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Abstract
Policymakers are investing significant resources in large-scale training and implementation
programs for evidence-based psychological treatments (EBPTs) in public mental health systems.
However, relatively little research has been conducted to understand factors that may influence the
success of efforts to implement EBPTs for adult consumers of mental health services. In a
formative investigation during the development of a program to implement cognitive therapy (CT)
in a community mental health system, we surveyed and interviewed clinicians and clinical
administrators to identify potential influences on CT implementation within their agencies. Four
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primary themes were identified. Two related to attitudes towards CT: (1) ability to address client
needs and issues that are perceived as most central to their presenting problems, and (2) reluctance
to fully implement CT. Two themes were relevant to context: (1) agency-level barriers,
specifically workload and productivity concerns and reactions to change, and (2) agency-level
facilitators, specifically, treatment planning requirements and openness to training. These findings
provide information that can be used to develop strategies to facilitate the implementation of CT
interventions for clients being treated in public-sector settings.
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Introduction
Cognitive therapy (CT) is among the most extensively researched psychological treatments
of psychiatric disorders. Empirical support for CT has been established for a variety of
mental health disorders, including depression, anxiety disorders, substance use disorders,
and, when combined with standard care, schizophrenia (Beck 2005; Butler et al. 2006; Grant
et al. 2011; Sensky et al. 2000). Its established effectiveness in routine care settings, cost-
effectiveness, and benefits over and above usual care have also been demonstrated (Grant et
al. 2011; Malik et al. 2009; Vos et al. 2005). Yet, like many other evidence-based
psychological treatments (EBPTs; McHugh and Barlow 2010), CT is implemented in
relatively few clinical practices. To improve consumer access to EBPTs such as CT,
policymakers at federal, state, and local levels are devoting significant resources to training
and implementation in public sector treatment settings (McHugh and Barlow 2010).
Treatment developers and other experts in EBPTs are increasingly offering workshops,
presentations, or consultation at local agencies to prepare clinicians to deliver these
interventions to their consumers. However, without a clear understanding of both the context
into which treatments such as CT are introduced, and the types of organizational
enhancements that may be necessary for successful implementation, training efforts and
implementation programs may fail to achieve their goals (Mendel et al. 2008; Stirman et al.
2010).

Prior to introducing or implementing new treatments into organizations and systems, it is
critical to capture in-depth information on potential influences of success at multiple levels,
including but not limited to the level of the provider, organization, and mental health system
(Aarons et al. 2011; Mendel et al. 2008; Raghavan et al. 2008; Stetler et al. 2006a, b).
Qualitative research with practice-level stakeholders can complement the breadth of
understanding afforded by quantitative data with a more fine-grained understanding of
specific concerns that may need to be addressed to facilitate successful implementation
(Palinkas et al. 2010). While this type of formative evaluation strategy has been widely used
for the development of public health initiatives and implementation programs in other areas
of healthcare (Gittelsohn et al. 2006; Stetler et al. 2006a, b), there are fewer examples of its
application to the development of implementation programs in mental health.

Successful implementation has been conceptualized as a function of facilitation, evidence,
and context (Helfrich et al. 2010; Stetler et al. 2011). Facilitation is the process of helping
individuals and teams understand what they need to change and how to change it (Stetler et
al. 2011). Prior to implementation, assessment of evidence and context can inform the
development of tailored facilitation strategies (Stetler et al. 2006a, b) to optimize
implementation. Evidence in this model is defined more broadly than empirical evidence to
include local data, clinician perceptions, and client need and preferences. Perceptions of
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EBPTs and their fit with a particular clientele or setting can influence the decision to adopt a
new treatment as well as decision processes regarding the actual treatment delivery (Aarons
et al. 2010). The effectiveness of an EBPT may be compromised if it is poorly implemented
at a local level. Resulting negative appraisals of the treatment’s effectiveness could
ultimately lead to decisions to discontinue the treatments at the clinician or organization
level (Aarons and Palinkas 2007; Becker and Stirman 2011). An assessment of perceptions
of CT prior to implementation can inform decisions about fit and can also shape training,
consultation, and facilitation strategies that target attitudes that may be incompatible with
CT implementation.

Context is defined as readiness for targeted implementation at the organization, program, or
team level, and includes consideration of factors such as availability of necessary resources,
leadership support, and an organization’s climate and culture (Stetler et al. 2011).
Organizational climate is the shared perception of the psychological impact of the work
environment (e.g., stress) on the well being of members of the organization (Glisson et al.
2008). Organizational culture describes how work is done in the organization through
measurement of the behavioral expectations reported by members of the organization
(Glisson et al. 2008). Recent research in child social service settings indicates that
organizational climate predicts staff turnover, and that organizational culture predicts the
sustainability of new programs (Glisson et al. 2008). Agencies with the worst climate and
culture profiles demonstrated the poorest outcomes in these areas. This finding may be due
to a variety of factors captured under these constructs, including organizational policies, lack
of leadership support, high workloads, burnout, and resistance to change. There is also
evidence that organizational climate may impact attitudes towards EBPTs. Burnout and lack
of collegial support have been associated with less positive attitudes about behavior therapy
among staff who work with individuals with severe mental illness on inpatient units
(Corrigan et al. 1992, 1998). Child and adolescent mental health service providers in more
constructive cultures endorse more positive attitudes toward adoption of evidence-based
practices, while providers in poor organizational climates are more likely to perceive
divergence of usual practice and these treatments (Aarons and Sawitzky 2006).

While research has been conducted to assess these constructs in child mental health services
(Glisson et al. 2008; Jensen-Doss et al. 2009; Schoenwald et al. 2008), substance use
disorders (Lehman et al. 2002), and inpatient settings (Corrigan et al. 1992), less is known
about perceptions of EBPTs and potential barriers to their implementation in organizations
that offer outpatient mental health services to adults. Previous research in the adult area has
examined multidisciplinary psychiatric hospital staff perceptions of behavior therapy or
psychiatric rehabilitation programs (Corrigan et al. 1992, 1996; Corry and Jewell 2002).
Research on training in EBPTs in adult mental health settings has investigated the impact of
clinician characteristics such as prior experience with the treatment or educational
background on skill acquisition (Crits-Christoph et al. 1998; James et al. 2001). Surveys of
clinician perceptions have typically focused on attitudes towards unspecified evidence based
practices (Aarons et al. 2010; Aarons 2004) or new or manualized treatments in general
rather than on specific treatments (c.f., Borntrager et al. 2009; Cook et al. 2009; Gray et al.
2007). Most studies of this nature have not examined the role of context, and many have
assessed the attitudes of providers in private practice or from a variety of service settings
(Cook et al. 2009; Gray et al. 2007; Stewart et al. in press). The nature of the population
served, setting characteristics, differences in workforce characteristics, and the discussion of
a particular EBPT may impact the salience of specific influences on CT implementation in
community mental health agencies.

In 2007, a community-academic partnership was formed to provide training in CT to
providers within an urban mental health system. This program is a facet of a broader
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initiative to increase the use of evidence-based treatments within the system. Given CT’s
strong evidence base for a variety of disorders and comorbid conditions that are common
among the system’s consumers, policymakers believed that it would be efficient and
beneficial to train providers in the general CT theory and its applications to specific
disorders. Given the dearth of pre-implementation research specific to CT or outpatient
community mental health services for adult consumers, we employed formative research
strategies (1) to understand community mental health clinicians’ perspectives regarding CT
and potential barriers or facilitators to implementation, (2) to understand contextual factors
at the organization and system levels that might ultimately impact implementation.

Method
Setting and Participants

This study was conducted as part of a needs assessment within the network of providers in a
large urban mental health system. Within the system, virtually all clients were enrolled in a
publicly-funded behavioral health program. Ninety-five clinicians and supervisors who
worked with adult mental health service consumers at 12 agencies completed surveys of
organizational social context and attitudes towards evidence-based practices between 2007
and 2008. Programs sampled included outpatient mental health programs and outpatient
programs that treated individuals with comorbid mental health and substance use disorders.
Participants at the first eight agencies were also given the option of participating in
interviews. A subset of 26 clinicians and 5 supervisors (36 %) agreed to participate in an
interview; an additional 8 therapists initially agreed to participate but could not be scheduled
after multiple attempts.

Procedures
The study was approved by university and city Institutional Review Boards. Enrolled
clinicians provided informed consent and completed a package of surveys that included a
brief survey of demographics, prior training in CT, theoretical orientation, caseload
characteristics, and free response questions regarding interest in, and barriers to training in
CT. To assess organizational climate and culture, we administered the Organizational Social
Context Survey (OSC; Glisson et al. 2008).

The OSC assesses organizational culture on three dimensions: rigidity (the degree of
discretion, flexibility, and input on decisions that is afforded to service providers),
proficiency (expectations that service providers will be competent and put the well-being of
their clients first), and resistance (the level of interest in new ways of providing service or
receptivity to change). Glisson and colleagues (2008) described criteria for “worst” cultures
as proficiency subscale scores two standard deviations below the rigidity and resistance
subscale scores and criteria for “best” cultures as proficiency scores two standard deviations
above the rigidity and resistance subscale scores. The OSC assesses climate on three
dimensions: engagement (extent to which service providers remain personally involved and
feel able to accomplish worthwhile things in their work), functionality (provider perception
that they receive support and help from coworkers and administrators, and that they
understand how they can work successfully within the organization), and stress (perception
of emotional exhaustion and inability to get necessary things done). According to criteria
established by Glisson and colleagues, “worst” climates are characterized by engagement
and functionality subscale scores that are at least two standard deviations below the stress
score, and “best” climates are characterized by engagement and functionality scores that are
two standard deviations above stress scores (Glisson et al. 2008).
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Participants who agreed to be interviewed were scheduled for interviews at times that were
convenient for them and that would not interfere with their clinical responsibilities. Semi-
structured interviews were conducted over the telephone and interviews were digitally
recorded. An interview guide included scripted questions that were open ended, and
additional questions were asked to clarify the therapists’ opinions. The interview included
questions about their experiences in working within the setting (e.g., What is it like to work
as a clinician here? What sorts of things happen here that help you do your job? Is there
anything that makes it difficult?); their perceptions of barriers and facilitators to new
practices at the organization and system level (e.g., How do people here react when new
practices or treatments are introduced? What types of things happen here that could make it
more likely that people would use a new treatment? More difficult?); their training needs
(e.g., What are the most challenging client-related issues that you encounter in your work?
What type of trainings do you think would be most useful to you?), and perceptions of CT
(e.g., What are your impressions of CT? Would you be interested in seeing your agency
participate in training in CT?). Participants were given the opportunity to elaborate on issues
that they considered particularly relevant or about which they expressed strong sentiments.
Four of the interviews were conducted in Spanish and translated/transcribed by a native
Spanish speaker to eliminate potential language barriers and to capture the attitudes and
opinions of a more diverse group of clinicians. Interviews typically lasted 45 min to 1 h, and
clinicians received $20 for their participation. Transcripts were reviewed and checked for
accuracy by at least one of the authors.

Interview transcripts and survey free-responses were analyzed in a multi-step process with
guidance from an investigator with experience in qualitative research (FB). The coding
methodology was rooted in grounded theory (Glaser and Strauss 1967) and followed
procedures outlined by Palinkas et al. (2008). Interviews were first coded to condense the
data into analyzable units by the first and third authors. Segments of text ranging from a
phrase to several paragraphs were assigned codes on the basis of a priori themes (that is,
those from the interview guide) or by identifying emergent themes through open coding.
Codes were assigned to describe connections among categories and between categories and
subcategories (axial coding). The final codebook consisted of 20 codes, which included a list
of themes, issues, and opinions associated with the implementation of CT. Using the
codebook and the computer program QSR NVIVO 8, text segments were grouped into
separate categories or nodes. Two raters (the second and fourth authors) participated in the
development of the codebook and were trained by the first author until they agreed on 90 %
of the codes assigned. They then coded all transcripts independently, while meeting
regularly with the first author to discuss progress and resolve any coding discrepancies.
Through the process of constantly comparing the categories with one another, the different
categories were further condensed into broad themes. Rater agreement for each code was
calculated using Cohen’s Kappa coefficients (Cohen 1968). Some variation was present but
overall agreement ranged from substantial to perfect agreement on the remainder (κ = 0.76–
1.0; Landis and Koch 1977).

Analyses of the surveys and interview data were first conducted independently. To generate
broader a priori and emergent themes, and to understand links between findings from the
two data sources, the qualitative data from the interviews and descriptive data from the
survey were compared and integrated.

Results
In the full sample (N = 95), 56 % of the clinicians were paid on a fee for service basis, and
44 % were salaried employees at the agencies. The average age of the clinicians was 42 (SD
= 11). Seventy one percent were female, 71 % were White, 18 % were Latino/Hispanic, and
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11 % African American. Sixty-five percent had Master’s degrees, 14 % had Bachelor’s
degrees, 9 % had doctoral-level degrees, 4 % were certified addictions counselors, and the
remainder endorsed “other” educational backgrounds or did not provide information on their
educational background. Sixty-four percent had 5 or more years of clinical experience. The
interview and survey-only samples did not differ in terms of demographic variables or
education level. All therapists endorsed some prior exposure to CT (either a workshop or
coursework) and reported use of “elements” of CT in their practice, but the majority had no
formal training or supervision in CT.

The four agencies at which clinicians were not interviewed did not have a sufficient sample
size to allow for agency-level aggregation of OSC scores. Interrater agreement indices
justified aggregation of all OSC scales at the remaining eight agencies (rwg = 0.71–0.91;
Costa et al. 2001), with the exception of the stress subscale for one agency (Agency C). As
shown in Table 1, OSC culture scores for four of the agencies (Agencies C, D, E, and F) met
criteria for designation as “worst” cultures (Glisson et al. 2008). No agencies met criteria for
“best” cultures. Two agencies had scores on all subscales that did not meet criteria for “best”
or “worst” cultures (A and G). Two agencies met criteria for “worst” climates (D and F) and
one met criteria for “best” climate (B).

The final themes that emerged through comparison of surveys and interview data are
presented below and summarized in Table 1. Four primary themes were identified. Two
were related to attitudes towards CT: (1) ability to address client needs and issues that are
perceived as most central to their presenting problems, and (2) reluctance to fully implement
CT. The themes that emerged relevant to context were (1) agency-level barriers, specifically
workload and productivity concerns and reactions to change, and (2) agency-level
facilitators, specifically, treatment planning requirements and openness to training.
Supporting data are presented by theme, with relevant contextual profile information and
supporting interview passages.

Perception of the Ability of CT to Address Clients’ Needs
Table 1 contains examples of clinicians’ perceptions regarding the applicability of CT to
their clients. While nearly all participants believed that CT could be effective for at least
some clients and indicated awareness of empirical support, some did not believe that it was a
good fit for all of their clients’ needs. Twenty-four participants, across the variety of
climates and cultures, expressed a belief that CT can be an effective intervention. Notably,
six clinicians saw the present-focused, structured aspects of the treatment as particularly
appropriate for the consumers at their agencies. They expressed a belief that CT could be
very helpful, particularly to clients who are faced with numerous life stressors, due to its
skills-based, present-focused nature. For example, a therapist at Agency E indicated that CT
would be his first choice for this reason (see Table 1), and a therapist at Agency C stated, “I
can see as a therapist with experience that many of the clients’ problems are behavioral
problems”. However, 11 clinicians qualified their belief in CT’s effectiveness by indicating
that it might not be effective or appropriate for some clients. A clinician employed by
Agency B noted, “From everything I’ve read about it, I believe that it can help a lot of
people on different levels…. [but] nothing works for everybody and nothing is the answer
for everybody and so I wouldn’t want to overgeneralize its value”. Some clinicians
expressed concerns regarding its applicability to the population they served, and pointed out
that not every client would be interested in or appropriate for CT. For example, four
clinicians stated that they believed some clients want to be treated solely with medication
and only come to therapy because it is an agency requirement that clients who receive
medication management do so. Five cited “low-functioning clients” or clients with severe
mental illness as examples of clients who might not be able to participate in or benefit from
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CT. Five clinicians also expressed concerns about CT’s ability to “go deep enough” to
address some clients’ central problems.

Reluctance to Fully Implement CT
Eighteen clinicians, across the range OSC climate and culture profiles, reported that they
thought of CT as one of many interventions they would use with their clients. Despite
endorsement of limited training or exposure to CT on surveys, 11 clinicians indicated that
they already implement some CT interventions. However, for a variety of reasons that are
described in Table 1, including the client needs and characteristics discussed above,
preferences for other treatments or modalities (9 clinicians), and perceptions of CT as
challenging to implement (5 clinicians), clinicians indicated that they were unlikely to fully
adopt CT. Therapists expressed a range of opinions about the extent to which CT fit with
their therapeutic style. Twelve clinicians expressed a belief that CT would be most useful
when integrated with other practices or indicated an intention to use the elements of CT that
they found useful rather than implementing the entire protocol. For example, a clinician at
Agency E stated, “I think it’s just another tool and it can be very valuable [but] it would
have to be implemented on a case by case basis; one part of the therapy is [what] the client
brings”. Four clinicians, all at agencies with “worst” culture profiles also expressed unease
at the prospect of a mandate to use particular forms of therapy. As a clinician at Agency C
emphasized, “I don’t like implementations, obligations or commitments…Nobody is going
to tell me, or rather I would not accept some organization telling me what therapy should be
used as a norm.”

Organization-level Barriers to Training and Implementation
Clinicians indicated a number of organizational factors that might impact implementation
efforts. The most frequently noted barriers were high workloads and productivity demands
that leave inadequate time for supervision or training, which were cited by 18 clinicians.
Eleven clinicians and administrators also viewed the way in which changes are
implemented, and employee reactions to these changes, as potentially undermining new
practices and policies.

High Workloads and Productivity Demands—Paperwork and productivity
requirements that were difficult to meet without overbooking to compensate for clients’
failure to attend scheduled appointments were commonly noted barriers. In Agency E (see
Table 1), clinicians indicated that these issues left little time or energy to attend to clients’
individual needs or receive additional training, and they reported a general lack of
recognition for clinicians’ work. At an extreme, in Agency D, an agency with “worst”
climate and culture profiles, an administrator described system-level documentation and
procedural requirements as the primary concern within the agency, which detracted from
clinical care and professional development: “I often think that our biggest client, in terms of
the client who receives the most energy is the [the mental health system] and the payers.
They’re the ones who really get the focus and the attention”. However, at Agencies B, G,
and H, clinicians did not express concern that paperwork, productivity, or documentation
requirements would interfere with their ability to learn CT. Two of these agencies had
culture and climate profiles that could not be characterized as “best” or “worst” and one
(Agency B; see Table 1) was characterized by a “best” climate profile.

Reactions to Change—Clinicians in Agency B also indicated relatively little resistance
to change (see Table 1). In comparison, clinicians at agencies with the “worst” climate and
culture profiles indicated that changes can be met with frustration and resistance. Some cited
examples that could have implications for the implementation and sustainability of CT. In
discussing a recent change in procedure that occurred at Agency F, both administrators and
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clinicians commented on the failure to involve employees in the process of making decisions
about changes. An administrator recalled “A lot of frustration. Because people weren’t
included in the decision making process. … I think frustration also because there certainly is
no follow-through by upper management about making changes”. As a result, a clinician in
that agency indicated that “sometimes when things are just handed down, if you don’t
understanding where it’s coming from, people are not always open to things”.

Statements by a clinician and administrator in Agency G illustrate dynamics that may
influence the likelihood that change is sustained. The clinician stated that in the past, the
agency reverted back to previous policies or procedures after making changes (see Table 1).
Perhaps for this reason, the administrator noted: “When I go to my staff and say, ‘This needs
to change,’ they’re cooperative about it. They don’t necessarily do it, [chuckle] but they’re
cooperative about it. I mean, they try their best”. In contrast to this more passive reaction at
an agency with an “average” culture and climate profile, an administrator in Agency D,
which met criteria for “worst” culture noted hostility and cynicism, as well as “passive-
aggressive non-cooperation” (see Table 1). Such patterns and reactions could undermine
efforts to implement CT or other EBPTs within an agency, particularly if clinicians are not
invested in the change or involved in the decision making process. Additionally, when
change is met with resistance by staff or is not consistently supported by agency leadership,
clinicians may experience doubt that changes such as the implementation of a new treatment
could be maintained.

Organization and Clinician-level Facilitators of Training and Implementation
Organization-level Facilitators—Factors that would facilitate training were evident in
some organizational contexts. Five administrators and clinicians pointed to agency and
system-level policies that could impact openness to training, such as CT’s fit with the
system’s emphasis on concrete goals in required documentation and treatment planning. It
appears that efforts to assist clinicians in managing documentation demands may be
appreciated, and may be well-received if integrated into training and implementation efforts.

All five of the administrators, across the variety of organizational contexts, expressed
openness to training in CT, as did 16 therapists. Notably, though, two clinical administrators
indicated that they were not specifically interested in CT, but in training in general.
However, the sentiment that clinicians were willing to try new approaches if they could
benefit their clients or help them in their work with challenging populations was expressed
by 14 clinicians in a variety of contexts (see Table 1).

Discussion
This descriptive study extends the literature on EBPT implementation by providing insight
into potential service-level influences on the implementation of cognitive therapy. In
contrast to previous work in this area, which has been conducted in children’s mental health
services, private practice settings, or on inpatient units, this research provides a detailed
understanding of both the social context and the perspectives of outpatient service providers
who work with adults in a large, public mental health system. Further, it illustrates an initial
formative assessment designed to inform the development of a training and implementation
program that is responsive to potential influences on implementation (Stirman et al. 2010).
While there are few such examples of the use of this strategy in the mental health literature,
formative research is critical to the development of appropriate implementation and
facilitation strategies (Stetler et al. 2006a, b). Two findings in particular increase insight into
agency dynamics and clinician perceptions that might influence implementation if not
addressed. Clinicians generally expressed very positive attitudes towards training in CT
regardless of their organizational context, but asserted that if trained in CT, they would
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selectively implement elements of CT rather than attempting to deliver the full protocol.
Additionally, clinicians and administrators described specific patterns of response to change
that have the potential to undermine the implementation of an EBPT.

Clinicians’ intention to selectively implement CT has potential implications for the level of
treatment fidelity that can be expected after training. Clinicians anticipated that comfort with
previously learned interventions, the effort required to implement CT, specific client needs
and characteristics, and concerns about autonomy may drive their decisions to implement
CT. Selective implementation of interventions without a sound case conceptualization could
lead to less optimal outcomes (Henggeler 2004), which could in turn reinforce clinicians’
concerns about CT’s applicability to certain patient populations. While they believed CT
could be helpful to at least some of their clients, concerns about CT’s fit with the needs and
presenting problems of their clients were consistent with previous findings (Aarons and
Palinkas 2007). Notably, the perception held by some clinicians that CT is only effective for
present-focused, discrete symptoms or problems, conflicts with empirical evidence that
cognitive therapies can be used effectively with individuals with severe mental illness
(Grant et al. 2011), those who experienced trauma (Ehlers et al. 2003; Resick et al. 2008),
and those with personality disorders and other challenging presentations (Davidson et al.
2006; Lam et al. 2003). These findings highlight the importance of providing clinicians and
administrators with salient evidence regarding the applicability of CT to their clientele as
they make decisions about initial adoption. In addition to empirical data for specific
disorders, or combinations of disorders, presenting highly relevant case material or
demonstrations can allow clinicians and administrators to evaluate the applicability of CT to
their consumers.

Taken together, these findings support the need for ongoing consultation after introductory
training (Beidas and Kendall 2010; Rakovshik and McManus 2010). Consultation is
necessary to provide support after didactic training, as clinicians attempt to develop skills
(Herschell et al. 2010; Miller et al. 2004; Sholomskas et al. 2005). In the context of
consultation, the opportunity to deliver a new treatment and receive guidance may impact
clinicians’ treatment preferences. Skeptical clinicians may need to discuss their concerns
and receive feedback from consultants as they attempt to deliver CT. Once trained to
competency and given the opportunity to evaluate their own experiences with CT (Aarons
and Palinkas 2007; Rycroft-Malone et al. 2004), clinicians may be more willing and able to
deliver it at adequate levels of fidelity. Although some clinicians expressed concern about
the implications of CT training on their autonomy, there is also evidence that ongoing
fidelity monitoring and support in the form of supportive consultation can improve the
quality of implementation and reduce turnover (Aarons et al. 2009).

Training consultants who provide CT to client populations that are similar to the agency’s
typical consumers can ensure that training is relevant to clinician and consumer needs
(Riggs et al. 2012). Selection of training cases that provide opportunities for consultation on
challenging issues can further engage clinicians (Stirman et al. 2010). In light of the
heterogeneous populations served by community mental health systems, some adaptation
may be necessary, and may ultimately improve the likelihood that the treatment will be
sustained. Emerging findings confirm that during implementation, EBPTs are often
modified in response to client or organizational needs (Lundgren et al. 2011). In some cases,
cognitive behavioral therapies can be implemented flexibly without a detrimental impact on
treatment outcomes (DeRubeis et al. 2005; Levitt et al. 2007). Thus, training and
implementation programs should be designed to support clinicians’ ability to flexibly deliver
CT or integrate it with other EBPTs for severe mental illness or co-occurring problems
(Turkington et al. 2006) without compromising quality or moving beyond the evidence base.
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Further, consultation can include facilitative strategies to address barriers to implementation
(Stirman et al. 2010).

Our findings revealed some contextual factors that have the potential to influence early
adoption and subsequent implementation of CT or other EBPTs. Clinicians in the agencies
with the worst climate and culture profiles endorsed reactions to change that were markedly
more negative than those in other contexts. In light of the high workloads, scant recognition,
and lack of personal connection with clients that were evident in both qualitative and
quantitative data, some clinicians and administrators described cynicism or even hostility
about change. In such contexts, clinicians may not commit to learning or using a new
treatment if it is viewed as a temporary priority for the administration or a mandate that
requires additional work with no support or recognition. Consistent with previous findings,
clinicians in these agencies also indicated that they may not have time to participate in early
preliminary consultation or ongoing EBPT support, both of which are increasingly
recognized as critical to implementation and sustainability (Aarons et al. 2011; Beidas and
Kendall 2010). Although all agencies in our sample were part of a publicly-funded system
and clinicians described challenges meeting their paperwork requirements and agency
productivity demands, these were only viewed as potential implementation barriers in the
“worst” climates and cultures.

Facilitative strategies to address such barriers during CT training programs have been shown
to be more effective than training alone (Kauth et al. 2010). A number of integrated and
complementary strategies may be necessary, and facilitators should work with stakeholders
to adopt a multi-level approach to effect change. At the system or payer level,
reimbursement for lost productivity or higher reimbursement rates for CT-trained clinicians
would convey support at high levels within the mental health system and make intensive
training financially feasible for agencies. Although initially costly to the system, emerging
evidence suggests that EBPT implementation can lead to cost-savings (Kilmer et al. 2011),
particularly in integrated healthcare systems or networks in which clients tend to remain
enrolled over the long-term. Given the critical role of leadership in the success of
implementation efforts, management support and follow-through should be facilitated as
part of an implementation program (Aarons 2006; Kauth et al. 2010). Findings on reactions
to change suggest that facilitators should encourage the inclusion of clinicians in decision-
making about EBPT implementation from the start. Clinician and administrator input
regarding scheduling, feasible consultation formats, preparation activities, and strategies to
mitigate workload and productivity demands during training can also increase the likelihood
of success. Facilitators could also work with clinicians and administrators to develop
streamlined templates for documentation that include checklists or prompts to document
important treatment elements. While these strategies may be successful in some agencies, in
settings with poorer organizational contexts, successful implementation may not be possible
without more intensive organization-level intervention (Glisson et al. 2010; Hemmelgarn et
al. 2006).

Some limitations to this study are important to note. We attempted to minimize the potential
for common method bias (Podsakoff et al. 2003) by using a number of procedural remedies
including temporal, methodological, and proximal separation of interview and survey
collection, protecting respondent anonymity, attempting to reduce evaluation apprehension,
and aggregating the survey scores rather than using individual-level data. However, we were
not able to mitigate all potential sources of common method biases. It is also possible that
our recruitment strategy resulted in a sample of clinicians with more extreme opinions about
CT. An additional limitation is that most clinicians had relatively limited exposure to CT
prior to the interviews. Clinician attitudes towards CT and their views on barriers to
adopting CT might well be different after a higher level of exposure (e.g., training and
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consultation), and we are examining this possibility in ongoing research. However, for this
study, we did not collect data on whether study participants subsequently received CT
training. Thus, we are unable to draw conclusions about the influence of contextual factors
and attitudes on subsequent training in, or use of, CT. In this project, our interest was in the
types of service-level attitudes and barriers that occur early in the implementation process
because such barriers, if not addressed, could undermine progress towards a more intensive
phase of implementation. We also did not collect information on treatment outcomes, which
ultimately is of interest in evaluating the success of the implementation of an EBPT.

Although our sample consisted of a relatively small group of public-sector clinicians in one
urban setting and the sample size precluded hypothesis testing or additional exploration of
survey data, our study provides a unique synthesis of data regarding perceptions of evidence
and context in mental health. This study provides a nuanced view of the barriers that
clinicians and administrators in different organizational social contexts perceive to be
present at the provider, organization, and to some extent, the broader system level. These
findings have implications for the development of facilitation strategies that are relevant to
public mental health system administrators, clinicians, and investigators interested in
promoting access to EBPTs such as CT. EBPT training programs should be designed with
sensitivity to clinician concerns about the fit of the treatment with their own therapeutic
practices, their questions about its applicability to the population they serve, and the
contextual factors that may impact long term success. Further study of factors such as
clinician experiences, attitudes, and perceptions of barriers throughout the course of training
and implementation can shed light on whether and how they impact outcomes of interest
(Palinkas et al. 2008). Training and implementation programs will benefit from additional
formative research on factors that may influence their success, as well as more research on
interventions to facilitate implementation of specific EBPTs.
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Table 1

Themes

Theme Worst climate/culture Other climate/cultures

Perceptions of cognitive therapy

 Fit with client A lot of people aren’t coming here for the long term,
or to fix everything in their lives, they just want to
stop hurting. And then they have all this other junk
going on in their lives too, they’re mostly poor
people, um, you know, and so…personal
development isn’t number one on their needs list. I
don’t think [CT] works for everybody, but I think if
you had to pick one kind of therapy that would work
with most of the people who come here that would
probably be my first choice. (Agency E; Worst
Culture)
Sometimes I wonder if CT is adequate for issues of
trauma and things like that. And all of our clients
have trauma issues, CT is really focused on the here
and now, so it’s great for stabilizing a person that
way. I haven’t seen CT as a helpful tool yet to go
back to the old stuff…and shame. (Agency D; Worst
Climate and Culture)

You know with anything you have to start with the
client, and there’s some clients that are not going to
be able to participate in cognitive therapy… We
work with sometimes people who are really
illiterate. People that are—not that I’m saying
they’re stupid…this is not anything with their
intellect; this is about their tools. And also we have
some people who are so, so ill that, they’re so
involved in just maintaining that they’re not able to
engage in a cognitive treatment. (Agency A)
I think it doesn’t always get to the heart of the issue.
And I think it doesn’t, it fails to assess deep enough,
what’s happening unconsciously in the client, and it
feels overly simplistic, to me, to think, it sort of feels
top- down instead of bottom-up. (Agency B; Best
Climate)

 Reluctance to fully
implement

The concern about the expectation, that some
therapists really feel comfortable with the approach
that they’ve done and we’ve had people in the field
for many, many years, who are effective in their
work, and so I get concerned that some of their, their
creativity will get stifled. (Agency E; Worst Culture)

CT has empirically based research to support it, and
so, and the clinics like it [but] I would imagine if no
one told you what to do in the room it would be [a
question of] the therapist liking it or not…. I… have
my own little bag of tricks now that I like. (Agency
B; Best Climate)
[CT] is a lot of work. It’s a lot, when I’ve had six
clients or four clients and I’ve done CT with each
and every one of them and they have truly
participated, I’m exhausted…I think the fact that
cognitive therapy could probably I, I don’t want to
say watered down, but I’ll say it, [could get in the
way of using CT after training]. (Agency G)

Organization-level barriers

 Workload and productivity
demands as barriers

I think the lack of supervision as well as the
supervision process when you get CT training…I
think it will be hard for people to find time for it in
the setting we’re talking about… People aren’t going
to want to do a new therapy or do a new training if
it’s going to put them at a loss…even if at the long
time of it the patient is going to benefit. We’re
already being stretched to the max… (Agency E;
Worst Culture)

I don’t think there’s anything about the way the
agency is set up that would an obstacle [to training].
I don’t see that. (Agency B; Best climate)

 Reactions to change Change here is slow, and when there is change here, it
usually creates instability, and that resistance to
change will always be there (Agency C; Worst
Culture)
Often change actually means, we’ve just turned up the
speed on the treadmill. So there’s hostility. Um, I
would say, one word I’d use is cynically, we react to
change with cynicism…And in some regards
becomes passive- aggressive non cooperation. ‘Yeah,
you’re going to ask me to do this, I have no voice so I
can’t protest it, but you’ll just get as much as I give
you and then we’ll see what happens’. (Agency D;
Worst Climate and Culture)

For the most part, are pretty good at adapting to
change and you know, kind of rolling with the
punches (Agency B; Best climate)
So people say ‘well that’s the way it goes, you know
I mean, here they started this and then they just let it
drop’. … I think sometimes perhaps the employees
don’t have a great deal of faith in the fact that there
is, that the change is going to be permanent or better.
(Agency G)

Organization level facilitators

 Attitudes towards training I would like to get training…I think the population we
work with is really challenging and I think as many
different perspectives.. is helpful (Agency F; Worst
Climate and Culture)

[The agency] supports you if ultimately you’re doing
something that’s for the good of the client then they
will back you up and you will find a way to get it
done (Agency H)

 Fit with documentation
requirements

Given all this documentation training in how to
tailor…measurable goals…CT is what would work

To be honest with you, I think [CT is] also helpful
in, in training the staff. It helps with how to write the
notes, and the documentation (Agency G)
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Theme Worst climate/culture Other climate/cultures

very well with this sort of documentation (Agency E;
Worst Culture)

Note: Worst cultures’ proficiency subscale scores are 2 SD below rigidity and resistance subscale scores

Best cultures’ proficiency scores are 2 SD above rigidity and resistance subscale scores

Worst climates’ engagement and functionality subscale scores are 2 SD below stress scores

Best climates’ engagement and functionality scores are 2 SD above stress subscale scores

Agencies that are not designated as having worst climates or cultures did not have OSC profiles meeting these criteria
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