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Skills for Psychological Recovery (SPR) is a brief skills-based approach to assist community members to better cope
after a disaster or other tragedy. This paper reports on an evaluation of a large SPR training and support program
following floods and cyclones in Queensland, Australia. The program sought to recruit, train and support competent
SPR trainers; provide systematic high-quality training in SPR skills for practitioners; improve the confidence of a large
number of practitioners to use SPR; and encourage practitioners’ use of SPR with community members. Trainers
recruited to the program facilitated 49 training sessions for 788 practitioners across Queensland. Trainers were assessed
by practitioners to have high-level competencies to run training sessions. Practitioners reported improved confidence
to use each SPR intervention following training and at 6 months post-training. Based on available data, more than 6 out
of 10 practitioners used an SPR intervention during the follow up period, with each intervention used by over half of
the practitioners at both 3 and 6 months. The most frequently reported barrier to using SPR was not having seen a
community member with problems requiring SPR. For trainers, a psychology background and cognitive-behavioral
therapy (CBT) orientation were unrelated to their competencies to facilitate practitioner training sessions. For
practitioners, a psychology background and to some extent a CBT orientation were related to confidence to use SPR
interventions. In summary, this study provides details of an evaluation of a large-scale mental health training and
support program to enhance response to meet the mental health needs of those affected by disaster.

Introduction

Disasters can cause or exacerbate a range of mental health
problems of varying severity in the affected population.1 A signif-
icant number of individuals will display resilience with transient
distress and then a return to their usual level of functioning by
relying on their existing coping strategies and support networks,2

while a minority will develop a mental health disorder such as
posttraumatic stress disorder (PTSD), depression or anxiety.3 In
addition, many individuals will experience mild to moderate
severity or sub-clinical mental health or related problems such as
dysphoria, anxiety, stress, substance misuse, psychosocial loss and
disruptions in relationships and social functioning.1

In Australia, in order to plan for and meet the varied mental
health needs of those affected by disasters, a 3-level stepped-care
framework of treatment and support has been developed by local
experts to guide the training and practices of lay personnel and
practitioners.4-7 In the framework, Level 1 refers to early response
in the immediate aftermath of disaster, which includes providing
advice, information and support at an individual and community
level to all willing recipients.8,9 Given that many people will

display a resilient or recovery trajectory following trauma, the pri-
ority and focus of level 1 is advice and support rather than mental
health diagnosis and treatment. This level is consistent with Psy-
chological First Aid (PFA) which is a recommended approach for
assisting people in the hours, days and weeks following disas-
ter.10,11 Level 1 support can often be provided by community
members with basic training and is often sufficient for individuals
with acute or mild reactions. Where mild to moderate distress
persists despite the provision of level 1 support, individuals can
be taught simple strength-based skills to improve coping and pro-
mote recovery (level 2).12 These simple strategies can be provided
by practitioners with basic counselling skills working in primary
care, mental health, and community-based settings. Finally, those
individuals who display persistent and severe distress in the weeks
and months following a disaster should be provided with and/or
referred for more intensive mental health treatment (level 3)
including evidence-based psychological and pharmacological
interventions provided by mental health specialists.3 Of course
there is no replacement for good judgement and a stepped-care
approach may not always be practical or appropriate. For exam-
ple, individuals presenting with extreme distress including
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suicidality should be referred to mental health specialists regard-
less of the time since the disaster or trauma.

Although many individuals with persistent or intermittent
mild to moderate distress in the weeks and months following
disaster may not meet diagnostic criteria for a mental health dis-
order, their level of distress can disrupt their functioning in vari-
ous aspects of their lives, place additional burden on those
around them, and increase the risk for later development of a
mental health disorder. Moreover, these individuals may recover
more quickly with assistance from a practitioner to develop
improved coping skills. Until the recent development of Skills
for Psychological Recovery (SPR), there has been no formal and
structured level 2 approach to address these types of difficulties.
SPR is a brief skills-based approach designed to assist children,
adolescents, adults and families to better cope with a range of
practical, emotional and psychosocial problems after experienc-
ing a disaster or other trauma.12 SPR was developed by the
National Center for PTSD (NC-PTSD) and the National Child
Traumatic Stress Network (NCTSN) in the United States, and is
consistent with empirically supported principles following disas-
ter.8 The goals of SPR are to (i) protect the mental health of
disaster survivors; (ii) enhance their own ability to address their
needs and concerns; (iii) teach skills to promote the recovery of
individuals and families; and (iv) prevent maladaptive behaviors
while identifying and supporting adaptive behaviors.12 SPR is
intended for use by health and community practitioners with
varying levels of expertise, to build upon their existing compe-
tence to assist disaster-affected community members. The SPR
Field Guide consists of a brief screening module of presenting
problems - ‘Gathering Information and Prioritising Assistance’ -
as well as 5 skills-based interventions that are informed by avail-
able evidence e.g.13,14,15 The 5 skills-based interventions are
designed to be delivered in a flexible and tailored manner. These
include ‘Building Problem Solving Skills’ to identify the steps to
address practical problems; ‘Promoting Positive Activities’ to
plan and carry out activities that create well-being and address
dysphoria and inactivity; ‘Managing Reactions’ to learn skills to
better manage distressing psychological reactions and triggers;
‘Promoting Helpful Thinking’ to identify and address unhelpful
appraisals and self-talk; and ‘Rebuilding Healthy Social Con-
nections’ to access social and community supports in a practical
way.

A previous Australian study assessed perceptions of SPR
among practitioners who had attended a training program as part
of the mental health response to the Victorian bushfires in
2009.4 The majority of practitioners rated SPR interventions as
potentially useful for working with disaster-affected clients.
Moreover, those practitioners who did use SPR following train-
ing reported that the interventions were useful to clients. The
findings also indicated that practitioners’ negative perceptions of
evidence-based approaches and manualized interventions were
associated with lower motivation to use SPR with clients. A sec-
ond study from the United States assessed perceptions of a train-
ing and community-based outreach and education support
program (that incorporated SPR and other evidence-based inter-
ventions) among practitioners working in Louisiana following

Hurricanes Katrina and Rita.16 The training and post-training
support provided by expert consultants were rated highly by staff,
and the majority thought that the program was helpful to
affected community members.

The current paper reports on the evaluation of a large SPR
training and support program for health and community practi-
tioners following a disaster. During late December 2010 and
early January 2011, significant flooding, cyclones and other
extreme weather events occurred in many areas of Queensland,
Australia. Three-quarters of the state was declared a disaster zone:
35 people died and approximately 1.3 million people and
45,000 properties in rural and urban locations were affected. In
partnership with the Queensland and Commonwealth govern-
ments, Phoenix Australia developed the SPR training and sup-
port program as part of the Queensland Mental Health Natural
Disaster Recovery Plan 2011 – 2013 to support disaster-affected
community members. The program adopted a train-the-trainer
approach: first, suitable local trainers were recruited and trained,
and second, these trainers subsequently trained practitioners to
use SPR interventions with community members. Orfaly and
colleagues (2005) have noted potential benefits of the train-the-
trainer approach including that it harnesses existing social capital,
uses credible local trainers, promotes self-reliance within commu-
nities, and has the potential for lower-cost sustainability. On the
other hand, potential risks of the approach include reduced qual-
ity, fidelity and effectiveness of the training program due to use
of intermediate trainers, as well as lack of follow through by these
trainers to deliver training sessions.17 There may be many ways
to ameliorate some of these risks, such as imposing selection cri-
teria for trainers participating in a train-the-trainer program.
Cross and colleagues (2010) found that prior trainer experience
predicted how many people were trained following a disaster
mental health train-the-trainer program. They recommended
behavioral rehearsal and role-play practice, small group problem-
solving, and expert feedback to increase self-efficacy and readiness
to train following the train-the-trainer training.18

Evaluation of the current SPR training and support program
was based on the 3 main aims of the program: (1) recruit, train
and support competent trainers; (2) improve the confidence of a
large number of practitioners to use SPR; and (3) encourage
practitioners’ use of SPR with community members in disaster-
affected areas. In addition, we were particularly interested in
examining whether a psychology professional background and
cognitive-behavioral therapy (CBT) theoretical orientation of
trainers and practitioners involved in the program influenced
their performance and behavior.

Methods

The program was funded by the Queensland and Common-
wealth governments as part of the Queensland Mental Health
Natural Disaster Recovery Plan 2011-2013. All program activi-
ties were overseen by a working group that comprised Queens-
land Health, via the Center for Trauma, Loss and Disaster
Recovery, the Department of Communities, General Practice
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Queensland (GPQ), and Phoenix Australia. The Center for
Trauma, Loss and Disaster Recovery, the Department of Com-
munities, and GPQ were responsible for the logistical arrange-
ments that supported delivery of the program. Phoenix Australia
was responsible for the development, delivery, and evaluation of
the program.

Participants
Participants comprised 2 groups: trainers and practitioners.

To recruit trainers, a request for expressions of interest was sent
to child/adolescent and adult health and community services in
disaster-affected areas across Queensland. Trainers were required
to meet the following selection criteria that were endorsed by
their line manager: demonstrated experience in the use of cogni-
tive-behavioral or similar evidence-based psychological interven-
tions, excellent teaching and communication skills, excellent
interpersonal skills, and a willingness to conduct training of
practitioners.

Practitioners were recruited through health and community
services in disaster-affected areas. Training was free and available
to those working in a wide range of services including disaster
recovery, primary care, mental health, education, and commu-
nity support services. The prerequisites for practitioners to attend
this training were as follows: providing direct support to people
in disaster-affected communities in their current work role, basic
proficiency in counselling and personal support, and a willing-
ness to adopt brief skills-based interventions.

Materials

The primary resource for the program was the Skills for Psy-
chological Recovery: Field Operations Guide which provides
detailed information about each intervention as well as work-
sheets and handouts to use in practice.12 Other materials devel-
oped for the program included information about the statewide
recovery plan, training handouts and Powerpoint slides, online
self-assessment and support modules, and evaluation materials.
Trainers completed a brief online support module at 3 and
6 months following initial training. Practitioners also completed
a brief online module at 3 and 6 months following their training.
The online modules provided an opportunity for all program
participants to be reminded about key competencies of the SPR
approach using multiple-choice ‘quiz’ questions with immediate
feedback provided on their answers to questions. In addition,
each module strongly encouraged participants to review the rele-
vant sections of the SPR Field Guide or other materials for any
topics requiring further revision. The modules also provided an
opportunity for participants to complete the program evaluation
measures.

Measures

Trainer and practitioner characteristics
At the initial training, basic data was collected on the trainer

and practitioner demographic and other characteristics, including

professional background and theoretical orientation of counsel-
ling approach.

Trainer competencies
At practitioner training sessions, practitioners rated each

trainer on 8 competencies including (i) confident facilitation, (ii)
effective facilitation, (iii) participant engagement, (iv) manage-
ment of time, (v) explanation of program content, (vi) explana-
tion of program evaluation, (vii) effectiveness of answering
participants’ questions, and (viii) facilitation of skills rehearsal.
Ratings were made on a 5-point scale from 1 ‘strongly disagree’ to
5 ‘strongly agree’ on statements such as “The trainer demonstrated
an ability to facilitate the training with confidence.”

Practitioner confidence to use SPR interventions
Prior to and at the end of practitioner training, as well as at 3

and 6 months post-training, practitioners were asked to rate how
confident they were to use SPR interventions in their usual prac-
tice. Specifically, practitioners were provided with a description
of each SPR intervention to rate (e.g., ‘How confident are you to
teach someone problem-solving skills?’). Ratings were made on a
5-point scale from 1 ‘not at all confident’ to 5 ‘very confident’ .

Practitioner use of SPR
At 3 and 6 months, practitioners were asked to estimate the

number of community members with whom they had used any
SPR intervention as well as individual SPR interventions. They
were also asked to indicate what barriers (if any) had prevented
them from using SPR interventions during the previous
3 months.

Procedure

Prospective trainers attended a 2-day face-to-face ‘train-the-
trainer’ session run by Phoenix Australia experts to prepare them
to facilitate practitioner training sessions. On the second day,
individuals were assessed to establish the meeting of minimum
competency standards, including clear speech, professional deliv-
ery, audience engagement, and ability to clearly explain SPR con-
tent. Those individuals who met the requisite accreditation
standard were then eligible to facilitate practitioner training ses-
sions. Additional post-training support for these trainers included
(i) brief online modules completed at 3 and 6 months (as
described); (ii) a one-hour teleconference facilitated by Phoenix
Australia at 3 and 6 months to receive advice, support and feed-
back on running practitioner training; and (iii) Phoenix Australia
personnel attending 10 practitioner training sessions facilitated
by trainers to provide support and feedback to a subgroup of the
trainers.

Practitioners attended a one-day face-to-face training session
(facilitated by a trainer) to develop their competencies to deliver
SPR interventions. Following training, practitioners were asked
to complete brief online modules at 3 and 6 months (as
described).
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All trainer and practitioner training sessions followed a struc-
tured plan with scheduled group exercises and facilitated
discussion.

Data Analysis

Assessment of group differences on nominally measured varia-
bles was undertaken by cross-tabulating the data and performing
chi-square tests of independence. Group differences for normally
distributed variables were assessed using independent samples t-
tests. Non-parametric tests undertaken included Mann-Whitney
U tests to assess for any between-group differences on ratings of
confidence or competency; Wilcoxon signed-ranks tests to assess
to assess for any within-group changes in ratings over time; and
Spearman’s rank order correlations to assess for any relationships
between 2 continuous variables. We used an a level of 0.05 for
all statistical tests. All analyses were conducted using IBM SPSS
version 17.

Results

Practitioner training sessions
Forty-nine practitioner training sessions were run for 788

practitioners in 35 urban and regional locations across Queens-
land between August 2011 and June 2012. Thirty-eight (77.6%)
sessions were co-facilitated by 2 trainers, and 11 (22.4%) were
facilitated by a single trainer.

Trainers
Forty of 48 prospective trainers met the minimum compe-

tency standard to facilitate practitioner training sessions. The
average age of these 40 trainers was 43.3 years (SD D 10.4) and
the majority were female (n D 26; 65%). Twenty (50.0%) of the
trainers had a professional background in psychology, with the
remainder from social work (n D 8), nursing (n D 7), medicine
(n D 1), occupational therapy (n D 1) and other (n D 3) back-
grounds. In terms of theoretical orientation, 21 (52.5%) trainers
endorsed cognitive-behavioral therapy (CBT) while the others
nominated eclectic (n D 7), systemic (n D 5), person-centered (n
D 3), solution-focused (n D 2), narrative (n D 1) and psychody-
namic (n D 1) orientations.

Of the 40 accredited trainers, 10 (25.0%) trainers facilitated
only one practitioner training session, 17 (43%) facilitated 2 ses-
sions, and 12 (30%) facilitated 3 to 7 sessions. One trainer (2%)
did not run any sessions due to relocating to another Australian
state.

Trainer competencies
As shown in Figure 1, practitioners rated trainers as having

high-level competencies to deliver SPR training. These ratings
were made at the end of the first workshop facilitated by each
trainer. There were no significant associations between ratings of
trainer competencies and the trainer’s professional background
or theoretical orientation. The total number of sessions facilitated

by a trainer was positively correlated with ratings of the following
trainer competencies: confident facilitation (r D 0.10, p D 0.02),
effective facilitation (r D 0.10, p D 0.03), management of time (r
D 0.09, p D 0.04), explanation of program content (r D 0.11, p
D 0.02), answering participants’ questions (r D 0.13, p D
0.004), and facilitation of skills rehearsal (r D 0.11, p D 0.02).
There was no significant association between total number of ses-
sions facilitated by a trainer and the competencies of participant
engagement or explanation of program evaluation.

Practitioners
Of the 788 practitioners who attended a training session, 730

provided consent to participate in the program evaluation. Of
these, 46 were excluded from further analyses because they did
not provide data at the pre- and post-training time-points (n D
14) or because their work role did not involve direct client con-
tact (n D 32). Of the remaining 684 practitioners, 78.8% (n D
539) were female. The professional backgrounds of the practi-
tioners were as follows (nD 682 due to missing data): psychology
(n D 169, 24.8%), social work (n D 153, 22.4%), other mental
health (n D 146, 21.3%), nursing (n D 115, 16.8%), medicine
(n D 39, 5.7%), community worker (n D 33, 4.8%), and occu-
pational therapy (n D 27, 3.9%). The practitioners’ theoretical
orientations were as follows (n D 574 due to missing data): cog-
nitive-behavioral therapy (CBT: n D 204, 35.5%), eclectic (n D
166, 28.9), person-centered (n D 88, 15.3%), solution-focused
(n D 69, 12.0%), narrative (n D 23, 4.0%), systemic (n D 16,
2.8%), and psychodynamic (n D 8, 1.4%).

Practitioner confidence to use SPR
Comparisons between practitioners with confidence ratings at

pre- and post-training only (n D 416) and those with additional
confidence ratings at 6 months (n D 268) showed that the for-
mer were somewhat younger (M (SD): 45.2 (12.0) versus 47.0
(10.37); t (669) D ¡2.0, p D 0.04). There were no between-
group differences on gender, professional background (psychol-
ogy vs. non-psychology), or theoretical orientation (CBT versus

Figure 1.Mean practitioner ratings of competencies of trainers to deliver
SPR training. Note: QA D quality assurance; SPR D Skills for Psychological
Recovery; n D 506 practitioners and n D 36 trainers due to missing data.
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non-CBT). For those practitioners (n D 268) who provided data
at pre-training, post-training and 6 months, there was a signifi-
cant increase in the ratings of their confidence to use each of the
SPR interventions from pre-training to post-training, and pre-
training to 6 months (Table 1). There was also a significant
decrease in their confidence ratings to use each of the interven-
tions from post-training to 6 months.

As shown in Table 2, psychologists were more confident than
other practitioners to use 3 interventions at all 3 time-points:
Building Problem Solving Skills, Promoting Positive Activities,
and Promoting Helpful Thinking. In addition, psychologists
were more confident to use Managing Reactions at pre-training
and 6 months, Rebuilding Healthy Social Connections at post-
training and 6 months, and Gathering Information at post-train-
ing. CBT practitioners were more confident than non-CBT prac-
titioners to use Promoting Helpful Thinking at pre-training and
6 months, and Managing Reactions at 6 months.

Practitioner use of SPR
Practitioners provided feedback on how many community

members they had used SPR with at 3 and 6 months post-train-
ing. As shown in Figure 2, more than 60% of practitioners with
data available at 3 months and 6 months used at least one SPR
intervention with one or more community members during the
previous 3 months: 64.2% (n D 221) and 61.6% (n D 162),
respectively. It is worth noting that any single community mem-
ber may have received more than one SPR intervention. Of those
practitioners who used any intervention, the majority used it
with up to 10 community members during each time period.
More than half of the practitioners used each of the SPR inter-
ventions during the respective time periods (n D 262 at
6 months due to missing data for one practitioner): Gathering
Information (54.1%, 51.1%), Building Problem Solving Skills
(56.7%, 51.9%), Promoting Positive Activities (57.6%, 54.2%),

Managing Reactions (53.8%, 51.5%), Promoting Helpful
Thinking (59.3%, 56.5%), and Rebuilding Healthy Social Con-
nections (51.7%, 50.0%). There was no significant association
between practitioners’ professional background and theoretical
orientation, and use of any SPR intervention or individual SPR
interventions at 3 months and 6 months.

As shown in Table 3, practitioners provided feedback on bar-
riers to using SPR at 3 and 6 months. The most frequently
reported barrier was not having seen any clients with problems
requiring the use of SPR: 37.3% at 3 months and 42.4% at
6 months. The next most frequent reasons for not using SPR
were being satisfied with their existing approach and lack of time,
although only a relatively small percentage of practitioners
(approximately 6-8%) reported these barriers. There were no sig-
nificant associations between these 3 barriers at 3 and 6 months
and practitioners’ professional background or theoretical
orientation.

Discussion

This paper reports on the evaluation of a large SPR training
and support program which formed part of the government-
funded mental health recovery plan in response to the Queens-
land floods and cyclones of 2010-2011. The aims of the program
were to recruit, train and support competent trainers; provide
systematic high-quality training in SPR skills for practitioners;
improve the confidence of a large number of practitioners to use
SPR; and promote practitioners’ use of SPR with community
members in disaster-affected areas. The evaluation findings sug-
gest that the aims of the program were largely met. Trainers
recruited to the program were assessed by practitioners to have
high-level competencies to run local practitioner training ses-
sions. These trainers facilitated training sessions for 788

Table 1. Practitioner confidence to use SPR interventions at pre- and post-training and 6 month follow-up (n D 268)

SPR module Pre-training M (SD) Post-training M (SD) 6 months M (SD) Comparisons over timez

Gathering information 2.9 (1.0) 4.4 (0.7) 3.9 (0.9) a D ¡13.4***
b D ¡11.0***
c D ¡7.8***

Problem Solving 3.1 (1.0) 4.4 (0.7) 3.9 (0.9) a D ¡13.1***
b D ¡10.6***
c D ¡7.4***

Positive Activities 3.2 (0.9) 4.5 (0.7) 4.0 (0.9) a D ¡13.1***
b D ¡10.5***
c D ¡7.2***

Managing Reactions 3.0 (1.0) 4.3 (0.8) 3.9 (1.0) a D ¡12.9***
b D ¡10.5***
c D ¡6.2***

Helpful Thinking 3.2 (0.9) 4.4 (0.7) 4.0 (0.9) a D ¡12.9***
b D ¡10.6***
c D ¡7.2***

Social Connections 3.1 (1.0) 4.5 (0.7) 4.0 (0.9) a D ¡13.4***
b D ¡10.7***
c D ¡6.7***

Note: aD pre-training vs. post-training; bD pre-training versus 6 months; cD post-training vs. 6 months; *p < 0.05, **p < 0.01, ***p < 0.001; SPR D Skills for
Psychological Recovery; CBT D cognitive-behavioral therapy.
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practitioners in 35 urban and regional disaster-affected locations.
Practitioners who attended these training sessions reported
improved confidence to use each of the SPR interventions follow-
ing training and at 6-month follow-up. Based on available data,
more than 6 out of 10 practitioners used an SPR intervention,
with each of the SPR interventions used by over half of the prac-
titioners, at both 3 and 6 months following training. Of those
practitioners who used any intervention, the majority did so with
up to 10 clients during each 3 month time period. The most
commonly reported barrier to using SPR was not having seen
any clients with problems requiring SPR.

In addition to the training itself, it seems likely that the
explicit selection criteria and processes that were used in the
recruitment of trainers (including the criterion of demonstrated

experience in CBT or other evidence-based psychological inter-
ventions) and the need for trainers to meet minimum compe-
tency standards at the initial ‘train-the-trainer’ session
contributed to the high-level competencies demonstrated by
trainers. Also, following their initial training, trainers were pro-
vided with ongoing support, including face-to-face feedback on
performance, teleconference meetings and use of online training
modules. Ongoing program support for trainers has been identi-
fied as an important component of successful train-the-trainer
programs.17 In addition, the manualised and highly structured
nature of SPR may have enabled trainers to more readily develop
the competencies to teach these interventions to practitioners.19

The finding that 29 of 40 trainers facilitated 2 or more practi-
tioner training sessions, and that only one trainer (who moved to
another state) did not facilitate a session, suggests that the trainers
were committed to their role in the program. In part, this may be
due to the fact that trainers were provided with organizational
and logistical support to run practitioner training sessions by
Queensland Health, the Department of Communities, and
GPQ. Some trainers mentioned during post-training teleconfer-
ences that substantive work commitments, lack of staff backfill,
and lack of time prevented them from facilitating further ses-
sions. Interestingly, we found that trainers who facilitated more
practitioner training sessions had higher-level competencies.
Given that the ratings of competencies were assessed during the
first session facilitated by a trainer, it appears that the greater skill
and confidence of some trainers may have influenced their pre-
paredness to facilitate further sessions during the course of the
program.

A positive finding is that the confidence of practitioners to use
each of the SPR interventions improved after attending training,
with improvement still evident at 6 months. It seems feasible
that the post-training online modules designed to reinforce key
competencies for practitioners helped to maintain their confi-
dence to use SPR interventions. Despite these encouraging find-
ings, the confidence of practitioners did reduce during the 6
month period following training. Consistent with the notion
that practitioner confidence reduces following training, the mean
confidence ratings of practitioners at 3 months reported by For-
bes and colleagues (2010) were, in general, slightly lower than
the post-training ratings and slightly higher than the 6-months
ratings in the current study. It should be noted that outcome
data for clients is a consistently neglected aspect of training stud-
ies.20 In this study, a self-report measure of confidence is obvi-
ously not sufficient to assess practitioner competence to deliver
these interventions at an acceptable standard.21 As a result, it is
not possible to determine the quality of the interventions deliv-
ered by practitioners or the extent to which community members
who received these interventions derived any benefit. However,
an evaluation of these outcomes was beyond the aims, scope and
resources of the current program.

A significant finding is that the majority of practitioners
reported using SPR with local community members during the
follow-up period. Of those practitioners who used any interven-
tion, the majority used it with up to 10 community members
during each time period. The data on practitioners’ use of SPR

Figure 2. Practitioners0 use of any SPR intervention at 3 months (n = 344)
and 6 months (n = 263).

Table 2. Associations between practitioner confidence to use SPR interven-
tions at pre-training, post-training and 6 month follow-up and practitioner
professional background (n D 268) and theoretical orientation (n D 227)

SPR
module

Psychology versus
non-psychology z

CBT vs.
non-CBT z

Gathering Information Pre: ¡0.6
Post:¡2.0*
6 mth: ¡1.9

Pre: ¡0.4
Post: ¡1.1
6 mth: ¡1.2

Problem Solving Pre: ¡3.0**
Post:¡2.3*

6 mth: ¡3.5***

Pre: ¡0.7
Post: ¡1.1
6 mth: ¡1.7

Positive Activities Pre: ¡2.4*
Post: ¡3.0**
6 mth: ¡3.1**

Pre: ¡0.7
Post: ¡0.4
6 mth: ¡1.5

Managing Reactions Pre: ¡4.1***
Post: ¡1.5

6 mth: ¡4.1***

Pre: ¡1.7
Post: ¡0.4

6 mth: ¡2.5*
Helpful Thinking Pre: ¡4.3***

Post:¡2.1*
6 mth: ¡3.6***

Pre: ¡2.1*
Post: ¡0.4

6 mth: ¡2.1*
Social Connections Pre: ¡1.8

Post: ¡2.7**
6 mth: ¡2.7**

Pre: ¡0.4
Post: ¡1.2
6 mth: ¡2.0

*p < 0.05, **p < 0.01, ***p < 0.001; SPR D Skills for Psychological Recovery;
CBT D cognitive-behavioral therapy.
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with community members was based on specified ranges (0, 1-
10, 11-20, >20 people) that do not allow us to calculate the spe-
cific number of community members who received an SPR inter-
vention. However, it is possible to estimate the minimum
number of community members who received an SPR interven-
tion in the 6 months following a practitioner attending training.
During the first 3 months following practitioner training, practi-
tioners reported using an SPR intervention with approximately
1,000 community members ((166 £ 1) C (32 £ 11) C (23 £
21) D 1001). During the subsequent 3 months, a minimum of
almost 700 community members received an SPR intervention
from a practitioner ((127 £ 1) C (18 £ 11) C (17 £ 21) D
682). These conservative calculations suggest that many hun-
dreds of community members received a SPR intervention pro-
vided by a practitioner in the 6 months following training of
practitioners.

The most common barrier to using SPR interventions
reported by practitioners was not having seen anyone with prob-
lems that required the use of those interventions. There are a
number of potential explanations for this finding. First, some
practitioners may have been working with clients who were cop-
ing well following the disaster, such as more resilient individuals
or those who experienced minimal impact of the disaster. Sec-
ond, given that the practitioner training sessions were run
between August 2011 and June 2012, it is possible that some cli-
ents were coping and functioning reasonably well by the time
practitioners were trained and in a position to commence using
SPR interventions. Third, some practitioners may not have iden-
tified distress or coping difficulties in clients who were appropri-
ate recipients of SPR interventions. Fourth, some practitioners
may have judged, accurately or inaccurately, that SPR interven-
tions were not appropriate for their client group (e.g., clients
with a serious intellectual disability or mental health disorder).
Unfortunately, it is not possible to determine which (or which
combination) of these factors would help to explain practitioner
reports that they had not seen anyone with problems requiring
the use of SPR interventions.

Given that the SPR approach is derived from empirically-
supported cognitive-behavioral psychological treatments, we
were interested to assess whether a psychology professional

background or CBT theoretical orientation of trainers and
practitioners influenced their performance in the program.
For trainers, professional background and theoretical orienta-
tion were unrelated to their competencies to facilitate SPR
training sessions for practitioners. These findings suggest that,
although SPR is derived from psychological interventions
based on a CBT orientation, a diverse range of trainers were
willing and able to deliver high quality SPR training for prac-
titioners. For practitioners, psychologists were more confident
in their ability to use SPR interventions compared with prac-
titioners from other professional backgrounds. Specifically,
psychologists were more confident to use all 5 ‘active’ SPR
interventions at more than one time-point: Building Problem
Solving Skills, Promoting Positive Activities, Managing Reac-
tions, Promoting Helpful Thinking, and Rebuilding Healthy
Social Connections. This may be explained by the fact that
most psychologists would already be familiar with empiri-
cally-supported psychological interventions for mental health
problems via their professional training. There was also some
evidence that CBT practitioners were more confident to use
Promoting Helpful Thinking and Managing Reactions than
practitioners using other counselling approaches. These two
interventions have considerable ‘cognitive’ content which may
make it more difficult for non-CBT practitioners to develop
their confidence and proficiency in these interventions. The
findings that practitioners’ professional background and theo-
retical orientation were related to their confidence to use SPR
interventions suggest that some practitioners may require
additional support to assist them to use SPR interventions.
Potentially, this additional support could include more
opportunities to practice skills during extended training and/
or case-based consultation or supervision following training.
Ongoing supervision is likely to be necessary to bring about
complex behavior change in less experienced trainees. Lyon
and colleagues (2011) suggest that this could be augmented
by the use of reminders such as the online modules utilized
in the current program. As supervision is gradually tapered, a
transition to peer coaching and reminders could continue to
support sustained provider implementation of new practices.
The supervision and peer support may be further enhanced
by focusing on applying SPR to case examples (i.e., problem-
based learning).

In conclusion, the evaluation of the SPR training and support
program suggests that the aims of the program were largely met.
The program developed enhanced capacity for many practi-
tioners across Queensland to better respond to the needs of those
affected by disasters and other stressful events. In addition, the
program established a register of experienced SPR trainers that
could be mobilized relatively quickly in the event of a future
disaster or mass trauma. Most importantly, a substantial number
of community members across Queensland affected by the devas-
tating floods and cyclone in 2010-2011 were taught evidence-
informed psychological skills to reduce distress and better cope
with the adverse psychosocial effects of the disaster. We empha-
size that a major goal of SPR is to provide early intervention to
limit psychological distress; we did not evaluate the actual

Table 3. Barriers to practitioner use of SPR at 3 months (n D 343) and
6 months (nD 257) post-trainin

Barrier
n (%)

3 months
n (%)

6 months

Not seen anyone with problems
requiring the use of SPR

128 (37.3%) 109 (42.4%)

Satisfied with existing approach 22 (6.4%) 20 (7.8%)
Lack of time 23 (6.7%) 17 (6.6%)
Concerned about client reaction 9 (2.6%) 3 (1.2%)
Insufficient organisational support 8 (2.3%) 4 (1.6%)
Not a good fit with my existing approach 6 (1.7%) 1 (0.4%)
Insufficient skill level 3 (0.9%) 1 (0.4%)
Lack of confidence in skills 4 (1.2%) 1 (0.4%)
Lack of confidence in the benefit of SPR 1 (0.3%) 0 (0%)
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outcomes of the interventions, and so the efficacy of the SPR pro-
gram remains untested. Despite this limitation, the current evalu-
ation findings suggest that the program should be given
consideration as a feasible and beneficial component of other psy-
chosocial and mental health responses to Australian communities
affected by disaster.
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