to the spacing of training sessions. If there is only 
one session, or if the training is conducted over several days without interruption, the 
rater should select “One time, consecutive days.” If sessions take place over time, with 
breaks in between, the rater should select “Spaced out over time.”

Training Characteristics

Target Psychotherapies Addressed by Training Target Diagnoses Addressed by Training

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

Training Size Minimum Qualification of Trainees

Number of trainings per year: _________ _______________________________________

Average number of trainees per training: _________ _______________________________________

_______________________________________

Training Format _______________________________________

In person:         Available          Required _______________________________________

Web based:      Available          Required _______________________________________

Typical Length of Didactic Training Typical Timing of Didactic Training

_________  hours  One time, consecutive days

  Spaced out over time
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Scored Domains

The sections below and Tables 3.3–3.20 provide more detail on the definition and scoring for 
each of the scored domains. Although information to complete this section may be available 
in written materials, it may be necessary to gather the information directly from the training 
director, manager, or instructor.

Raters of each item must be familiar with the content of the training course and the 
way in which the training content is delivered. Raters should consider all recent (within six 
to 12 months) iterations of the training, including any variability caused by different train-
ing leaders or customizations made for trainees with different experience levels. Item scoring 
should account for this variability by endorsing the score that reflects how the training is typi-
cally delivered. 
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I. Didactic Training Format
IA. Length of Training

Definition: This is the total time required (in hours) to complete the entire training (not 
including breaks). 

•	 This total should include the length of any required components of the training, includ-
ing in-person or web-based training sessions and in-person or web-based demonstrations, 
skill practice, discussion, or assessment.

•	 This total should not include time spent on any of the following activities related to the 
training: supervision or consultation, reviewing supplemental materials, optional train-
ing components, time spent preparing for training sessions, or time spent on homework 
or outside skill practice.

Table 3.3
Item IA Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

I. Didactic Training Format

IA. Length of 
Training

2 hours or less 3 to 5 hours 6 to 8 hours 9 to 15 hours  16+ hours

Item Scoring:

•	 Raising Awareness (1): 2 hours or less. The training is two hours or less in total length, 
such as a one-time two-hour workshop or a self-directed web-based course that requires 
an estimated two hours to complete.

•	 (2): 3 to 5 hours. The training requires approximately three, four, or five hours to com-
plete. Examples include a one-time five-hour workshop, a web-based facilitated training 
seminar completed in two sessions that are each two hours in length, or a self-directed 
web-based training that requires four to five hours to complete.

•	 Skill-Building (3): 6 to 8 hours. The training requires approximately six, seven, or eight 
hours to complete. Examples include a daylong workshop, eight weekly hour-long train-
ing sessions, or a web-based seminar that takes an estimated eight hours to complete.

•	 (4): 9 to 15 hours. The training is greater than or equal to nine hours and less than or 
equal to 15 hours in total length. Examples include two daylong workshops that are each 
seven hours in length, ten weekly hour-long training sessions, or a web-based training 
that takes approximately ten to 12 hours to complete. 

•	 Supporting Competence (5): 16+ hours. The training is 16 or more hours in total length. 
Examples include two daylong workshops that are each eight hours in length, ten weekly 
two-hour sessions, or a three-day workshop consisting of eight-hour training sessions.
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IB. Level of Interactivity

Definition: This is the degree to which trainees interact with the training material through 
responding, reflecting, sharing, applying concepts, practicing skills, and otherwise engaging 
with the key concepts, theories, and skills featured in the training. Interactivity may take place 
in person or online. 

•	 Self-guided trainings are facilitated by the trainee, and there is no training leader guiding 
either the in-person or web-based training session—nor are there any trainee peers with 
whom to interact (either online or in person). Self-guided formats include self-directed 
web-based programs, computer-based trainings, and self-guided training through the use 
of a training manual or guide.

•	 Didactic refers to the delivery of training content, such as theory or key concepts, through 
a lecture-style format in which the trainee is a listener and the training leader or web-
based training program is the speaker or presenter of information.

•	 Demonstrations may be in person, online, or in a video. Demonstrations include any of 
the following activities: live demonstrations by the trainer, video demonstrations of rel-
evant concepts or skills, web-based audiovisual demonstrations, and examples of concepts 
that are provided by trainees and confirmed by the training instructor for the benefit of 
the entire group of trainees.

•	 Role play is an exercise in which trainees practice using the skills and concepts featured 
in the training by interacting with a mock or simulated therapy client, either in person or 
online. The mock client might be a fellow trainee or group of trainees, the training leader, 
or a simulation. Role-play exercises might take place in pairs with no audience, or they 
may be conducted in “fishbowl” style in which the trainee(s) in the role play are observed 
by other trainees and/or the training leader. 

•	 Other interactive elements (not demonstrations or role play) include 
–– group discussion about interpretation, application, or understanding of training con-
tent, including discussion about a completed homework assignment 

–– interactive quizzes or exercises (completed on paper, in person, or online) that require 
trainees to interact with the training content

–– games or activities (online or in person) in which trainees interact with one another to 
apply or learn the training material 

–– contributions to peer discussion boards 
–– case examples or vignettes presented by the training leader 
–– skill practice during training (e.g., completing a thought record).
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Table 3.4
Item IB Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

I. Didactic Training Format

IB. Level of 
Interactivity

Self-guided Didactic only Didactic, 
plus either 

demonstrations or 
other interactive 

elements 

Didactic, plus both 
demonstrations 

and other 
interactive 
elements

Didactic, plus all 
of the following: 
demonstrations, 
other interactive 

elements, and role 
plays

Item Scoring:

•	 Raising Awareness (1): Self-guided. The trainee does not engage or interact directly with 
a training leader, nor does the trainee interact with trainee peers. Training content is 
delivered in a self-guided format, which may consist of a written or computer-based train-
ing manual, book, or online asynchronous web-based learning program that the trainee 
completes in his/her/their own time. An example of a training in this category is one that 
consists of a training manual plus quizzes on content. 

•	 (2): Didactic only. There is little to no interaction between the trainee and the training 
leader, and there is little to no interaction with other trainees. Training content is deliv-
ered by a training leader either in person or online. The trainee listens but does not inter-
act with the leader or content apart from asking clarifying questions. 

•	 Skill-Building (3): Didactic, plus either demonstrations or other interactive elements. 
There is little to moderate interaction between the trainee and the training leader and/
or trainee peers. Demonstrations (video or real-time) or other interactive elements are 
used to show a real-world application of the training content. The program uses a lecture 
format (in person or online) in which trainees listen at times without interacting, and it 
also features demonstrations or applications of relevant concepts or skills. The training 
does not include role play.

•	 (4): Didactic, plus both demonstrations and other interactive elements. There is moderate to 
significant interaction between the trainee and the training leader and/or trainee peers. 
The training uses a lecture format (in person or online) in which trainees listen at times 
without interacting, and it also features both demonstrations and applications of relevant 
concepts or skills. The training does not include role play. 

•	 Supporting Competence (5): Didactic, plus all of the following: demonstrations, other 
interactive elements, and role plays. There is significant interaction between the trainee and 
the training leader and/or peers. The training uses a lecture format (in person or online) 
in which trainees listen at times without interacting, and it also features demonstrations, 
other applications of relevant concepts or skills, and role play.
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IC. Individual Feedback During Training

Definition: This is information for the individual trainee conveyed during didactic training 
either aloud or in writing—and either in person or online—about individual learning, mas-
tery, content knowledge, or skills pertaining to the training. Individual feedback is tailored in 
some way for the trainee; this item does not refer to feedback that might be given to the entire 
group of trainees.

•	 Self-guided or self-generated feedback is standardized, and it does not come from a person 
(e.g., trainer, peer). Examples include feedback generated from a self-assessment tool, tips 
identified through a training manual, and the results of a multiple-choice quiz. 

•	 Informal feedback from the trainer or peer(s) refers to information that is shared (spoken 
or in writing) in an ad hoc fashion with the trainee. Examples include
–– observations or comments reflecting on trainee skill practice or role play
–– peer feedback during small-group discussion
–– reflections on a skill practice exercise conducted in pairs
–– leader comments on a homework assignment. 

•	 Structured feedback uses a structured tool to provide feedback on strengths and opportu-
nities for growth with regard to the course material. This feedback might pertain to per-
formance (e.g., skill practice, role play) or to understanding of content. Examples include
–– graded or formal assessment on an assignment, exercise, or role play
–– use of a standard assessment to evaluate a role play or skill rehearsal.

Table 3.5
Item IC Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

I. Didactic Training Format

IC. Individual 
Feedback During 
Training

Self-guided or 
self-generated 
feedback only 

Few trainees 
receive informal 
feedback from 

leader or peer(s)  

Some but not 
all trainees 

receive informal 
feedback from 

leader or peer(s)

All trainees 
receive informal 
feedback from 

leader or peer(s)

Structured, 
individual 
feedback 

Item Scoring:

•	 Raising Awareness (1): Self-guided or self-generated only. This type of feedback is stan-
dardized, and it does not come from a person.

•	 (2): Few trainees receive informal feedback from leader or peer(s). The feedback conveyed to 
trainee(s) is informal, meaning that it is delivered in an ad hoc manner in response to the 
trainee. One, two, or three trainees receive feedback.

•	 Skill-Building (3): Some but not all trainees receive informal feedback from leader or peer(s). 
More than three but fewer than all trainees receive feedback. The feedback (spoken or 
written) conveyed to trainees is informal, meaning that it is delivered in an ad hoc manner 
in response to the trainee. 

•	 (4): All trainees receive informal feedback from leader or peer(s). The feedback (spoken 
or written) conveyed to trainee(s) is informal, meaning that it is delivered in an ad hoc 
manner in response to the trainee. A training that scores a 4 on this item likely cre-
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ates multiple opportunities to deliver feedback so that, over time, every trainee has the 
opportunity to receive comments from the leader or peer(s). For example, role plays could 
include another trainee who serves as an observer and provides feedback following the 
role-play exercise.

•	 Supporting Competence (5): Structured, individual feedback. All trainees in the train-
ing receive individual feedback from the training leader(s), either spoken or written. The 
purpose of the feedback is to evaluate the trainee’s understanding or apparent mastery of 
training content by providing information about particular strengths or opportunities for 
improvement. 
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ID. Integration of Written Materials

Definition: This is the extent to which print resources are used and integrated in the training.

•	 Written materials include training manuals or guides, books, handouts generated from 
a book or manual, and handouts developed specifically for the training, as well as the 
availability of these materials online or through a computer program. This does not refer 
to printouts of briefing slides used in the training but instead refers to supplemental 
resources. 

Table 3.6
Item ID Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

I. Didactic Training Format

ID. Integration 
of Written 
Materials

No use of 
written materials 

Written 
materials 

provided but not 
integrated into 
didactic training

Review of 
written materials 

suggested 
before or after 

didactic training

Review of 
written materials 

strongly 
encouraged but 

not required

Review of 
written materials 
required before 
or after didactic 

training

Item Scoring:

•	 Raising Awareness (1): No use of written materials. The training does not use or suggest 
that trainees use any materials, such as manuals, guides, books, or handouts. A training 
with this score does not offer any optional materials through an online platform or com-
puter program.

•	 (2): Written materials provided but not integrated into didactic training. The training may 
provide access to written materials, but this resource is not mentioned during training, nor 
is it suggested as a helpful prerequisite. A training with this score might list an optional 
text in a syllabus without mentioning it during the course, or it might post supplemental 
materials online for trainees to access based on interest.

•	 Skill-Building (3): Review of written materials suggested before or after didactic training. 
The training suggests that trainees access written materials before or after the didactic 
training, but it does not require it. The trainer might reference the availability or possible 
use of materials during the training, but the materials are not discussed at length or in 
great detail. 

•	 (4): Review of written materials strongly encouraged but not required. The training encour-
ages trainees to access written materials before or after the training. Although use or 
review of the materials is not a requirement, there is a sincere attempt on the part of the 
training leader to encourage trainees to do so. The leader might mention the availability 
of such resources more than once during the training, and there is likely an opportunity 
to discuss or review material related to these resources during the didactic training. 

•	 Supporting Competence (5): Review of written materials required before or after didac-
tic training. A training meeting this score has a stated requirement involving a training 
manual, book, or other written resource that trainees are required to review or use as a 
part of the training. The requirement need not be enforced through an exam or other 
measure, but it must be a stated requirement of the training such that the majority of 
trainees do make use of these resources.
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II. Didactic Training Content
IIA. Core Techniques and Theory

Definition: This is the extent to which the didactic training content includes and covers the 
theoretical underpinnings and central therapeutic techniques of the psychotherapy on which 
the training is focused. This item pertains to didactic training content only, not consultation/
supervision.

•	 Concepts refers to core techniques and/or theory:
–– Core techniques are the actual methods or processes by which a clinician delivers a 

psychotherapy. Examples of techniques include in vivo exposure, relaxation training, 
cognitive restructuring, behavioral experiments, activity monitoring/scheduling, and 
using a Subjective Units of Distress Scale.

–– Theory is an explanation of how the psychotherapy helps patients change. For example, 
a training that covers the theory of CBT would explain how thoughts and behaviors 
relate to mood.

•	 Supplemental materials include training manuals or guides; books; course handouts; such 
resources as videos, graphics, websites, or reports that are posted to a website or available 
through a computer program; and anything else that is provided to trainees for review 
outside of the didactic training.

Table 3.7
Item IIA Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

II. Didactic Training Content

IIA. Core 
Techniques and 
Theory

Not included Concepts 
addressed in 

supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concepts 
introduced in 

didactic training

Concepts discussed 
with examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concepts in 
didactic training 

Item Scoring:

•	 Raising Awareness (1): Not included. The training does not include any of the core 
techniques or theory during didactic training, nor does it provide any resources on these 
topics.

•	 (2): Concepts addressed in supplemental materials or resources but not discussed in didactic 
training. The training provides materials or resources that mention core techniques and 
theory, but they are not discussed during didactic training.  

•	 Skill-Building (3): Concepts introduced in didactic training. At least one core technique 
and at least one aspect of theory is explicitly mentioned during didactic training without 
going into depth with examples. These components might be mentioned only once, or 
they might be mentioned more than once without any applied examples. Trainees do not 
have the opportunity to practice or apply information on this topic. 

•	 (4): Concepts discussed with examples in didactic training. Technique and theory are intro-
duced and explicitly discussed with applied examples for either or both components 
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during didactic training. There are no opportunities to practice the techniques or apply 
concepts of theory through role play or any other applied method. 

•	 Supporting Competence (5): Trainees given opportunity to practice or apply concepts in 
didactic training. The training provides explicit instruction on both core techniques 
and theory during didactic training, including applied examples. Trainees are given the 
opportunity to practice or apply the concepts that are discussed. Practice might take the 
form of a role-play or skill exercise, or trainees in small groups might discuss hypothetical 
scenarios and the way they would respond. In general, the examples and the exploration 
of the material that are provided during training are relatively in depth and detailed. The 
training does not necessarily cover all aspects of theory and techniques for the psycho-
therapy of focus, but it likely touches on more than one aspect of each.  
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IIB. Clinical Judgment and Decisionmaking

Definition: This is the extent to which the didactic training content includes instruction about 
clinical decisionmaking with the psychotherapy of focus or how to decide what to do during a 
psychotherapy session. This item pertains to didactic training content only, not consultation/
supervision.

•	 Supplemental materials include training manuals or guides; books; course handouts; such 
resources as videos, graphics, websites, or reports that are posted to a website or available 
through a computer program; and anything else that is provided to trainees for review 
outside of the didactic training period.

Table 3.8
Item IIB Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

II. Didactic Training Content

IIB. Clinical 
Judgment and 
Decisionmaking

Not included Concepts 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concepts 
introduced in 

didactic training

Concepts discussed 
with examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concepts in 
didactic training

Item Scoring:

•	 Raising Awareness (1): Not included. The training does not cover the topic of clinical 
judgment and decisionmaking during didactic training, nor does it provide any resources 
on this topic.

•	 (2): Concepts addressed in supplemental materials or resources but not discussed in didactic 
training. The training provides materials or resources that mention the concept of clinical 
judgment and decisionmaking using the EBP of focus, but this topic is neither discussed 
nor practiced during didactic training. 

•	 Skill-Building (3): Concepts introduced in didactic training. The training explicitly men-
tions the concept of clinical judgment and decisionmaking during didactic training with-
out going into depth with examples. Trainees do not have the opportunity to practice or 
apply information on this topic.

•	 (4): Concepts discussed with examples in didactic training. Clinical decisionmaking is intro-
duced and explicitly discussed with applied examples during the didactic training. There 
are no opportunities for trainees to practice or apply information on this topic.

•	 Supporting Competence (5): Trainees given opportunity to practice or apply concepts in 
didactic training. The training provides explicit instruction on clinical decisionmaking 
during didactic training, including applied examples. Trainees are given the opportunity 
to practice or apply the concepts that are discussed. Practice might take the form of a role 
play or skill exercise, or trainees might discuss in small groups a series of hypothetical 
scenarios and the way they might respond based on the information provided during the 
training. 
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IIC. Addressing Co-Occurring Disorders

Definition: This is the extent to which the didactic training content includes instruction 
about addressing co-occurring disorders with the psychotherapy of focus. This item pertains 
to didactic training content only, not consultation/supervision.

•	 Supplemental materials include training manuals or guides; books; course handouts; such 
resources as videos, graphics, websites, or reports that are posted to a website or available 
through a computer program; and anything else that is provided to trainees for review 
outside of the didactic training period.

Table 3.9
Item IIC Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

II. Didactic Training Content

IIC. Addressing 
Co-Occurring 
Disorders

Not included Concept 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training 

Concept 
introduced in 

didactic training

Concept 
discussed with 

examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concept in 
didactic training

Item Scoring:

•	 Raising Awareness (1): Not included. The training does not include the topic of co-
occurring disorders during didactic training, nor does it provide any resources on this 
topic.

•	 (2): Concept addressed in supplemental materials or resources but not discussed in didactic 
training. The training provides materials or resources that mention the concept of treat-
ing co-occurring disorders with the psychotherapy of focus, but this topic is neither dis-
cussed nor practiced during didactic training.

•	 Skill-Building (3): Concept introduced in didactic training. The training explicitly men-
tions the concept of treating co-occurring disorders with the psychotherapy of focus 
during didactic training without going into depth with examples. Trainees do not have 
the opportunity to practice or apply information on this topic.

•	 (4): Concept discussed with examples in didactic training. Addressing co-occurring disor-
ders with the psychotherapy of focus is explicitly discussed with applied examples during 
didactic training. There are no opportunities for trainees to practice or apply information 
on this topic.

•	 Supporting Competence (5): Trainees given opportunity to practice or apply concept in 
didactic training. The training provides explicit instruction on addressing co-occurring 
disorders with the psychotherapy of focus during didactic training, including applied 
examples. Trainees are given the opportunity to practice or apply the concepts that are 
discussed. Practice might take the form of a role-play or skill exercise, or trainees might 
discuss in small groups a hypothetical case formulation and the way they might treat that 
client differently from how they might treat someone without co-occurring conditions, 
based on the information provided during the training. 
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IID. Measurement-Based Care

Definition: This is the extent to which the didactic training content includes the topic of 
measurement-based care. Measurement-based care is the systematic administration of symp-
tom measures and use of the information from these measures to inform clinical decisionmak-
ing at the individual patient level (Fortney et al., 2016). This item pertains to didactic training 
content only, not consultation/supervision.

•	 Supplemental materials include training manuals or guides; books; course handouts; such 
resources as videos, graphics, websites, or reports that are posted to a website or available 
through a computer program; and anything else that is provided to trainees for review 
outside of the didactic training period.

Table 3.10
Item IID Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

II. Didactic Training Content

IID. Measurement-
Based Care

Not included Concept 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concept 
introduced in 

didactic training

Concept 
discussed with 

examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concept in 
didactic training

Item Scoring:

•	 Raising Awareness (1): Not included. The training does not include the topic of 
measurement-based care during didactic training, nor does it provide any resources on 
this topic.

•	 (2): Concept addressed in supplemental materials or resources but not discussed in didac-
tic training. The training provides materials or resources that mention the concept of 
measurement-based care, but this topic is neither discussed nor practiced during didactic 
training.

•	 Skill-Building (3): Concept introduced in didactic training. The training explicitly men-
tions the concept of measurement-based care during didactic training without going into 
depth with examples. Trainees do not have the opportunity to practice or apply informa-
tion on this topic.

•	 (4): Concept discussed with examples in didactic training. Measurement-based care is explic-
itly discussed with applied examples during didactic training. There are no opportunities 
for trainees to practice or apply information on this topic.

•	 Supporting Competence (5): Trainees given opportunity to practice or apply concept in 
didactic training. The training provides explicit instruction on measurement-based care 
during didactic training (e.g., selecting appropriate measures, frequency of administering 
measures, how to use the data to adjust treatment), including applied examples. Trainees 
are given the opportunity to practice or apply the concepts that are discussed. Practice 
might take the form of a role-play or skill exercise, or trainees might discuss in small 
groups a hypothetical case and strategies to integrate measurement-based care based on 
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the information provided during the training (e.g., ways to discuss treatment progress 
with patients using measurement-based care data). 

III. Consultation/Supervision
IIIA. Availability of Consultation/Supervision

Definition: This is the extent to which the training offers consultation or supervision. Super-
vision or consultation typically involves an expert in the modality providing support, guidance, 
and critical feedback to the trainee. Consultation/supervision may be conducted in person or 
via telephone, videoconference, or webinar or as group or individual supervision.

Table 3.11
Item IIIA Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

III. Consultation/Supervision 

IIIA. Availability 
of Consultation/ 
Supervision

Not referenced Consultation/ 
supervision 

(from training or 
training partner) 

is referenced 
during didactic 

training

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

suggested

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

encouraged

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

required 

Item Scoring:

•	 Raising Awareness (1): Not referenced. The training does not mention supervision during 
didactic training.

•	 (2): Consultation/supervision (from training or training partner) is referenced during didactic 
training. The training leader might mention consultation/supervision aloud, or an online 
training might contain a written reference to consultation/supervision, but trainees are 
not prompted to consider whether they might want to seek consultation/supervision. 

•	 Skill-Building (3): Consultation/supervision (from training or training partner) is available 
and is suggested. The training suggests that trainees might seek consultation/supervision, 
either provided by the training or through a training partner. The training does not try 
to persuade trainees to seek consultation/supervision, but it is referenced as an option. 

•	 (4): Consultation/supervision (from training or training partner) is available and is encour-
aged. The training attempts to persuade trainees to seek consultation/supervision, but it 
is not a requirement. 

•	 Supporting Competence (5): Consultation/supervision (from training or training part-
ner) is available and is required. Every trainee in the program is required to complete 
consultation/supervision.
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IIIB. Review of Sessions

Definition: This is encouragement or requirement for the review of therapy sessions as part of 
the consultation or supervision component of the training. 

•	 Trainee therapy sessions are those sessions conducted by the trainee with an actual client. 
Recordings or reports of practice sessions with mock or simulated patients are not to be 
included in rater assessment and scoring of this item.  

Table 3.12
Item IIIB Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

III. Consultation/Supervision 

IIIB. Review of 
Sessions

Not available Formal review of 
trainee therapy 
sessions is not 
provided but is 

suggested

Written or 
spoken self-

report of 
trainee therapy 

session(s) 
reviewed  

Live or recorded 
trainee therapy 

session(s) 
reviewed and 

evaluated 
without a 
structured 
coding tool

Live or recorded 
therapy 

session(s) 
reviewed and 

evaluated using 
a structured 
coding tool

Item Scoring:

•	 Raising Awareness (1): Not available. The training does not offer review of recorded 
therapy sessions by a clinical supervisor, nor does it suggest or encourage trainees to seek 
outside supervision for review of recorded therapy sessions. 

•	 (2): Formal review of trainee therapy sessions is not provided but is suggested. The training 
encourages trainees to seek outside supervision for review of recorded or therapy sessions.

•	 Skill-Building (3): Written or spoken self-report of trainee therapy session(s) reviewed. The 
training provides review of written or spoken self-report of trainee therapy session(s) as 
a part of the training. This review process can take place in person, over the phone, or 
by videoconference. The supervisor might provide a written or spoken evaluation of the 
trainee or may use a standardized tool to provide feedback to the trainee, but an evalua-
tive component is not required to receive a score of 3.

•	 (4): Live or recorded trainee therapy session(s) reviewed and evaluated without a structured 
coding tool. The training provides review of live or recorded trainee therapy session(s), and 
this review is accompanied by an unstructured evaluative component. 

•	 Supporting Competence (5): Live or recorded therapy session(s) reviewed and evaluated 
using a structured coding tool. The training provides an evaluation of live or recorded 
trainee therapy session(s), giving feedback to trainees using a structured coding tool.  
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IIIC. Supervision Length

Definition: This is the provision of trainee supervision or consultation as a component of 
training. 

Table 3.13
Item IIIC Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

III. Consultation/Supervision 

IIIC. Supervision 
Length

No consultation/
supervision 

provided

Consultation/
supervision 

provided, but no 
specified length 
or case target

Consultation/
supervision 

provided for at 
least two months

Consultation/
supervision 

provided for at 
least six months 
or until trainee 
demonstrates 

adherence and 
competence with 

one patient

Consultation/
supervision 

provided and 
continues 

until trainee 
demonstrates 

adherence and 
competence 

in session with 
at least two 

patients

Item Scoring:

•	 Raising Awareness (1): No consultation/supervision provided. Consultation/supervision 
might be mentioned, suggested, or even encouraged by the training, but it is not a require-
ment.

•	 (2): Consultation/supervision provided, but no specified length or case target. There is no 
minimum length of time or number of client cases required for consultation/supervision.

•	 Skill-Building (3): Consultation/supervision provided for at least two months. The train-
ing requires a minimum of two months of consultation/supervision, either provided by a 
partner training or facilitated by the training itself. 

•	 (4): Consultation/supervision provided for at least six months or until trainee demonstrates 
adherence and competence with one patient. The training requires a minimum of six months 
of consultation/supervision, either provided by the training organization or facilitated by 
the training itself, unless the trainee demonstrates adherence and competence before six 
months. Trainees must achieve adherence and competence with one patient, based on 
an assessment of trainee live or recorded therapy sessions using a structured coding tool. 
Though some trainings may require completion of a certain number of training cases, for 
trainings offering less than six months of supervision to obtain this score, there must be 
assessment of adherence and competence with those training cases. 

•	 Supporting Competence (5): Consultation/supervision provided and continues until trainee 
demonstrates adherence and competence in session with at least two patients. The training 
requires that a trainee continues in consultation/supervision until achieving adherence 
and competence with two patients, based on an assessment of trainee live or recorded 
therapy sessions using a structured coding tool.  
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IIID. Certification

Definition: This is encouragement or requirement of trainee certification as a part of the 
training.

•	 Certification in a psychotherapy typically indicates that the clinician has demonstrated an 
ability to deliver the psychotherapy with fidelity. An example of a certification program is 
the Academy of Cognitive Therapy, which certifies clinicians in CBT. These are distinct 
from licensure and other certification or credentialing programs that do not include an 
assessment of fidelity to the psychotherapy.

Table 3.14
Item IIID Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

III. Consultation/Supervision 

IIID. Certification Training does 
not mention 

certification to 
trainees

Supplemental 
materials or 

resources mention 
certification but 
not discussed in 
didactic training

Certification 
is mentioned 

during training or 
supervision as an 

option

Certification is 
encouraged

Certification 
is strongly 

encouraged, and 
training tracks 

the number 
of trainees 

who receive 
certification

Item Scoring:

•	 Raising Awareness (1): Training does not mention certification to trainees. 
•	 (2): Supplemental materials or resources mention certification but not discussed in didactic 

training. Supplemental materials might include handouts or online resources.
•	 Skill-Building (3): Certification is mentioned during training or supervision as an option. 

Trainees are neither required nor encouraged by the training to pursue certification.  
•	 (4): Certification is encouraged. Certification is mentioned during didactic training or 

supervision as an option, and trainees are encouraged to think about obtaining certifica-
tion upon completion of the training.

•	 Supporting Competence (5): Certification is strongly encouraged, and training tracks the 
number of trainees who receive certification. Certification is the ultimate goal of the train-
ing. Although not all trainees may be certified, it is strongly encouraged, and the training 
tracks the number of trainees who receive certification.
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IV. Program Evaluation
IVA. Course Evaluation

Definition: This is an assessment of the trainee experience and satisfaction with the training 
and the extent to which any information collected is used to improve the training.

Table 3.15
Item IVA Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

IV. Program Evaluation

IVA. Course 
Evaluation 

No course 
evaluation of the 

training 

Optional course 
evaluation 
or other 

opportunity to 
share trainee 

feedback with 
the training 

Required 
assessment 
of trainee 

experience with 
the training 

Information from 
the required 
assessment 
of trainee 

experience with 
the training is 

routinely shared 
with trainers

Information from 
the required 
assessment 
of trainee 

experience with 
training is used 

to improve 
training content, 

format, and 
facilitation 

Item Scoring:

•	 Raising Awareness (1): No course evaluation of the training. The training does not pro-
vide opportunity for trainees to give any formal feedback or course evaluation. 

•	 (2): Optional course evaluation or other opportunity to share trainee feedback with the train-
ing. The training leader or training staff express a willingness to receive feedback.

•	 Skill-Building (3): Required assessment of trainee experience with the training. The train-
ing collects trainee feedback, but the information is not routinely shared with trainers, 
nor is it used to improve the training. 

•	 (4): Information from the required assessment of trainee experience with the training is rou-
tinely shared with trainers. Although the training leaders are informed of trainee feedback, 
this information is not otherwise used to improve the training.  

•	 Supporting Competence (5): Information from the required assessment of trainee experi-
ence with training is used to improve training content, format, and facilitation. Not only is 
the information about trainee feedback routinely shared with training leaders, but the 
training also responds by making significant and regular (e.g., annual) improvements in 
response to trainee feedback.  
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IVB. Knowledge

Definition: This is an assessment of trainee knowledge related to the psychotherapy of focus.

•	 An assessment of perceived knowledge asks the trainee to estimate how much they have 
learned about the psychotherapy (e.g., participant ratings of the extent to which participa-
tion in the training led to an increase in knowledge). Perceived knowledge tests are coded 
by the training to determine the trainee’s self-reported perceived level of knowledge about 
the psychotherapy.

•	 A knowledge test assesses understanding of key concepts and techniques. Unlike tests 
of perceived knowledge, tests of knowledge are graded by the training to determine the 
trainee’s actual, objective level of knowledge about the psychotherapy. 

Table 3.16
Item IVB Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

IV. Program Evaluation

IVB. Knowledge No assessment 
of trainee 

knowledge 

Brief post-
training 

assessment 
(5 items or 
fewer) of 
trainee-

perceived 
knowledge 

change

Post-training 
assessment 
of trainee-
perceived 

knowledge 
change

Post-training 
test of trainee 

knowledge

Pre- and post- 
training test 

of trainee 
knowledge

Item Scoring:

•	 Raising Awareness (1): No assessment of trainee knowledge.
•	 (2): Brief post-training assessment (five items or fewer) of trainee-perceived knowledge change. 

There may or may not be a pre-course assessment of perceived trainee knowledge.  
•	 Skill-Building (3): Post-training assessment of trainee-perceived knowledge change. The 

training asks trainees to reflect on whether their knowledge about the psychotherapy has 
changed. There may or may not be a pre-course assessment of perceived trainee knowl-
edge (e.g., “How knowledgeable are you about creating thought records?”). The training 
does not administer a knowledge test (e.g., “Which of the following is a definition of an 
automatic thought?”).

•	 (4): Post-training test of trainee knowledge. There is no pre-test or baseline assessment. 
The training may or may not ask trainees about perceived knowledge, but it must assess 
knowledge using a test that is scored by the training leader. 

•	 Supporting Competence (5): Pre- and post-training test of trainee knowledge. Trainees 
complete a test related to the training content both before and after the training so that 
pre/post scores can be compared to determine change over time. The training may or may 
not ask trainees about perceived knowledge, but it must assess knowledge using a test that 
is scored by the training leader.
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IVC. Skills

Definition: This is an assessment of trainee skills related to the psychotherapy of focus.

Table 3.17
Item IVC Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

IV. Program Evaluation

IVC. Skills No assessment of 
trainee skills 

Post-training 
assessment 
of trainee-

perceived skills 

Post-training 
assessment 
of trainee-

perceived ability 
to use specific 

skills 

Post-training 
assessment 
of trainee 

self-reported 
confidence in 

applying specific 
skills 

Post-training 
assessment of 

trainee ability to 
use specific skills 
(e.g., role play)

Item Scoring:

•	 Raising Awareness (1): No assessment of trainee skills. The training does not provide any 
assessment of trainee skills related to the psychotherapy of focus.

•	 (2): Post-training assessment of trainee-perceived therapeutic skills included in training. The 
training asks the trainee to indicate which therapeutic skills were included in the training 
content. These questions might be incorporated in a questionnaire about satisfaction with 
the training or asked independently as a measure of what skills trainees recall learning 
during the training. The training does not ask the trainees about their perceived ability 
to use the therapeutic skill(s).

•	 Skill-Building (3): Post-training assessment of trainee-perceived ability to use specific thera-
peutic skills. The training asks the trainee to report their perceived ability to use therapeu-
tic skills associated with the psychotherapy of focus. For example, a post-training assess-
ment for a cognitive processing therapy training might ask trainees whether they know 
how to work with a client to identify stuck points. The training does not ask the trainees 
about how confident they are in their ability to use the therapeutic skill(s).

•	 (4): Post-training assessment of trainee self-reported confidence in applying specific therapeu-
tic skills. The training asks trainees to estimate how well they think they might do with 
applying therapeutic skill(s) during psychotherapy with a client.

•	 Supporting Competence (5): Post-training assessment of trainee ability to use the specific 
therapeutic skills (e.g., role play). Rather than asking the trainee to report on their perceived 
learning, ability, or confidence, the training uses an objective test to evaluate trainee 
therapeutic skill that is facilitated through a role play or similar exercise. 
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V. Implementation Facilitation
VA. Development of an Implementation Plan

Definition: These are activities to assist clinicians in planning for the incorporation of new 
knowledge and skills into their clinical practice.

Table 3.18
Item VA Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

V. Implementation Facilitation

VA. Development 
of a Plan for 
Implementation 

Not present Course materials 
or didactic 

training 
references 

indicate that 
trainees should 

consider 
developing 
a plan for 

implementation

Course materials 
or didactic 

training 
describes how 

to develop 
a plan for 

implementation 

Training 
provides time 
for clinicians 
to develop a 
basic plan for 

implementation 

Training 
includes the 

development of 
a comprehensive 

plan for 
implementation  

Item Scoring:

•	 Raising Awareness (1): Not present. There is no mention of developing a plan for imple-
menting the psychotherapy into the trainee’s clinical practice.

•	 (2): Course materials or didactic training indicates that trainees should consider developing 
a plan for implementation. This indication could be made through written materials or 
written communication or could be spoken aloud during the didactic training.

•	 Skill-Building (3): Course materials or didactic training indicates how to develop a plan 
for implementation. The training uses course materials that describe the development of 
an implementation plan, or it describes this concept during didactic training without 
providing specific suggestions about strategies for developing this type of plan. Trainees 
might have access to a template that could be used to develop an implementation that 
they could complete on their own, but there is no facilitated completion of such a plan 
during didactic training.

•	 (4): Training provides time for the clinician to develop a basic plan for implementation. The 
training provides time for trainees to begin developing a basic plan for implementation. 
For example, trainees may be asked to consider one or two practice changes they could 
commit to making in the immediate future. The nature of these practice changes and 
level of detail are left to the trainee.

•	 Supporting Competence (5): Training includes the development of a comprehensive plan 
for implementation. The training provides time for trainees to develop a comprehensive 
plan for implementation. Trainees are guided to consider not only practice changes they 
will make in the near term but also any challenges they may encounter and ways to 
address those issues. Trainees may be provided with a structured way to develop this plan, 
such as a worksheet or implementation plan template. 
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VB. Assessment of Organizational Context

Definition: This is the amount of instruction and guidance on the assessment of organiza-
tional context that is provided by the training.

Table 3.19
Item VB Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

V. Implementation Facilitation

VB. Assessment 
of Organizational 
Context

Not present Course materials 
or didactic 

training 
references 

indicate that 
organizational 
context should 
be considered 

Course materials 
or didactic 

training 
describes 

how to assess 
organizational 

context, 
including 
potential 

barriers to 
implementation 

Course materials 
or didactic 

training 
provides specific 

suggestions 
for overcoming 
implementation 

barriers 

Training includes 
a structured 
assessment 

plan to identify 
potential barriers 
and solutions at 

trainee’s site

Item Scoring:

•	 Raising Awareness (1): Not present. There is no mention of the role of organizational 
context or setting in supporting or hindering implementation of a new psychotherapy 
approach.

•	 (2): Course materials or didactic training indicates that organizational context should be con-
sidered. This indication could be made through written materials or during the didactic 
training.

•	 Skill-Building (3): Course materials or didactic training indicates how to assess organiza-
tional context, including potential barriers to implementation. The training uses course 
materials that describe assessment for organizational context, or it describes this concept 
during didactic training without providing specific suggestions about strategies for over-
coming particular barriers. Trainees might have access to an assessment for organiza-
tional context that they could complete on their own, but there is no facilitated comple-
tion or review of such an assessment during didactic training.

•	 (4): Course materials or didactic training provides specific suggestions for overcoming imple-
mentation barriers. The training might facilitate an agency assessment before the train-
ing, or it might instruct trainees on how to complete such assessments in their respective 
agencies during didactic training. The training does not provide concrete suggestions for 
overcoming barriers at trainees’ respective implementation sites. 

•	 Supporting Competence (5): Training includes a structured assessment plan to identify 
potential barriers and solutions at trainee’s site. The training provides specific guidance on 
barriers to implementation during at least two of the following phases: before, during, 
and after the didactic training. The solutions provided to the trainee are specific to their 
individual implementation sites.
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VC. Implementation Support

Definition: This is the amount of support for implementation of the psychotherapy that is 
available through the training.

•	 Outside resources include any of the following:
–– websites or links to information online
–– recommended training manuals, guides, books, or other written materials
–– a list of recommended agencies or institutions that support implementation.

Table 3.20
Item VC Response Options

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

V. Implementation Facilitation

VC. 
Implementation 
Support

Not available Implementation 
support is not 
available, but 
self-guided 

use of outside 
resources is 
suggested

Brief 
implementation 
consultation is 
available from 

the training

Implementation 
support is 

available from 
the training

Full 
implementation 

support is 
available from 

the training 
before and after 
didactic training

Item Scoring:

•	 Raising Awareness (1): Not available. There is no support available for implementation.
•	 (2): Implementation support is not available, but self-guided use of outside resources is sug-

gested. The training identifies specific resources that trainees might use to support imple-
mentation.

•	 Skill-Building (3): Brief implementation consultation is available from the training. The 
training provides limited support for implementation, possibly through both the provi-
sion of outside resources and direct guidance to trainees or to their respective organiza-
tions.

•	 (4): Implementation support is available from the training. The training provides support 
for implementation at one time point only: before, during, or after didactic training. 

•	 Supporting Competence (5): Full implementation support is available from the train-
ing before and after didactic training. The training provides support for implementation 
during at least two of the following phases: before, during, and after the didactic training.

Scoring Guidance

Scores on individual items should be selected based on the best available information about 
the training. The total sum is calculated by summing the raw item scores for the 18 items in 
each of the five domain sections I through V: Didactic Training Format (items A–D), Didactic 
Training Content (items A–D), Consultation/Supervision (items A–D), Program Evaluation 
(items A–C), and Implementation Facilitation (items A–C). The total sum will range between 
18 and 90 (see Table 3.21). The TIP score is calculated by dividing the total sum by 18. TIP 
scores will range between 1 and 5, or between Raising Awareness (1) and Supporting Compe-



42    Training Clinicians to Deliver Evidence-Based Psychotherapy: Development of the TIP Tool

tence (5). The overall TIP total score should be used to determine the corresponding TIP score 
category (Raising Awareness, Skill-Building, or Supporting Competence). A TIP total score 
of 1.00 to 2.33 corresponds to Raising Awareness, a total score of 2.34 to 3.66 corresponds 
to Skill-Building, and a total score of 3.67 to 5.00 corresponds to Supporting Competence. 
The domain sums and scores in each section may provide more-specific feedback about the 
strengths and opportunities for program changes. Each domain sum is calculated by summing 
the raw item scores for the items within that domain. Domain sums will range between 4 and 
20 for Didactic Training Format, Didactic Training Content, and Consultation/Supervision. 
The domain sum for Program Evaluation will range between 3 and 15, and the section sum for 
Implementation Facilitation will range between 3 and 15. The more informative TIP domain 
score is calculated by dividing the domain sum by the total number of items in that section, 
as specified on the scoring sheet. TIP domain scores will range between 1 and 5, or between 
Raising Awareness (1) and Supporting Competence (5). Each domain score should be used to 
determine the corresponding domain score category (Raising Awareness, Skill-Building, or 
Supporting Competence). A domain score of 1.00 to 2.33 corresponds to Raising Awareness, 
a domain score of 2.34 to 3.66 corresponds to Skill-Building, and a domain score of 3.67 to 
5.00 corresponds to Supporting Competence.  

After calculating the domain and overall scores, the results can be plotted on the TIP 
Tool scoring template. An example template that has been completed appears in Figure 3.1, 
and a blank template is included in Appendix C. Plotting the results can assist in the interpre-
tation of TIP Tool scores. For example, the training characterized in Figure 3.1 scores a 4.5 
for Didactic Training Format, which falls into the Supporting Competence range, whereas 
the scores for Didactic Training Content and Program Evaluation fall into the Skill-Building 
range. The score for Consultation/Supervision is at the top end of the Raising Awareness range; 
this information may be of use to the organizers of the training because making even small 
changes to the supervision component of the training may help the program move up into the 
Skill-Building range. Because this training does not address implementation, its score in the 
Implementation Facilitation falls into the bottom of the Raising Awareness range. This may 
be appropriate, given the focus or resources of the training; alternatively, the organizers could 
use the scoring anchors for the items in this category to gain ideas on how they might achieve 

Table 3.21
TIP Tool Scoring Summary

Domain Number of Items Domain Sum Range Domain Score Range

I. Didactic Training Format 4 4–20 1–5

II. Didactic Training Content 4 4–20 1–5

III. Consultation/Supervision 4 4–20 1–5

IV. Program Evaluation 3 3–15 1–5

V. Implementation Facilitation 3 3–15 1–5

Total Sum Range TIP Score Range

Overall score 18 18–90 1–5

NOTE: As described above, each domain score is calculated by dividing the domain sum by the number of items 
for that domain; the overall TIP score is calculated by dividing the total sum by the total number of items. 
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a higher score in this domain. Finally, the overall score for the program is in the Skill-Building 
range. Depending on the way the organization plans to use the scores from this tool, this may 
be helpful information. For example, the organization leadership can determine whether this 
score is consistent with their goal for the program. If not, an examination of the domain scores 
will provide more concrete guidance as to changes that could be made to the training.

Summary

This chapter provided an overview of the TIP Tool, including potential users and uses of the 
TIP Tool, as well as ways that the tool could be used to assess a training (i.e., based on a repre-
sentative training, capabilities than an organization can offer, or applied to specific trainings). 
It also provided detailed instructions for scoring each item on the tool and deriving domain 
and total scores. 

It is important to note that the interpretation of the domain and total scores will vary 
based on the goal of the training. As described previously, some trainings may have the goal of 
raising awareness. These trainings provide an overview of a given psychotherapy, such as the 
underlying theory and key clinical techniques, but might not intend to help therapists achieve 
competence or adherence. For these trainings, domain and total scores toward the lower end 
of the 1–5 range are consistent with the goals of the training. Similarly, although some train-
ing leaders/organizations may be interested in their scores on all domains of the tool, as well as 
the total score, others may be interested in interpreting specific domain scores. For example, 
leaders/organizers of a training that is not designed to provide supervision or facilitate imple-
mentation of a given psychotherapy may be less interested in their scores on Domains IV and 
V and may opt not to interpret the total score, instead focusing on scores for Domains I, II, 

Figure 3.1
TIP Tool Scores
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and III. In this way, the TIP Tool is designed to be applicable to a broad range of trainings 
and users. 

In the final chapter, we provide a summary of the TIP Tool development process and 
highlight next steps for the evaluation of this tool, as well as ways a tool of this nature could 
be used to promote the dissemination and implementation of evidence-based psychotherapies.
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CHAPTER FOUR

Summary and Next Steps

This report has described the initial development of the TIP Tool. The tool was developed fol-
lowing a literature review and consultation with selected experts to identify core elements of 
effective psychotherapy training. A draft of the TIP Tool was reviewed by additional experts, 
and the tool was revised in response to these reviews. 

Given the early stage of development of the TIP Tool, some limitations should be noted. 
Although domain selection, item development, and scoring guidance were informed by avail-
able literature and expert input, the literature did not fully address the utility of each element 
included in the tool. In addition, the literature was not sufficiently detailed to fully inform 
our detailed scoring criteria. When there was a gap in the literature, our team used judgment 
and expert consultation to inform tool development. For example, it is possible that some 
elements assessed by the tool are more important than others in terms of their relationship 
with clinician fidelity to an EBP. In the absence of clear guidance from the literature on the 
relative importance of various elements, we used a scoring approach that equally weighted all 
elements. Although we considered differential weighting, the literature did not provide clear 
guidance to support differential weighting at this time. In addition, tools and measures do 
not use differential item weighting due to increased scoring complexity for the end user and 
the risk of conveying increased precision that is not well supported by the empirical literature 
(Wang and Stanley, 1970). Further, although we considered how various trainings might score 
on individual items, we did not conduct formal pilot testing of the TIP Tool on specific train-
ings. Therefore, the usability and utility of the tool to characterize trainings still needs to be 
demonstrated.

Next Steps in Evaluation and Validation of the TIP Tool

The TIP Tool will require additional development and testing to inform future revisions and 
evaluate its utility. 

Further development of the TIP Tool will involve applying the tool to a cohort of train-
ings across a variety of EBPs. Pilot testing of the tool is needed to evaluate the usability of the 
tool. Specifically, pilot testing will inform refinements needed to improve clarity in the con-
cepts and language, ease of rating (e.g., distinguishing between a 2 and a 3), availability of 
training information necessary to assign ratings, and ease of scoring. This pilot testing will also 
allow evaluation of the validity of the tool. Specifically, by applying the tool to trainings with 
a range of stated training goals (e.g., from raising awareness to building competence), the tool 
can be evaluated to assess its ability to distinguish between trainings.
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In addition, the utility of the TIP Tool results should be evaluated and refined across 
various stakeholders. For example, it will be essential to demonstrate that training leaders/
organizations find the results useful and that the results provide ideas for specific changes if a 
training’s leader/organization would like to shift from the Raising Awareness level to the Skill-
Building level. Feedback from other stakeholders, such as organizations and clinicians inter-
ested in understanding more about training options, will also be important to assess. 

Finally, it will be necessary to ensure the reliability of the tool. To examine interrater reli-
ability, pilot testing should involve multiple independent raters using the same information 
about the training. An assessor training plan may be needed to ensure that external asses-
sors are able to apply the tool consistently. Training leaders/organizations may choose to self-
assess; it would be useful to determine whether self-assessments produce scores that are higher 
than assessments conducted by external, objective assessors. These additional development and 
refinement steps will ensure that the TIP Tool meets its objectives for a variety of stakeholders 
and users.

Recommendations to Improve Training of the Mental Health Workforce in 
Delivering Evidence-Based Psychotherapies

It is essential to ensure that the mental health workforce is trained to meet the mental health 
needs of the communities it serves. Research has demonstrated that there are specific EBPs that 
can be used to accelerate symptom reduction and recovery. Thus, to ensure that those with 
mental health conditions achieve recovery, they must have access to EBPs. This requires that 
the mental health workforce is well-educated, equipped, and ready to deliver evidence-based 
approaches for specific mental health conditions. A key component of preparing the mental 
health workforce is training. As such, ensuring that the mental health workforce is trained 
in a manner that has a higher likelihood of facilitating its competency in and use of EBPs 
becomes critical. Below we outline several recommendations for improving training of the 
mental health workforce for delivering EBPs. 

Implement Independent Assessments of Training Programs

There is a need for increased focus on improving the quality of psychotherapy training for 
clinicians who are already practicing. Typically, each licensed clinician is required to complete 
a minimum number of continuing education credits during each licensure renewal period. 
However, it is unclear whether or how the continuing education credit accrual alone might 
ensure the achievement of proficiency or competency in specific EBPs. Given the significant 
variability in the types of trainings offered to licensed clinicians, encouraging additional inde-
pendent assessments of these programs could help to assess the likelihood of these different 
types of trainings facilitating competency and adoption of EBPs.

Incorporate New Requirements into Licensure and Certification Exams

Another approach to ensuring accountability in achieving competency in EBPs might be to 
incorporate new requirements into the licensure and certification requirements for the mental 
health workforce. There are certain challenges to incorporating these new requirements into 
existing licensure requirements. For one, licensure requirements vary from state to state and by 
profession (e.g., social workers and clinical psychologists might have different requirements to 
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renew licensure). In addition, not all mental health providers work in a capacity in which they 
provide therapy (e.g., neuropsychologists). However, there may still be opportunities to require 
practicing clinicians to demonstrate competency in EBPs for certain certifications. For exam-
ple, there is an increasing movement toward board certification among clinical psychologists. 
Though certification is not required for practice, the American Board of Professional Psychol-
ogy certifies clinicians who have achieved competence in a given specialty area (American 
Board of Professional Psychology, undated[c]). Some of these subspecialties are geared toward 
clinicians who provide psychotherapy, such as clinical psychology, for which intervention is a 
core competency (American Board of Professional Psychology, undated[a]). To become certi-
fied by the American Board of Professional Psychology, a psychologist must submit two video-
recorded work samples (American Board of Professional Psychology, undated[b]); however, 
there is no requirement that these work samples reflect an EBP. Incorporating this type of 
requirement would allow clinicians the flexibility to select the specific EBP that is relevant to 
the patient population that they serve while still ensuring that board-certified clinicians have 
demonstrated competency with at least one EBP.

Offer New Standardized Certification Opportunities

Another approach to ensuring accountability in achieving competency in EBPs might be to 
create additional standardized opportunities for certification for the mental health workforce. 
For example, the Academy of Cognitive Therapy awards certification to clinicians who dem-
onstrate expertise in cognitive therapy. To be eligible for certification, clinicians must meet 
certain requirements related to education in cognitive therapy and clinical experience. In addi-
tion, each clinician must demonstrate clinical competency in cognitive therapy, which is evalu-
ated through the submission of a case sample, including an audio recording of a treatment 
session (Academy of Cognitive Therapy, undated). Though some trainings may offer informal 
certification opportunities, creating more opportunities for formal certification through the 
demonstration of clinical competency may be one way to ensure a well-trained workforce.

Ultimately, these improvements in the training of the mental health workforce have impor-
tant implications for patient outcomes. EBPs often emphasize measurement-based care—the 
administration of symptom measures over time to inform clinical decisionmaking at the indi-
vidual patient level (Fortney et al., 2016). Not only does this allow clinicians the opportunity 
to adjust the course of care to better adapt to the specific needs of the patient, but research 
has also demonstrated that measurement-based care has a positive effect on patient outcomes 
(Fortney et al., 2016). In this way, providing high-quality training to the mental health work-
force will ensure that patients have access to the most-effective available treatments, delivered 
in a way that meets their individual needs. 
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APPENDIX A

Development of the Tool

To inform the development of this tool to assess psychotherapy trainings, we conducted a 
comprehensive review of the peer-reviewed literature on trainings for evidence-based therapies 
to treat MDD, PTSD, and SUD. We sought to identify common themes among success-
ful psychotherapy trainings, and we focused on measures of treatment fidelity—or psycho-
therapy adherence and competence—as the primary indicators of the success of a training 
(Perepletchikova and Kazdin, 2005).

Scope of Search and Discussions

Diagnoses of Focus

We focused on trainings that taught clinicians to deliver at least one evidence-based psycho-
therapy for MDD, PTSD, or SUD. These diagnoses are among the most common for patients 
who receive psychotherapy in community-based settings, particularly among veterans. These 
are also diagnoses for which there are effective psychotherapies.  

Evidence-Based Practices

We operationally defined evidence-based psychotherapy using the VA and DoD clinical prac-
tice guidelines for the management of each disorder (Management of Major Depressive Disor-
der Working Group, 2016; Management of Posttraumatic Stress Disorder Work Group, 2017; 
Management of Substance Use Disorders Work Group, 2015). We supplemented these guide-
lines with the American Psychological Association’s Clinical Practice Guideline for the Treat-
ment of Posttraumatic Stress Disorder (PTSD) in Adults (American Psychological Association, 
2017) because these were the most recent guidelines for PTSD. We included only those treat-
ments for which the evidence base was classified as “strong for” (Institute of Medicine, 2011).1 

The list of interventions that met these criteria—the target psychotherapies—appear in 
Table A.1. Note that, within the SUD clinical practice guideline, interventions were identified 
and organized by specific SUDs (e.g., alcohol use disorder), which is reflected in the table.

Details about the literature search strategy, including the search terms, review strategy, 
data abstraction process, and an overview of the search results are included below. We also 
integrated findings from consultation with five experts. These individuals were selected based 

1	  The “strong for” classification reflects the Grading of Recommendations Assessment, Development, and Evalua-
tion (GRADE) approach to classifying recommendations in practice guidelines (Andrews et al., 2013). In the GRADE 
approach, recommendations are categorized according to strength (strong versus weak) and direction (for or against a given 
practice).
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on their publication track records and national recognition as experts in the development of 
and training in specific psychotherapies, psychotherapy training, and implementation science. 
We also sought feedback from seven experts on early drafts of the TIP Tool to ensure that 
items were written clearly, with sufficient scoring guidance, and that items adequately reflected 
the core elements of effective psychotherapy trainings. Selected experts participated in both 
activities.

The purpose of these discussions was to gather expert feedback and insights on what 
these leaders perceived as the characteristics and components of trainings that contributed to 
provider competency. Most of these individuals had designed, evaluated, and refined psycho-
therapy trainings. Experts were drawn from multiple settings, including academia and training 
organizations. 

Search Strategy

Search Parameters

To determine the evidence for practitioner trainings on evidence-based psychotherapies for 
MDD, PTSD, and SUD, we conducted a search of the peer-reviewed literature. The searches 

Table A.1
Evidence-Based Psychotherapies, by Diagnosis

Diagnosis Evidence-Based Psychotherapies

MDD •	 Acceptance and commitment therapy 
•	 Behavioral activation/behavioral therapy 
•	 CBT
•	 Interpersonal psychotherapy 
•	 Mindfulness-based therapies 
•	 Problem-solving therapy 

PTSD •	 Prolonged exposure*
•	 Cognitive processing therapy*
•	 Eye movement desensitization and reprocessing
•	 Specific CBTs for PTSD*
•	 Brief eclectic psychotherapy
•	 Narrative exposure therapy
•	 Written narrative exposure

SUD Alcohol use disorder 
•	 Behavioral couples therapy for alcohol use disorder
•	 CBT for SUDs
•	 Community reinforcement approach
•	 Motivational enhancement therapy
•	 12-step facilitation 

Cannabis use disorder
•	 CBT
•	 Motivational enhancement therapy
•	 Combined CBT and motivational enhancement therapy

Stimulant use disorder (e.g., cocaine, methamphetamine) 
•	 CBT
•	 General drug counseling
•	 Community reinforcement approach

NOTE: All of the interventions for PTSD were identified in the VA/DoD guidelines; 

* These interventions were also identified in the American Psychological Association PTSD guidelines.
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were conducted in November and December 2017 using three databases: PsycINFO, Published 
International Literature on Traumatic Stress (PILOTS), and PubMed. We limited our search 
results to English-language, peer-reviewed literature published from 1992 to 2017, inclusive. 
We used a broad definition of training for this search, ranging from one-time courses or work-
shops to formal, ongoing trainings, and we did not restrict our search by treatment setting. 

To ensure that we captured all relevant articles, we supplemented our search by review-
ing articles that cited a seminal article (Sholomskas, Syracuse-Siewert, et al., 2005) that evalu-
ated the effectiveness of various methods for training clinicians to implement evidence-based 
psychotherapy. The search was conducted in December 2017 using two databases: Scopus 
and Web of Science. We limited our search results to English-language, peer-reviewed litera-
ture published from 2005 to 2017, inclusive. We included any articles that cited Sholomskas, 
Syracuse-Siewert, et al. (2005) for this search, and we did not restrict by treatment setting, 
evidence-based practice, or diagnosis.

Search Terms

Search terms were developed to represent the key objectives, including training-related terms, 
diagnosis- and evidence-based psychotherapy-related terms, and evaluation terms. We con-
ducted an initial pilot test of these terms and then refined the strategy prior to conducting a 
final search. We conducted separate searches for each diagnostic category, customizing to the 
database searched. Each search statement was created by combining training-related terms, 
such as “curriculum,” “continuing education,” or “workshop,” with evaluation-related terms, 
such as “dissemination” or “fidelity,” and terms to capture diagnostic category and EBP type. 
We searched title, abstract, and/or subject fields in PsycINFO and PILOTS and created sepa-
rate search terms for title or abstract and Medical Subject Headings (MeSH) in PubMed. 
Exact search statements are provided in Appendix B.

Review Process

The search yielded 1,517 records (e.g., articles, book chapters) identified through our search 
terms and 400 records that cited Sholomskas et al. (2005) (see Figure A.1). After removing 
duplicates, there were 1,845 unique records. A preliminary screen was done by reviewing the 
titles and abstracts to determine the relevance of each record and to eliminate any non–peer-
reviewed literature (e.g., book chapters) that was inadvertently captured in the search results. 
This preliminary screen of unique records was followed by a full-text review of relevant peer-
reviewed articles.   

To limit the scope of our review, we focused on articles providing descriptions and evalua-
tions of trainings, as well as articles that described trainings that were offered within the context 
of treatment trials (e.g., therapy training provided to research study clinicians). We included 
psychotherapy trainings conducted in military, veteran, and civilian behavioral health settings 
and focused on trainings for providers serving adult patients. 

Of the 1,845 unique records that were identified, the majority (n = 1,559) were excluded. 
Many of these records described trainings on therapy types not included in our list of target 
psychotherapies (Table A.1), or they were treatment efficacy trials with no training component. 
We also excluded training-themed articles that discussed psychotherapy training broadly with 
no description of a particular training and general articles about training on diagnostics, clini-
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cal case formulation, and psychotherapy ethics. Systematic reviews and other qualitative review 
articles were excluded, though reviews of trainings that were inclusive of the target psychother-
apies and diagnoses were examined to screen bibliographies for additional sources of relevant 
peer-reviewed literature. As stated above, we excluded any non–peer-reviewed literature (e.g., 
book chapters). No additional articles were identified through this supplemental examination 
of literature review bibliographies.

There were 286 articles that met our criteria for inclusion and focused on the EBPs of 
interest. Of these, 113 articles pertained to our target psychotherapies and diagnoses in adult 
populations. Because our focus was on adult populations, these articles were classified as Cat-
egory A. This category also included articles in which the diagnosis of focus was not specified 
explicitly in the text but in which the clinical population was consistent with the diagnoses of 
interest, as well as articles describing trainings that were explicitly transdiagnostic and included 
at least one of the diagnoses of interest. Therefore, all articles made some explicit mention of 
one of our three target diagnoses (MDD, PTSD, or SUD) in reference to the patient popu-
lation, the target diagnosis of the psychotherapy training, or both. Articles about trainings 
that focused on co-occurring MDD, PTSD, and/or SUD were also coded and retained in 
Category A.

In addition, 71 articles described trainings that utilized one of the target psychothera-
pies for a treatment indication other than MDD, PTSD, or SUD—such as schizophrenia or 
chronic pain—and 102 articles described trainings that utilized one of the target psychothera-
pies with child or adolescent populations. These articles were classified as Category B. We 
flagged these 173 articles to be considered during a separate stage of analysis. 

Figure A.1
Literature Search Flow Diagram
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Data Abstraction

Our primary focus in the data abstraction process was on Category A articles. A coding sheet 
was created, and data were abstracted for each full-text article in the following categories: 

•	 study methodology
•	 focus of the training (e.g., diagnosis, EBP, population of focus) 
•	 training characteristics, including training timing, length, and level of interactivity (e.g., 

didactic, interactive, and experiential elements)
•	 consultation or supervision characteristics (e.g., format, use of session review)
•	 nature of the training evaluation, including type of process or outcome measure (e.g., 

adherence, competence, pre/post knowledge and skills testing, satisfaction, patient out-
comes) and results of the evaluation. 

A team of three coders completed the abstraction process; though each article was coded 
by only one coder, we frequently discussed coding decisions and challenging articles to ensure 
consistency in coding. Free-text fields were utilized to capture additional details during abstrac-
tion for fields that were more varied or challenging to characterize with a singular coding 
response (e.g., level of interactivity).

We supplemented this detailed abstraction of Category A articles with a review of Cat-
egory B and review articles. Regarding review articles, we focused on the articles that were 
flagged during our initial screening to identify any conclusions about training elements deemed 
most important for bringing clinicians to adherence and competence in delivering the target 
psychotherapy. Though not all the studies included in these review articles were focused on 
our diagnoses or EBPs of interest, these findings were used to determine whether the results of 
our primary abstraction and analysis were consistent with findings from the broader literature. 
We recorded any findings regarding effective training elements, as well as limitations of the 
literature that were highlighted in the reviews. 

In addition, we examined a subset of the Category B articles, focusing on the most meth-
odologically rigorous articles: RCTs of trainings, specifically those that assessed for adherence 
or competence. Of the 173 Category B articles, we identified seven RCTs of training programs, 
of which four assessed competence or adherence. We abstracted the key findings of these stud-
ies, synthesizing across the different trainings and articles to identify common themes. These 
were used to supplement the review of Category A articles.

Results

As described, 113 unique articles were included in Category A. Of these, 22 described more 
than one training (e.g., studies describing different methods of training providers to deliver a 
given intervention). The most commonly reported diagnosis of focus was MDD (39 percent), 
followed by PTSD (24 percent) and SUD (17 percent) (see Figure A.2). 

Training Characteristics

A total of 137 trainings were described across the 113 articles because several articles compared 
different EBP trainings for the same clinical population (with contrasting training elements 
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or patient outcomes) or examined trainings for two types of EBPs for the same diagnosis. 
CBT was the reported focus of most of the literature that we reviewed; 75 (55 percent) of the 
137 trainings were CBT focused (Table A.2). Behavioral activation/behavioral therapy, cog-
nitive processing therapy, and prolonged exposure were the next–most-represented EBPs in 
this subset of the literature, but less than 10 percent of the articles focused on each of these 
treatments.

Descriptions of trainings reported in the literature were highly variable with respect to 
timing (whether they were spaced over time or delivered as a massed workshop over one or 
multiple days), format (self-guided, trainer led, or computer assisted), and content (didactic, 
interactive, or experiential), even within the same treatment modality. The literature was also 
varied in the degree of detail provided about training and supervision. 

Supervision was reported in the majority (80 percent) of trainings. Of those articles that 
described trainings with supervision, over half (59 percent) were conducted in a group format. 
Session review was reported in just over half (57 percent) of all articles. Of those articles that 
described trainings with session review, 40 (64 percent) reported utilizing audio session review, 
16 (25 percent) video, 12 (19 percent) clinician report of the session, seven (11 percent) a com-
bination of audio and video, and three (5 percent) live viewing of the session. 

Of the 113 unique articles, 106 (94 percent) reported the results of some sort of evalu-
ation, including both process (e.g., participant satisfaction) and outcome measures. A subset 
of articles (n = 7; 6 percent) were protocol descriptions or otherwise did not report outcomes. 
There was great variability in the study methodology utilized across the 106 articles that 
reported the results of an evaluation, including 15 training RCTs (14 percent), 22 treatment 

Figure A.2
Target Diagnoses of Psychotherapy Training (N = 113)

NOTE: Each of the 113 unique articles is counted only once.
* The “other” category includes studies that focused on multiple conditions 
(with one condition being one of the target diagnoses [PTSD, MDD, or SUD]) 
and transdiagnostic studies. 
RAND TL306-A.2

MDD
39%

SUD
17%

PTSD
24%

Other*
           4%

Not
specified

8%

8%

Co-occurring (any combination of PTSD, MDD, and SUD)



Development of the Tool    55

RCTs that described a training component (21 percent), and 69 other methodologies (65 per-
cent), such as pre/post, cross-sectional/observational, and mixed methods. Articles described 
trainings that utilized many different measures to assess outcomes, including standardized 
tools (e.g., validated scales to assess adherence, competence, or knowledge), clinician self-report 
(e.g., skills utilization, perceived self-efficacy, knowledge, attitudes/beliefs), and unvalidated 
questionnaires (e.g., fidelity assessments or questionnaires about barriers to implementation 
that were developed for the particular training or treatment trial). Many articles described 
trainings that evaluated patient outcomes—especially in the case of treatment RCTs—but, in 
most cases, there was no analysis to determine whether training-related variables contributed 
to these outcomes. Frequencies of different evaluation outcomes utilized across trainings are 
summarized in Figure A.3.

Table A.2
Type of Psychotherapy Training (N = 137)

Therapy Number Percentage

Behavioral activation/behavioral therapy 11 8%

CBT 75 55%

Cognitive processing therapy 10 7%

Interpersonal therapy 7 5%

Prolonged exposure 10 7%

Othera 24 18%

Total 137 100%

NOTE: This table reflects data for 137 trainings described in 113 unique 
articles. 
a “Other” includes acceptance and commitment therapy (1.5 percent), 
behavioral couples therapy for alcohol use disorder (0.7 percent), combined 
CBT and motivational enhancement therapy (1.5 percent), eye movement 
desensitization and reprocessing (0.7 percent), general drug counseling 
(1.5 percent), mindfulness-based therapies (2.2 percent), motivational 
enhancement therapy (2.9 percent), narrative exposure therapy (2.2 percent), 
problem-solving therapy (2.2 percent), community reinforcement 
(0.7 percent), CBT using brief imaginal exposure (0.7 percent), and 12-step 
facilitation (0.7 percent). 



56    Training Clinicians to Deliver Evidence-Based Psychotherapy: Development of the TIP Tool

Figure A.3
Type of Evaluation for Trainings (N = 137)

NOTE: There were 137 trainings described in 113 articles. Seven of these 113 articles, which described ten of the 
137 trainings, did not report any results of an evaluation.
* Examples of other types of assessment include measures of clinician attitudes, clinician-identified barriers to 
implementation, job burnout, therapeutic alliance, patient motivation, and patient satisfaction.
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APPENDIX B

Search Statements

PsycINFO: Searching in the Title, Abstract, and Subject Fields, Unless 
Otherwise Noted

Depression
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“major depression” OR depression OR MDD)
AND
(“acceptance and commitment therapy” OR “acceptance therapy” OR “acceptance based therapy” OR 
“behavi* therapy” OR “behavi* activation” OR “cognitive behavi* therapy” OR CBT OR “interpersonal 
therapy” OR IPT OR “mindfulness based cognitive therapy” OR “problem solving therapy”)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)

Posttraumatic Stress Disorder
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“posttraumatic stress disorder” OR “post traumatic stress” OR trauma OR PTSD)
AND
(“prolonged exposure” OR “cognitive processing therapy” OR CPT OR “eye movement desensitization and 
reprocessing” OR EMDR OR “cognitive behavi* therapy” OR CBT OR “brief eclectic psychotherapy” OR 
“BEP-TG” OR “narrative exposure therapy” OR “written narrative exposure”)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)

Substance Use Disorder
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“substance abuse disorder*” OR SUD OR AUD OR “alcohol abuse” OR alcoholism OR “drug abuse” OR 
“drug dependency” OR “drug addiction” OR addiction OR “substance use disorder*”)
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AND
(“behavi* couples therapy” OR “cognitive behavi* therapy” OR CBT OR “community reinforcement 
approach” OR “motivational enhancement therapy” OR “12-step facilitation” OR TSF)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)

PILOTS: Searching in the Title, Abstract, and Subject Fields, Unless Otherwise 
Noted

Depression
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“major depression” OR depression OR “depressive disorders” OR MDD)
AND
(“acceptance and commitment therapy” OR “acceptance therapy” OR “acceptance based therapy” OR 
“behavi* therapy” OR “behavi* activation” OR “cognitive behavi* therapy” OR CBT OR “interpersonal 
therapy” OR IPT OR “mindfulness based cognitive therapy” OR “problem solving therapy”)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)

Posttraumatic Stress Disorder
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“posttraumatic stress disorder” OR “post traumatic stress” OR trauma OR PTSD)
AND
(“prolonged exposure” OR “cognitive processing therapy” OR CPT OR “eye movement desensitization and 
reprocessing” OR EMDR OR “cognitive behavi* therapy” OR CBT OR “brief eclectic psychotherapy” OR 
“BEP-TG” OR “narrative exposure therapy” OR “written narrative exposure”)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)

Substance Use Disorder
([“psychotherapy training” OR “clinical methods training” OR training OR “training program*” OR 
“professional training” OR “didactic training” OR “continuing education” OR workshop*] OR [search in title 
or subject fields][curriculum OR instruct* OR seminar* OR class OR classes OR educat*])
AND
(“substance abuse disorder*” OR SUD OR AUD OR “alcohol abuse” OR alcoholism OR “drug abuse” OR 
“drug dependency” OR “drug addiction” OR addiction OR “substance use disorder*”)
AND
(“behavi* couples therapy” OR “cognitive behavi* therapy” OR CBT OR “community reinforcement 
approach” OR “motivational enhancement therapy” OR “12-step facilitation” OR TSF)
AND
(adher* OR fidelity OR competence OR “professional competence” OR “professional development” OR 
certif* OR evaluat* OR “program evaluation” OR implement* OR disseminat*)
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PubMed: Searching as noted in [tiab] = title or abstract, [ti] = title, and [mh] 
= Medical Subject Headings (including all terms below in the hierarchy)

Depression
(psychotherapy train*[tiab] OR clinical methods train*[tiab] OR train[tiab] OR training[tiab] OR training 
program*[tiab] OR professional train*[tiab] OR curriculum[ti] OR curriculum[mh] OR instruct[ti] 
OR instructing[ti] OR instruction[ti] OR seminar*[ti] OR class[ti] OR classes[ti] OR educat*[ti] OR 
education[mh] OR continuing education[tiab] OR didactic training[tiab] OR workshop*[tiab])
AND
(major depression*[tiab] OR depression*[tiab] OR MDD[tiab] OR depression[mh])
AND
(acceptance and commitment therapy[tiab] OR acceptance and commitment therapy[mh] OR acceptance 
therapy[tiab] OR acceptance based therapy[tiab] OR behavior therapy[tiab] OR behaviour therapy[tiab] OR 
behavior therapy[mh] OR behavior activation[tiab] OR behaviour activation[tiab] OR cognitive behavior 
therapy[tiab] OR cognitive behaviour therapy[tiab] OR CBT[tiab] OR cognitive behavioral therapy[tiab] OR 
cognitive behavioural therapy[tiab] OR cognitive therapy[mh] OR interpersonal therapy[tiab] OR IPT[tiab] 
OR mindfulness based cognitive therapy[tiab] OR problem solving therapy[tiab])
AND
(adherence[tiab] OR guideline adherence[mh] OR fidelity[tiab] OR competence[tiab] OR professional 
competence[tiab] OR professional competence[mh] OR professional development[tiab] OR certification[tiab] 
OR certifying[tiab] OR certification[mh] OR evaluat*[tiab] OR program evaluation[tiab] OR program 
evaluation[mh] OR information dissemination[mh] OR disseminat*[tiab] OR implement*[tiab])

Posttraumatic Stress Disorder
(psychotherapy train*[tiab] OR clinical methods train*[tiab] OR train[tiab] OR training[tiab] OR training 
program*[tiab] OR professional train*[tiab] OR curriculum[ti] OR curriculum[mh] OR instruct[ti] 
OR instructing[ti] OR instruction[ti] OR seminar*[ti] OR class[ti] OR classes[ti] OR educat*[ti] OR 
education[mh] OR continuing education[tiab] OR didactic training[tiab] OR workshop*[tiab])
AND
(ptsd[tiab] OR stress disorders, post-traumatic[mh] OR posttraumatic stress disorder*[tiab] OR post traumatic 
stress disorder*[tiab] OR psychological trauma[mh])
AND
(prolonged exposure[tiab] OR implosive therapy[mh] OR cognitive processing therapy[tiab] OR CPT[tiab] 
OR eye movement desensitization and reprocessing [tiab] OR EMDR[tiab] OR eye movement desensitization 
reprocessing[mh] OR cognitive behavioral therapy[tiab] OR cognitive behavioural therapy[tiab] OR cognitive 
behavior therapy[tiab] OR cognitive behaviour therapy[tiab] OR cognitive therapy[mh] OR CBT[tiab] OR 
brief eclectic psychotherapy[tiab] OR BEP-TG[tiab] OR narrative exposure therapy[tiab] OR written narrative 
exposure[tiab])
AND
(adherence[tiab] OR guideline adherence[mh] OR fidelity[tiab] OR competence[tiab] OR professional 
competence[tiab] OR professional competence[mh] OR professional development[tiab] OR certification[tiab] 
OR certifying[tiab] OR certification[mh] OR evaluat*[tiab] OR program evaluation[tiab] OR program 
evaluation[mh] OR information dissemination[mh] OR disseminat*[tiab] OR implement*[tiab])

Substance Use Disorder
(psychotherapy train*[tiab] OR clinical methods train*[tiab] OR train[tiab] OR training[tiab] OR training 
program*[tiab] OR professional train*[tiab] OR curriculum[ti] OR curriculum[mh] OR instruct[ti] 
OR instructing[ti] OR instruction[ti] OR seminar*[ti] OR class[ti] OR classes[ti] OR educat*[ti] OR 
education[mh] OR continuing education[tiab] OR didactic training[tiab] OR workshop*[tiab])
AND
(substance-related disorders[mh] OR substance use disorder*[tiab] OR AUD[tiab] OR SUD[tiab] OR alcohol 
abuse[tiab] OR alcoholism[tiab] OR drug abuse[tiab] OR drug dependency[tiab] OR drug addiction*[tiab] OR 
addiction[tiab])
AND
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(cognitive behavioral therapy[tiab] OR cognitive behavioural therapy[tiab] OR cognitive behavior 
therapy[tiab] OR cognitive behaviour therapy[tiab] OR cognitive therapy[mh] OR CBT[tiab] OR behavioral 
couples therapy[tiab] OR behavioural couples therapy[tiab] OR community reinforcement approach[tiab] OR 
motivational enhancement therapy[tiab] or 12 step facilitation[tiab])
AND
(adherence[tiab] OR guideline adherence[mh] OR fidelity[tiab] OR competence[tiab] OR professional 
competence[tiab] OR professional competence[mh] OR professional development[tiab] OR certification[tiab] 
OR certifying[tiab] OR certification[mh] OR evaluat*[tiab] OR program evaluation[tiab] OR program 
evaluation[mh] OR information dissemination[mh] OR disseminat*[tiab] OR implement*[tiab])
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Training in Psychotherapy (TIP) Tool: Training Program Identification

Date Raters

Training Name

Website

Address

Program Contact

Telephone Number

Email Address

Training Characteristics

Target Psychotherapies Addressed by Training Target Diagnoses Addressed by Training

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

_______________________________________ _______________________________________

Training Size Minimum Qualification of Trainees

Number of trainings per year: _________ _______________________________________

Average number of trainees per training: _________ _______________________________________

_______________________________________

Training Format _______________________________________

In person:         Available          Required _______________________________________

Web based:      Available          Required _______________________________________

Typical Length of Didactic Training Typical Timing of Didactic Training

_________  hours  One time, consecutive days

  Spaced out over time
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Training in Psychotherapy (TIP) Tool: Scored Domains

1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

I. Didactic Training Format

IA. Length of 
Training

2 hours or less 3 to 5 hours 6 to 8 hours  9 to 15 hours  16+ hours

IB. Level of 
Interactivity

Self-guided Didactic only Didactic, 
plus either 

demonstrations 
or other 

interactive 
elements 

Didactic, 
plus both 

demonstrations 
and other 
interactive 
elements 

Didactic, plus all 
of the following: 
demonstrations, 
other interactive 

elements, and 
role plays 

IC. Individual 
Feedback During 
Training

Self-guided or 
self-generated 
feedback only 

Few trainees 
receive informal 
feedback from 

leader or peer(s)  

Some but not 
all trainees 

receive informal 
feedback from 

leader or peer(s)  

All trainees 
receive informal 
feedback from 

leader or peer(s)  

Structured, 
individual 
feedback 

ID. Integration 
of Written 
Materials 

No use of 
written materials 

Written 
materials 

provided but not 
integrated into 
didactic training

Review of 
written materials 

suggested 
before or after 

didactic training

Review of 
written materials 

strongly 
encouraged but 

not required

Review of written 
materials required 

before or after 
didactic training

II. Didactic Training Content

IIA. Core 
Techniques and 
Theory

Not included Concepts 
addressed in 

supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concepts 
introduced in 

didactic training

Concepts 
discussed with 

examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concepts in 
didactic training 

IIB. Clinical 
Judgment and 
Decisionmaking

Not included Concepts 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concepts 
introduced in 

didactic training

Concepts 
discussed with 

examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concepts in 
didactic training

IIC. Addressing 
Co-Occurring 
Disorders

Not included Concept 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training 

Concept 
introduced in 

didactic training

Concept 
discussed with 

examples in 
didactic training

Trainees given 
opportunity 
to practice or 

apply concept in 
didactic training

IID. 
Measurement-
Based Care

Not included Concept 
addressed in 
supplemental 
materials or 

resources but 
not discussed in 
didactic training

Concept 
introduced in 

didactic training

Concept 
discussed with 

examples in 
didactic training

Trainees given 
opportunity to 

practice or apply 
concept in didactic 

training
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1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

III. Consultation/Supervision 

IIIA. Availability 
of Consultation/ 
Supervision

Not referenced Consultation/ 
supervision 

(from training or 
training partner) 

is referenced 
during didactic 

training

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

suggested

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

encouraged

Consultation/ 
supervision 

(from training or 
training partner) 
is available and is 

required 

IIIB. Review of 
Sessions

Not available Formal review of 
trainee therapy 
sessions is not 
provided but is 

suggested 

Written or 
spoken self-

report of 
trainee therapy 

session(s) 
reviewed 

Live or recorded 
trainee therapy 

session(s) 
reviewed and 

evaluated 
without a 
structured 
coding tool

Live or recorded 
therapy session(s) 

reviewed and 
evaluated using a 
structured coding 

tool

IIIC. Supervision 
Length

No consultation/
supervision 

provided

Consultation/
supervision 

provided, but no 
specified length 
or case target

Consultation/
supervision 

provided for at 
least two months

Consultation/
supervision 

provided for at 
least six months 
or until trainee 
demonstrates 

adherence and 
competence with 

one patient

Consultation/
supervision 

provided and 
continues 

until trainee 
demonstrates 

adherence and 
competence in 
session with at 

least two patients

IIID. Certification Training does 
not mention 

certification to 
trainees

Supplemental 
materials or 

resources 
mention 

certification but 
not discussed in 
didactic training

Certification 
is mentioned 

during training 
or supervision as 

an option

Certification is 
encouraged

Certification 
is strongly 

encouraged 
and training 

tracks number 
of trainees 

who receive 
certification

IV. Program Evaluation

IVA. Course 
Evaluation

No course 
evaluation of the 

training 

Optional course 
evaluation 
or other 

opportunity to 
share trainee 

feedback with 
the training 

Required 
assessment 
of trainee 

experience with 
the training 

Information from 
the required 
assessment 
of trainee 

experience with 
the training is 

routinely shared 
with trainers

Information from 
the required 

assessment of 
trainee experience 

with training is 
used to improve 
training content, 

format, and 
facilitation 

IVB. Knowledge No assessment 
of trainee 

knowledge 

Brief post-
training 

assessment 
(5 items or 
fewer) of 
trainee-

perceived 
knowledge 

change 

Post-training 
assessment 
of trainee-
perceived 

knowledge 
change 

Post-training 
test of trainee 

knowledge 

Pre- and post- 
training test of 

trainee knowledge 

IVC. Skills No assessment of 
trainee skills 

Post-training 
assessment 
of trainee-

perceived skills 

Post-training 
assessment 
of trainee-

perceived ability 
to use specific 

skills 

Post-training 
assessment 
of trainee 

self-reported 
confidence in 

applying specific 
skills 

Post-training 
assessment of 

trainee ability to 
use specific skills 
(e.g., role play)
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1 = Raising 
Awareness 2 3 = Skill-Building 4

5 = Supporting 
Competence

V. Implementation Facilitation

VA. 
Development 
of an 
Implementation 
Plan

Not present Course materials 
or didactic 

training 
references 

indicate that 
trainees should 

consider 
developing 
a plan for 

implementation

Course materials 
or didactic 

training 
describes how 

to develop 
a plan for 

implementation 

Training 
provides time 
for clinicians 
to develop a 
basic plan for 

implementation 

Training 
includes the 

development of 
a comprehensive 

plan for 
implementation 

VB. 
Assessment of 
Organizational 
Context

Not present Course materials 
or didactic 

training 
indicates that 
organizational 
context should 
be considered 

Course materials 
or didactic 

training 
describes 

how to assess 
organizational 

context, 
including 
potential 

barriers to 
implementation 

Course materials 
or didactic 

training 
provides specific 

suggestions 
for overcoming 
implementation 

barriers 

Training includes 
a structured 
assessment 

plan to identify 
potential barriers 
and solutions at 

trainee’s site

VC. 
Implementation 
Support

Not available Implementation 
support is not 
available, but 
self-guided 

use of outside 
resources is 
suggested

Brief 
implementation 
consultation is 
available from 

training 

Implementation 
support is 

available from 
the training 

Full 
implementation 

support is 
available from 
training before 

and after didactic 
training
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TIP Tool Scoring

I. Didactic Training Format IV. Program Evaluation

A. _________ A. _________

B. _________ B. _________

C. _________ C. _________

D. _________

Sum (A + B + C + D): _________ Sum (A + B + C): _________

Score (Sum/4): _________ Score (Sum/3): _________

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)

II. Didactic Training Content V. Implementation Facilitation

A. _________ A. _________

B. _________ B. _________

C. _________ C. _________

D. _________

Sum (A + B + C + D): _________ Sum (A + B + C): _________

Score (Sum/4): _________ Score (Sum/3): _________

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)

III. Consultation/Supervision

A. _________

B. _________

C. _________

D. _________ Training Total Score

Sum (A + B + C + D): _________ Total sum (Items IA–VC): _________

Score (Sum/4): _________ Total score (Total sum/18): _________

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)

  Raising Awareness (1.00–2.33)

  Skill-Building (2.34–3.66)

  Supporting Competence (3.67–5.00)
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TIP Tool Scores

RAND TL306-C.1

Implementation
Facilitation

Consultation/
Supervision

Overall
score

 

 

1

2

3

4

5
Supporting 
Competence
(3.67–5.00)

Skill-Building
(2.34–3.66)

Raising 
Awareness
(1.00–2.33) Program 

Evaluation
Didactic 
Training
Content 

Didactic 
Training 
Format
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