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Abstract

In order to make EBTs available to a large number of children and families, developers and expert 

therapists have used their experience and expertise to train community-based therapists in EBTs. 

Understanding current training practices of treatment experts may be one method for establishing 

best practices for training community-based therapists prior to comprehensive empirical 

examinations of training practices. A qualitative study was conducted using surveys and phone 

interviews to identify the specific procedures used by treatment experts to train and implement an 

evidence-based treatment in community settings. Twenty-three doctoral-level, clinical 

psychologists were identified to participate because of their expertise in conducting and training 

Parent-Child Interaction Therapy. Semi-structured qualitative interviews were completed by 

phone, later transcribed verbatim, and analyzed using thematic coding. The de-identified data were 

coded by two independent qualitative data researchers and then compared for consistency of 

interpretation. The themes that emerged following the final coding were used to construct a 

training protocol to be empirically tested. The goal of this paper is to not only understand the 

current state of training practices for training therapists in a particular EBT, Parent-Child 

Interaction Therapy, but to illustrate the use of expert opinion as the best available evidence in 

preparation for empirical evaluation.
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1. Introduction

Evidence-based treatments (EBTs) are interventions which have an extensive research base 

for therapeutic change produced for specific clinical presentations (Kazdin, 2008). Several 

expert panels have recommended incorporating evidence-based treatments (EBTs) into 

standard clinical practice, calling it a priority for improving the quality of mental health 

services (President's New Freedom Commission on Mental Health, 2004). Panel 

recommendations to incorporate EBTs led to calls for the scaling up of EBTs and a demand 

for training therapists in community-based settings. However, reports continue to highlight a 

lack of access to EBTs in community settings (President's New Freedom Commission on 

Mental Health, 2004; U.S. Public Health Service, 2009). Research continues to indicate that 

same lack of access and poorer outcomes for community treated children compared to 

children treated at university clinics (Costello, Jian-ping He, Sampson, Kessler, & 

Merikangas, 2014; Rones & Hoagwood, 2000) and that “treatment as usual,” or usual 

clinical care, for children in community settings is considerably different from EBTs. 

(Garland et al., 2010).

The lack of both comprehensive guidelines to support the transfer of EBTs to community 

therapists (McHugh & Barlow, 2010) and empirical information regarding effective 

knowledge and skill transfer (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005; Gotham, 

2004) creates numerous challenges in the implementation of EBTs in community settings. 

The differences in the characteristics of community therapists and those involved in 

controlled research studies examining EBTs leave a particular paucity of data about how to 

most effectively train those who provide care in community settings (Herschell, Kolko, 

Baumann, & Davis, 2010). A majority of community-based clinicians are masters-level 

therapists, with an “eclectic” theoretical orientation, who value the quality of the therapeutic 

alliance over the use of specific techniques (Garland, Kruse, & Aarons, 2003). To date, the 

most common way to train community therapists in EBTs has been to ask them to read 

written materials (e.g., treatment manuals) or attend standalone workshops (i.e., one to two-

day workshops without additional training follow up), but there is little to no evidence that 

this ‘train and hope’ approach (Henggeler, Schoenwald, Liao, Letourneau, & Edwards, 

2002), similar to continuing education formats, will result in positive, sustained increases in 

skill and competence (Beidas & Kendall, 2010; Herschell et al., 2010).

Trainers of EBTs have met the demand for community trained therapists by developing 

training strategies based on their years of clinical experience and expertise (e.g., Landes & 

Linehan, 2012). Training protocols have been developed for several EBTs, which have 

contributed to their successful implementation (Herschell, McNeil, & McNeil, 2004). 

Examples include Multisystemic Therapy (MST Services, Inc., 2014), Dialectical Behavior 

Therapy (Linehan, 1993), and Multidimensional Treatment Foster Care (TFC Consultants, 

Inc., 2014). Similar to PCIT training, these training processes are often extensive and 

include multiple training days with time in between for therapists to practice skills with 

consumers and receive feedback from experts through coaching or consultation (Beidas & 

Kendall, 2010; Herschell et al., 2010; Sholomskas, Syracuse-Siewert, Rounsaville, Ball, & 

Nuro, 2005). Several training models are prominently used to implement EBTs to 

community settings (e.g., cascading model and learning collaborative model). These models 
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vary in how materials are delivered and emphasized across the training process. For 

example, a cascading model places greatest training emphasis on the role of the trained 

therapist in delivering the clinical model (e.g., Chamberlain, Price, Reid, & Landsverk, 

2008), while a learning collaborative model includes involvement of multiple levels within 

the organization (e.g., administrator, clinical supervisor, therapist) and specific components 

which address the organizational context (e.g., culture, climate, resources, leadership 

engagement) in which the intervention will be implemented (Damschroder et al., 2009).

1.1 Use of Expert-Informed Strategies

Expert opinion can be systematically organized to provide the best available evidence about 

a topic which has limited empirical study. In the medical and mental health fields, criterion 

sampling can be used to select and integrate expertise of individuals with a particular 

knowledge base. Expert opinion has been used to improve the reporting of clinical trials 

(e.g., Tetzlaff, Moher, & Chan, 2012), provision of systematic reviews of controlled trials 

(e.g., the Cochrane Collaboration), and development of practice guidelines (e.g., August et 

al., 2008; Frances, Kahn, Carpenter, Frances, & Docherty, 1998; Waltz et al., 2014). These 

methods embody practice-based evidence through synthesizing existing expertise in order to 

develop procedures to be empirically tested. Subsequently, these methods provide results 

that are relevant, readily implementable, and integrate clinical experience with the best 

available systematic research (e.g., Hanson et al., 2013), which overcome some of the 

limitations identified with EBT (Minas & Jorm, 2010; Straus & Sackett, 1998; Strauss, 

1987). Due to the existing gaps in knowledge related to training methods of EBTs in 

community settings, qualitative research methods are indicated (Creswell, 2013). The goal 

of grounded theory study is to generate or discover a “unified theoretical explanation” for a 

process or action (Corbin & Strauss, 2008, p. 107), which explains practice and provides a 

framework for further research. A particular EBT, PCIT, was selected to serve as an 

example for several reasons: 1) children with disruptive behavior difficulties represent the 

largest source of referrals to mental health agencies, accounting for one third to one half of 

child outpatient mental health referrals (Kazdin, 1995), 2) a majority of these referrals are 

received in early childhood (e.g., Garland et al., 2010), 3) PCIT is an early childhood EBT 

which if effectively provided can change the child’s developmental trajectory, and 4) it is an 

EBT with developed training requirements, a highly structured treatment protocol which 

eases the development of specific training practices, and has been recommended for wide-

scale implementation.

1.2 Examining Training Practices of one EBT as an Example: Parent-Child Interaction 
Therapy (PCIT)

PCIT is a well-established, evidence-based treatment for young children (aged 2.5 – 7) who 

are experiencing externalizing behavior problems such as aggression, noncompliance, and 

defiance (Eyberg et al., 2001). PCIT was developed from Hanf’s two-stage model (Reitman 

& McMahon, 2013) which includes a relationship focused, behaviorally-oriented play 

therapy stage (child directed interaction [CDI]) and a behavior management focused stage 

(parent directed interaction [PDI]). Accordingly, PCIT consists of several core features: (a) 

the parent and child are actively involved together in treatment sessions, (b) interactions are 

coded to determine progress and treatment planning, (c) traditional play-therapy skills are 
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taught to enhance the quality of the parent-child relationship, (d) problem-solving and 

behavior management skills are taught to develop family success in addressing problem 

behaviors, which include the use of a specialized timeout procedure, (e) parents are coached 

with the goal of reaching a level of mastery of both play-therapy and behavior management 

skills, (f) the treatment model is clinically validated, and (g) changes are made based on 

empirical evidence (Eyberg, 2005). PCIT has also been established as a “Best Practice” for 

children with histories of child physical abuse (e.g., Kauffman Foundation, 2004). For a 

more detailed description of PCIT see Scudder, Herschell and McNeil (2015). Expert groups 

have recommended the widespread implementation of PCIT (e.g., Substance Abuse Mental 

Health Administration (SAMHSA), National Child Traumatic Stress Network (NCTSN)), 

but the best strategy for how to scale-up the treatment for broad public health impact 

remains in question.

1.2.1 PCIT training history—Since PCIT’s development, PCIT training has been 

primarily provided in training clinics housed in university-based, doctoral-level psychology 

departments and university-affiliated medical centers. Training in PCIT, like many other 

EBTs, was historically conducted using an apprenticeship model with intensive supervision 

of PCIT-related research and clinical skills under the direction of an expert, faculty-level 

PCIT scientist-practitioner. As the demand for PCIT has increased, it has been implemented 

more broadly and other modalities of training and supervision have been tried. States such as 

California, Delaware, Iowa, and Pennsylvania have had large-scale dissemination efforts 

sponsored by a variety of funding sources (e.g., public and private foundations, SAMHSA, 

NIMH). PCIT International was developed as a business with the primary mission to ensure 

high fidelity as well as “foster the growth and expertise of the network of local, regional, 

national, and international PCIT therapists” (www.pcit.org).

PCIT International has published training guidelines and requirements for certification 

(PCIT International, 2009; 2013) that outline requirements of training at all levels (i.e., PCIT 

therapists, Level I Trainers, Level II Trainers, and Master Trainers). The PCIT International 

Certified PCIT Therapist Training Requirements (PCIT International, 2013) specifically 

outline therapist competencies to be assessed across the training process. At least 40 hours 

of in-person training or 30 hours of in-person training supplemented with 10 hours of online 

training is required and should include: (a) an overview of PCIT’s theoretical basis, 

assessment and behavioral coding practice, 2011 PCIT treatment protocol, and session 

structure, (b) clinical case review of relatively straight-forward to very complex cases, and 

(c) interactive discussions, modeling, role-plays, and live demonstrations with children and 

families. These requirements are largely based on clinical experience, but there have also 

been some empirical investigations examining specific components of PCIT training.

1.3 Empirical Examinations of PCIT Training Components

Training manuals, workshops, and seminars alone have been shown to be insufficient to 

achieve reliable and competent PCIT skill transfer from training to service provision 

(Herschell et al., 2009). Studies evaluating the utility of self-directed trainings and 

workshops have documented that these methods alone do not routinely produce positive 

outcomes (Beidas & Kendall, 2010; Herschell et al., 2010). The PCIT International Training 
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Guidelines acknowledge that these training methods are insufficient. Instead, they require 

that following an initial in-person training, trainees complete clinical case consultation with 

a PCIT trainer until they have graduated at least two families from PCIT and to continue 

consultation until all required training competencies are met. Workshop follow-ups are used 

to help sustain training outcomes.

Several authors have started examining the incorporation of technology to specific 

components of training such as using telemedicine technology for consultation (Funderburk, 

Chaffin, Bard, Shanley, Bard, & Berliner, 2014; Funderburk, Ware, Altshuler, & Chaffin, 

2008; Wilsie & Brestan-Knight, 2012). Telemedicine technology, such as Remote Real-

Time Coaching, allows the PCIT trainer to actively coach the PCIT trainee during therapy 

sessions, which may be a more time efficient method to increase trainee clinical 

competencies when compared to standard consultation conference calls. PCIT trainees (n = 

10) rated the real-time feedback and observation higher than consultation calls for skills-

based elements of consultation and rated consultation calls higher than Remote Real-Time 

for conceptual elements (Funderburk et al., 2008). When given the choice of only one form, 

all participating trainees chose Remote Real-Time as the preferred form of consultation. 

When tested in a larger trial conducted across two states and involving 80 therapists and 330 

cases, live video consultation (remote real-time) was found to help improve client outcome 

by one standard deviation in comparison to standard consultation, which had no association 

with client improvement (Funderburk et al., 2014).

1.4 Empirical Examinations of PCIT Trainee Characteristics

Therapist characteristics and attitudes towards the adoption of EBTs have been shown to 

impact dissemination and implementation efforts (Herschell, McNeil, & McNeil, 2004). 

Therapist verbal behavior and communication styles (e.g., use of labeled praise) early in 

treatment have been shown to be related to family success in skill development and 

treatment completion (Harwood & Eyberg, 2004; Herschell, Capage, Bahl, & McNeil, 

2008). In training, initial therapist attitudes have been shown to be related to their 

participation and satisfaction with varying levels of post-workshop training support and case 

enrollment for PCIT (Nelson, Shanley, Funderbunk, & Bard, 2012).

Studies examining components of PCIT training and characteristics of trained clinicians 

assist in understanding effective training practices; however, are unable to fully examine 

how individual trainers and groups incorporate these components into larger training 

protocols. Similar to the training of other EBTs, there is a gap between the PCIT 

International Training Guidelines and the empirical literature, which may be bridged by the 

experience of expert scientist-practitioners. Just as years ago treatment developers sought to 

uncover the “black box” of therapy (e.g., Bearman et al., 2013; Hoagwood, Atkins, & 

Ialongo, 2013), the goal of the current study was to uncover the contents of the “black box” 

of training in an EBT. The central aim of the current study was to operationalize the training 

protocols of PCIT trainers of community-based therapists.
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1.5 Protocol Development

In recent decades, comprehensive clinical protocols have allowed EBTs to be easily 

identified and empirically evaluated (Chambless et al., 1996). However, a protocol for 

training community-based therapists has not yet been developed or empirically studied 

(Herschell et al., 2010) and the current practices of clinical trainers have not yet been well 

documented. This is particularly relevant as community-based clinical training is a complex, 

expensive, multifaceted intervention, which requires skilled decision-making.

The development of a clinical training protocol based on current training practices is 

considered an initial and necessary step towards developing evidence-based training models 

(Tetzlaff, Chan, et al., 2012; Tetzlaff, Moher, et al., 2012). In the current study, we chose to 

report similarities and differences in expert opinion. The themes that emerged following the 

final coding were used to construct a theory of current training practices and a training 

protocol that is now being empirically tested (R01 MH095750; A statewide trial to compare 

three training models for implementing an EBT).

2. Method

A grounded theory approach (Creswell, 2013; Strauss & Corbin, 1998) was used to acquire 

an in-depth understanding of the current PCIT training practices. In turn, a framework of the 

training process was developed in order to operationalize a detailed training protocol 

informed by expert delivery of PCIT training. This training protocol is now being tested in a 

large training and implementation trial (R01 MH095750).

2.1 Trainer Participants

Trainers were invited to participate if they had been identified as a “Master Trainer” (Parent-

Child Interaction Therapy, 2011) or if they had led a large-scale PCIT initiative to train 

community-based clinicians. The practices of these trainers were of specific interest because 

the considerations and practices used to train multiple agencies at once differ from training 

practices used to train clinicians within one agency. Twenty-three trainers were invited to 

participate. Eighteen trainers (78.3%) participated in interviews guided by the semi-

structured format; sixteen trainers (69.6%) also completed an online current training 

practices survey.

Trainer participants were asked to provide their expert opinion based on their current 

training practices. Particular steps were taken to keep trainers’ individual responses 

confidential. In several instances, the reported training practices varied from the 

recommended training guidelines, which are based on collective experience and 

recommendations. Across the interviews, trainer participants frequently commented that 

they strived to implement practices at or above the recommendations, however training 

practices have evolved over time and formal training guidelines did not exist until 2009 (i.e., 

PCIT International, 2009).
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2.2 Training Interview and Survey

A semi-structured interview outline was developed based on the PCIT International Training 

Guidelines (PCIT International, 2009). Additional items were constructed with the goal of 

operationalizing all components of the current training practices (See Table 1 for interview). 

Each interview, conducted by a PhD-level clinical psychologist (ATS), lasted from 45 to 

120 minutes, and was audio recorded. A bachelor’s level research associate transcribed the 

interviews verbatim. Collectively, 427 pages (i.e., a range of 13–53 pages per participant) 

were cleaned and checked for accuracy.

3. Results

3.1 Data Analysis

The research team contracted with an independent data unit at the university which 

specializes in qualitative data analysis to assist in code construction, operationalization, and 

coding the written interview transcripts. Data analysis was guided by basic principles of 

grounded theory research (Strauss & Corbin, 1998). The developed codebook contained 52 

descriptive codes based on relevant PCIT training topics (e.g., pre-training preparation, 

workshop training, consultation, and follow up support). Two coders independently coded 

all transcripts for major domains of inquiry using qualitative data analysis software 

(ATLAS.ti, 2006). Both coders had at least three years of coding experience and had 

previously worked on multiple qualitative coding projects through the data unit. Coder 1 

was a Caucasian male with a bachelors’ degree in History and English. Coder 2 was a 

Caucasian female with a PhD in Geography. Initial kappa calculations ranged from .29 to .

87 across codes. Kappas for primary codes were high (Pre-training Preparation=0.71, 

Training Workshop= K=. 77, Consultation K=.87, Follow Up Support K=.85). Following 

initial kappa calculations, the coders identified and discussed any disagreements that 

occurred with independent coding. Consensus was reached in most cases. In cases in which 

the coders did not reach consensus, the text was discussed with a project manager and a 

member of the research team to clarify and achieve a consensus about the statement. The 

project manager had doctoral training in clinical psychology and six years of experience 

overseeing qualitative data projects through the data unit. First, the transcripts were open 

coded for major categories of a core training process. From this coding, categories were 

developed around the core process. A visual model was created which allowed for 

propositions to be made about the relations among categories within the model and a theory 

of current training practices to be developed. The initial categories were finalized after a 

comparative process in which each statement was checked against similar data (Strauss & 

Corbin, 1998). Subsequently, the coding team discussed the content of each category, 

reviewed interrater reliability by code, and refined the coding scheme by expanding, 

collapsing, or eliminating codes until there was consensus. Throughout the coding process 

the coding team was in regular contact with the primary researchers to discuss coding 

progress as well as nuances of the EBT and training practices to ensure accurate coding.

3.2 General Themes

In this section general themes are reported and presented based on the order of progression 

of most trainings. The training period was generally discussed as consisting of several 
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components: pre-training preparation, workshop trainings, consultation, and follow up (see 

Figure 1). Collectively, training across the training period was identified as a mechanism to 

facilitate trainee ‘s continual movement towards independence with the training model. 

Trainers frequently conceptualized training as a parallel process to the PCIT therapy 

process. For example, in PCIT, therapists coach using “scaffolding” or “shaping” of parent 

skill. One trainer described this process by saying that therapists should use “behavioral 

principles to shape a parent’s skill acquisition--their coaching changes from one session to 

another-- and from one moment to another.” Most trainers discussed the importance of 

progressing with training components based on trainee skill level. They also discussed how 

specific treatment techniques should change over time, beginning with less demanding 

interactions and moving to more demanding interactions. For example, training components 

were presented first using less demanding methods such as modeling of skills by the trainer 

and then moved towards role-plays and case demonstrations by trainees. They discussed 

increasing trainee buy-in and comfort through the training process by informal group 

activities such as “providing food,” “eating meals together,” or having activities towards the 

end of training to “process the experience as a training group.” Trainers reported many 

common elements across the training process. For example, all trainers include PowerPoint 

presentations and most integrate a combination of role-plays, live demonstrations, and video 

presentations. Additionally, some training components appear more variable across trainings 

such as the level of emphasis placed on training particular details of PCIT (e.g., backups to 

the timeout chair), methods used to review therapists’ cases, elements added to address 

clinical topics or populations uniquely relevant for particular training groups (e.g., child 

maltreatment, military families), and the timing and method of evaluation of trainee 

competencies.

3.3 Areas of Common Elements

3.3.1 Pre-training preparation—Most trainers emphasized an importance in pre-training 

preparation and a need for increased focus on training preparation. For example, one trainer 

noted, “Pre-training preparation and selection is key. Those are two things that have 

emerged in the implementation research as really important. And I think it’s especially 

important for PCIT because it’s a very intensive model… to give people a sense of what it 

looks like and how fast paced it is - when you say to somebody, ‘PCIT is a very structured 

EBT, is that comfortable for you?’ They say ‘yes,’ but they’re thinking of a less intensive 

model, I can guarantee it… I think it’s really really important.” Most trainers reported 

contact prior to training to include in-person or phone meetings. Many trainers reported 

requesting trainees to review materials such as articles and short video overviews presented 

by a PCIT expert. Some included other preparation such as the completion of a “pre-training 

application” or “trainee survey,” an “agency site visit,” or “review of the PCIT treatment 

manual,” the “DPICS manual and workbook,” or other created introductory materials. Some 

also reported having trainee agencies assist with the purchasing of “PCIT treatment 

manuals,” “PCIT books,” or “printing of training materials.” As depicted in Figure 1, 

trainers who incorporated pre-training meetings or site visits into their training preparation 

described these visits as assisting with agency startup which might include: 1) discussing 

expectations of the training process such as “the agency’s commitment to therapist time in 

co-therapy or peer consultation,” 2) understanding training requirements such “videotaping 
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sessions” and case selection, 3) informing topics related to trainee selection such as “trainee 

characteristics” (e.g., masters level, license or license eligible), and 4) planning for 

infrastructure development such as ―establishing a referral process,” “identifying an 

observation room,” and “developing a timeout space.” Half of the trainers required trainees 

to identify 2 to 3 PCIT-eligible families prior to receiving training and an additional 25% 

reported ‘strongly recommending’ identification of PCIT-eligible families prior to training.

3.3.2 Workshop training components—Trainers reported general characteristics of 

their training workshops as well as specific details related to workshop structure. Face-to-

face training time varied between 5 and 8 days and was most commonly reported as 7 days. 

Training workshops most commonly included 8 trainees, although workshops range from 2 

to 12 trainees with 1 to 12 trainees per agency. A few trainers indicated the importance of 

the trainer to trainee ratio and suggested ratios of 1 to 4 or 1 to 6. A majority of trainers 

reported providing continuing education credits (56%), which they most commonly offered 

for psychologists (53%), social workers (29 %), and others such as licensed mental health 

counselors, marriage and family therapists, and professional counselors (18%).

Trainers reported training agencies which provide services in a variety of settings such as 

outpatient community-based clinics (94%), outpatient private practice (75%), outpatient 

university settings (63%), home-based (50%), school-based (38%), inpatient (25%), and 

other settings such as residential treatment centers and military-based service settings (13%). 

Trainees served the following professional roles: masters-level therapists (94%), clinical 

psychologists (81%), supervisors (75%), administrators (38%), medical professionals (31%), 

Child Advocacy Center therapists (25%), and others such as students, interns, and 

researchers (50%). Most trainers (75%) reported also training individuals serving as clinical 

supervisors of PCIT services. Most commonly, trainers reported conducting trainings in a 

university-based setting (81%) or at community mental health centers (44%). Of the trainers 

using both types of training sites, 30% indicated that trainees more commonly travel to the 

trainer’s site.

Generally, trainers reported that role-plays are often used to give the participants experience 

in demonstrating skills. A majority of role-plays emphasized the demonstration of parent 

mastery skills, coding, and coaching, and to a lesser degree other clinical competencies. 

Most but not all of the trainers incorporated clinical videos and live skill practice with 

families or children during their training. Many trainers noted the central difference in 

coaching during CDI versus PDI. In CDI, coaches work to keep parents in the lead as they 

shape the use of specific selective attention skills, while in PDI, coaches lead parents until 

they demonstrate the use of specific disciplinary skills.

3.4 Areas of Greater Variability

3.4.1 Workshop training process—The process and timing of the workshop training 

components was one area found to have greater variability among trainers. Specific details 

from the training schedules (e.g., number of breaks, length of training days) were collected 

and incorporated into the developed protocol but are beyond the scope of this paper. 

Trainers frequently agreed on the components needed in training but varied on how they 
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chose to rollout particular training components such as coding and coaching. Trainers noted 

that considerations of trainee comfort and engagement with the training process were 

primary factors in their decision of the order to introduce specific components. In addition to 

the ordering of specific components, the amount of detail and mode of delivery also 

appeared to vary across trainings. For example, use of PowerPoint presentations across the 

course of training ranged from approximately “3 hours” to “20 hours.” Trainers also 

reported that their individual delivery of training may vary from one training to the next 

based on tailoring to trainee needs, knowledge, and skill level.

Trainers checked clinicians off of predetermined clinical competencies across the training 

and consultation periods; however, trainers varied in the methods and timing of these 

competency check offs. Some trainers relied more heavily on the in-person training period 

while others relied more heavily on clinical case review of therapists’ demonstration of the 

competencies with their clinical families. For example, trainer responses ranged from “most 

[competency check offs] are done in the first 40 hour training—and then a bunch of them 

are done in the two- day advanced training. And then the last three of them, I save to check 

off [during the consultation and case review period]” to “during the face-to-face training we 

do check offs for parent mastery skills but… it’s in their cases, that we’re really checking 

them off [of their other clinical competencies].” Several trainers also reported their 

incorporation of constructed measures such as a “coach’s quiz” to assess therapists’ CDI and 

PDI coaching knowledge and a “coach-coding system” to provide feedback on therapists’ 

coaching skills. Trainers also reported differences in the number of trainers and training 

supports attending trainings. While some trainers train independently, others co-train with 

graduate students or predoctoral interns, and still others report large training teams of up to 

nine members. Those reporting large training teams discussed the importance of trainers 

being coordinated and interchangeable.

3.4.2 Timeout training—Unique implementation challenges are found with all EBTs. A 

particular challenge of PCIT is the implementation of the highly structured timeout 

procedure (see Eyberg & Funderburk, 2011 for a full description). Subsequently, we asked 

trainers to discuss their training of timeout in great detail. All trainers were asked what 

timeout backups they: 1) were training, 2) the depth of this training, and 3) what methods 

trained agencies were using. All trainers reported that they trained the timeout backup room. 

Four trainers trained alternatives to the timeout chair only if needed, seven provided a brief 

discussion or demonstration of the swoop-and-go (i.e., parent takes the toys and stands 

outside the therapy room), and seven emphasized both the timeout room and swoop-and- go 

procedures, having trainees practice both procedures in role-play during the face-to-face 

training. Twelve trainers provided estimates of the practices in the agencies that they had 

trained. Five trainers reported that most agencies have timeout rooms built in their PCIT 

session room, and seven trainers reported that most agencies use backups such as “an 

adjacent therapy room” or “swoop- and- go procedure.” The use of alternative backup 

methods was reported to be commonly utilized for two reasons: 1) lack of resources such as 

funding and space and 2) a philosophical disagreement at the agency or system level with 

use of a timeout room.
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3.4.3 Clinical case review—Following the workshop training, most trainers conducted 

clinical case review. However, trainers varied in the structure and method used. Many, but 

not all of the trainers, used video for clinical case review. Others used video streaming or 

live in-session review. Regardless of method, trainers often provided highly detailed 

feedback after reviewing clinical sessions. Some trainers noted the specific utility of clinical 

case review in revealing clinical challenges or low adherence to the PCIT model; which may 

not be reported in consultation calls or in self-reported metrics. There was also variability in 

how trainers decided that remediation was needed for case review. For example, one trainer 

indicated “If they hit the integrity checklist items, then that’s good enough. And I can give 

them some feedback to try to make them better.” While another trainer noted, “even though 

they completed those things [items on the integrity checklist]… I request another video if… 

its superficial detail or I don’t think they grasped it.” Additionally, trainers varied in their 

feedback methods as some trainers provided written feedback and then set up an individual 

phone call to discuss feedback further while others emailed feedback or discussed feedback 

on group consultation calls.

3.4.4 Consultation—Consultation was reported to be less structured than in-person 

training and more varied among trainers. The frequency of scheduled consultation ranged 

from weekly to monthly one-hour sessions. Consultations generally were done as group 

conference calls, although some were done live, with members of the same training group or 

from the same agency. Generally, trainers discussed using consultation discussions to 

highlight experiences commonly addressed during PCIT. For example, one trainer listed 

several common issues brought up during consultation calls such as “how to get the parents 

to do their homework, attend sessions every week, and use labeled praises.” The trainer 

further reflected that trainees often experience “similar issues so even though we’re talking 

about specific clients I always say, “Ok, here’s an issue that you are all dealing with-- so 

let’s talk about it in regards to a specific case.” Consultations usually first focused on 

particularly challenging cases, before focusing on any feedback the trainer wants to give 

from their case reviews or other topics. The content of consultation appeared to vary based 

on the frequency of contact. Typically, time was allotted to all of the participants at each 

consultation. Most trainers consulted with trainees for 1 year following initial training with a 

range from 6 months to 3 years. Most mentioned that the duration of the consultation period 

is determined by the graduation of 2 cases, regardless of how long that takes.

3.4.5 Follow-up support—Following the consultation period, the progression of training 

contact continued to a less structured, informal support. It was most often described as “as 

needed” and consisting of “email or phone contact.” Trainers reported the follow-up period 

to be supplemental and optional; not all trainees remained in contact with trainers during this 

period. Trainers indicated that often clinical discussion becomes more advanced and 

finessed as therapists attain basic foundations of the intervention. In addition to the most 

commonly cited methods, trainers also reported formats such as regional conferences and 

continued consultation calls. Trainers varied on their report of the importance or feasibility 

of follow-up support. Although most reported conducting follow-up support at no charge, 

some discussed formal contracts. The longest reported duration of “as needed” follow-up 

contact was eight years, which was reported by two independent trainers.

Scudder and Herschell Page 11

Child Youth Serv Rev. Author manuscript; available in PMC 2016 August 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3.5 Trainer Reflections on Trainings

Strong opinions related to some training topics were relatively common across trainers and 

training groups, and were coded as opinions of training positives and opinions of training 

challenges.

3.5.1 Training positives—Trainers reflected positively about involving either a live 

demonstration family or children during the training workshop, noting that this allowed 

trainees to visualize the multiple components of PCIT sessions. Several trainers referenced 

their live case demonstrations as “one of the most highly favored aspects” of their trainings. 

Trainers also shared strong positive preferences for observing trainee cases live and 

providing live consultation. Trainers often recognized that live methods were preferred but 

not always feasible, also sharing strong positive remarks regarding the incorporation of 

different types of technology to make distance case review and consultation as active as 

possible. For example, one trainer reflected “I prefer to be there in person if I can. If I can’t 

be there in person, I prefer next to be there on the web. Videotape review I think is by far the 

weakest. I do it because I have some [therapists] that don’t have access to any of those 

systems… you see that they can do it on the tape but… it is easier to correct something right 

as it’s happening.” Lastly, trainers emphasized the importance of activities to build comfort 

during the training process such as meals or closing activities. For example, one trainer 

reflected, “I’m really convinced that you have to create a very positive attitude of safety for 

therapists because you are going to be giving corrective feedback-- and part of that is that 

they have to feel pretty safe. I do some things at the training to increase the feelings of 

safety, including we eat together…to help people feel comfortable. We are very low key, 

very informal in order to help people feel comfortable.”

3.5.2 Training challenges—Trainers also consistently noted areas of challenge such as 

pre-training preparation and infrastructure development, obtaining and calculating coding 

accuracy during training workshops, case review, and subjectivity of assessing some clinical 

competencies. Trainers commonly discussed issues involving having infrastructure and 

adequate facilities at community agencies for use of timeout rooms, use of equipment such 

as the bug-in-the-ear, call pods, video recording and transfer equipment, and observation 

rooms with one-way mirrors. A few trainers specifically noted agency administrators’ 

limited knowledge about the infrastructure requirements of PCIT. For example, one trainer 

said “It seems like the administration is always getting caught up with PCIT after the fact, 

when the therapists come back to their agency, they’re like, “Oh, this is what it is.” And they 

don’t know until the therapist goes back, they don’t really get what it is.”

Many trainers used the process of video submission for case review. Although this was 

valued, they indicated that submitting videos was often difficult for therapists to complete. 

One trainer reflected on therapists’ struggles to submit videotape saying, “One of the big 

problems I run into for community dissemination which is kind of simple, but it’s really 

not--is the taping.” The trainer reflected the reactions of some community-based therapists 

by saying “‘What do you mean we have to tape things? I’ve been doing this for 20 years; 

I’ve never taped a session.”‘ Additionally, trainers reported that providing detailed, written 
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feedback was useful yet time intensive and less efficient than more active or in-the-moment 

methods.

Trainers also frequently discussed their challenges with the subjectivity involved in 

providing feedback following case review. For example, one trainer remarked “Honestly, I 

watch it and I think -’Can this person do this the rest of their career, in the exact same way, 

would that be ok?’ If I said ‘no’, then I try to articulate to them why… “ Trainers also 

provided examples to illustrate that reaching 80% treatment integrity may be adequate, but 

not always sufficient for demonstrating competent treatment delivery. Another noted 

concern was the ongoing challenge of having video examples of clinical cases consented and 

able to be shown during face-to-face trainings of PCIT. Lastly, trainers reported that 

successful completion and “graduation” of families through treatment often takes trainees a 

long time, suggesting that the nature of outpatient therapy allows many trainees to see 

numerous cases into the second stage of the treatment program without meeting official 

graduation criteria. Trainers reported that therapists have taken “six months” to “three years” 

to successfully graduate two cases.

4. Discussion

Although EBTs have well-established evidence bases, empirical examination of training 

practices for community-based therapists in the delivery of EBTs is limited. The bulk of 

literature related to training methods for EBTs has more narrowly focused on particular 

components of training (e.g., consultation, supervision, or behavioral rehearsal). Few EBTs 

have yet to have detailed protocols for training community-based clinicians (Herschell et al., 

2010). This study illustrated methodology to better understand EBT training practices in 

community settings. Furthermore, it synthesized the existing training practices for 

community-based therapists specific to a particular EBT, PCIT. Among the participating 

trainers there were many similarities in training methods (e.g., incorporation of workshop 

training, clinical case review, consultation, and follow-up support) yet key differences in the 

delivery of training components, amount of detail within topics, and administration of 

clinical competency and skill check offs. Trainers also varied on their review of clinical 

cases, consultation length and methods, and follow-up support. In areas in which trainers 

had greater variability, general training components and subcomponents were identified and 

consideration was given to the number of trainers endorsing a specific practice and the 

existing training guidelines in order to guide the theory of current training practices and to 

operationalize a training protocol. Specifically, when practices or opinions varied, practices 

which were endorsed by more trainers or were outlined explicitly in the training guidelines 

were weighted more heavily for inclusion. These variations may reflect a need to tailor 

training to specific groups with diverse knowledge and skill sets, trainer style differences, or 

that our field is still sorting out what training methods will be best for training community 

therapists in EBTs. Collectively, the current study produced a general theory of training 

PCIT in community-based settings through the synthesis of current practices. In turn, this 

study provided a foundation to develop an extensive training protocol based on current 

practices of expert trainers, which has broad implications and can be empirically evaluated 

to allow for further understanding of the effectiveness of the current training practices of the 

EBT in community settings.
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4.1 Limitations

Several general limitations should be considered when interpreting the findings of the 

current study. First, although qualitative research involving expert opinion is well accepted 

in the medical and mental health fields, some previous authors have highlighted the paradox 

of recommending consensus to make progress, suggesting that this method has the potential 

to hinder progress in that it does not directly promote innovation (Minas & Jorm, 2010). In 

the current study, we chose to report similarities and differences in expert opinion as a 

means of understanding the current state of clinical training practices. This approach allows 

current practices to serve as a model to be empirically tested with the hopes of promoting 

future innovation. Secondly, an iterative data collection process which would have required 

continuing to collect data from participants following the initial analyses was not used. This 

would have allowed us to further refine our conceptual model and potentially enhance the 

richness of the data. Third, the study sample size is smaller than what is typical for grounded 

theory studies. Although small, this sample includes a majority of the existing trainers in the 

particular EBT across the US (i.e., 78.3%). In grounded theory qualitative research, the 

criterion for sample size is related to saturation (Strauss & Corbin, 1998). Based on the in-

depth level of information provided by trainers and the limited new information shared 

during later interviews, we felt that saturation was achieved with the 18 participating 

trainers. Lastly, this study outlines a theory of training but future empirical studies will be 

needed to draw conclusions related to the effectiveness of specific training strategies in 

community settings, understand whether community-based clinicians implement PCIT in the 

way that they are trained, and identify what practices translate to effective treatment in 

community settings.

4.2 Implications for Practice

A strength of this type of study is that it yields implications for practice that are informed by 

psychologists with years of experience and a wealth of expertise. Training was identified as 
a mechanism to facilitate trainee’s continual movement towards independence with the 

treatment model. First, participants emphasized the importance of action-oriented strategies. 

In planning clinical training activities, psychologists might consider involving consumers in 

training demonstrations, using technology to ds that allow the ability to observe clinical 

services and provide immediate feedback. Psychologists might also consider including a 

combination of activities in their training protocols – providing multiple ways to learn. 

Along with this, sequencing training activities so that they increase in difficulty across 

training (e.g., showing, modeling, practicing, and reaching clinical competence) may best 

facilitate knowledge and skill development. In developing training protocols, psychologist 

might also consider including activities that help participants feel welcomed, valued, and 

comfortable. Essentially, experts mentioned how important it was for training participants to 

feel comfortable, which is sometimes difficult to establish given the need to provide 

extensive feedback.

These experts also mentioned challenges that psychologists might want to consider before 

they implement EBTs in community settings. Some challenges were related to the training 

and assessment of skill development. For example, trainers mentioned obstacles in building 

particular therapy skills as well as assessing clinicians’ competency in the treatment model 
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through fair and objective methods. Trainers also identified the need to address challenges 

that occur at the agency level as early as possible in the implementation process. For 

example, clinicians often face challenges obtaining support from their agencies to help 

develop the space required for PCIT, order equipment, and identify adequate referral 

streams.

4.3 Conclusions

The study findings provide an outline about training based on expert opinion and practices. 

The training period includes general components of pre-training preparation, workshop 

training, consultation, and follow up contact. Training is largely competency based and takes 

a graduated path towards trainee independence. Trainers report the importance of providing 

action-oriented strategies, combining different activities, strategically sequencing training 

activities, and creating a training environment in which participants feel welcomed, valued, 

and comfortable. This type of comparison of the current practices of trainers provides a 

foundation to empirically examine training effectiveness, and in turn, contribute to the 

enhancement of training practices for EBTs in community-based settings.
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Highlights

1. Training generally consists of several components: pretraining preparation, 

workshop trainings, consultation, and follow up.

2. Collectively, training across the training period was identified as a mechanism 

to facilitate trainee’s continual movements towards independence with the 

training model.

3. Most trainers discussed the importance of progressing with training components 

based on trainee skill level.
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Figure 1. 
Components and Subcomponents of Training Practices
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Table 1

PCIT Trainer Interview

Pretraining Preparation/ Support & Startup

a. What recommendations and/ or requirements do you provide ahead of time for participants in training?

Training

a. What materials are provided to trainees (e.g., treatment manual, DPICS coding manual)?

b. What type of training materials or supports have you developed?

c. How do you structure the workshop time – what exercises or role plays do you do?

a. Do you have any sample training agendas that you would be willing to share?

d. How do you introduce/incorporate coding?

e. What clinical self-report outcome measures do you review/use during training?

f. How do you introduce/incorporate coaching?

g. What backup to the timeout chair do you train?

h. How much do you provide to therapists/advise on timeout space logistics?

i. How do you check specific trainee competencies during workshops?

j. Do you have clients come into training for live demonstrations? If so, how are families involved in training/training schedule?

Organization of Training Records

a. How do you document training progress?

Consultation

a. How would you describe the structure and process of your consultation?

b. How many consultations over time?

c. How do you structure the consultation calls?

d. Do you have forms that you use for consultation?

e. Do you have any handouts/samples that you would be willing to share?

Case Review

a. How do you complete skill review?

b. What sessions do you review?

c. Do you code the session during the case review session coding period?

d. How do you provide case review feedback?

e. What are the criteria for passing video review?

f. How do you determine when someone should remediate?

g. Do you have forms that you use for case review?

a. Would you be willing to share these materials?

Follow up Support (after consultation period)

a. What does follow-up generally look like?

a. How long (on average) does it take trainees to get through their training requirements?

b. How often do you keep in contact with trainees after the training year?

Use of training supports

a. Are there other types of training-related support that you provide to therapists?
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b. What other individuals do you involve in your trainings? (e.g., co-trainers, assistants)

Trainer Reflections on Training

a. In your opinion, what are the strengths of your trainings? What are areas of improvement?

b. As a result of your training feedback/evaluations, what are the strengths of your trainings? What are the areas for improvement?

c. What term would you use to describe your training approach (e.g., TTT, Learning Collaborative)?

d. What other trainers have you observed? How has that impacted your training approach?

e. Who else do you know doing PCIT Training that you think we should include in this project?
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