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Abstract

Professional psychologists are increasingly encouraged to utilize evidence-based treatments 

(EBTs), and therefore have a need to participate and provide the most efficient training methods 

for these treatments. Multicomponent trainings, which commonly include ongoing support, are 

more effective than brief methods such as 1-day workshops or reading treatment manuals. The 

present study examined the effectiveness of 1 form of ongoing support, consultation, as part 

of a multicomponent training protocol. Thirty-two community-based clinicians were trained in 

Parent-Child Interaction Therapy (PCIT) as part of a statewide implementation effort, and data 

were collected on clinician and implementation outcomes at pre-, mid-, and posttraining. Simple 

and multiple linear regression analyses were conducted to predict posttraining knowledge, skill, 

acceptability, and feasibility, as well as to examine clinician variables that might moderate 

these relations. Greater consultation call attendance significantly predicted higher posttraining 

skill; however, this association was qualified by a significant interaction with PCIT caseload. 

Implications for training guidelines are discussed.
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There continues to be a divide between clinical practice and research in psychology, 

with significant barriers in transporting evidence-based treatments (EBTs) to community 
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settings, where many individuals receive mental health services (LeJeune & Luoma, 2015). 

Widening the gap between research and practice, many community-based clinicians have 

not received any formal training in EBTs (Rodríguez, Southam-Gerow, O’Connor, & Allin, 

2014; Weissman et al., 2006). At the same time, many national and international initiatives 

have called for the increased use of these treatments, and many state mental health systems 

have mandated clinician use of EBTs (Glisson & Schoenwald, 2005; Rieckmann, Bergmann, 

& Rasplica, 2011). This has resulted in a challenge for a large number of clinicians to seek 

out effective training in EBTs within a short amount of time.

Although there is a pressing need to train clinicians in EBTs, there is little agreement on 

the most effective way to do so (Jensen-Doss, Hawley, Lopez, & Osterberg, 2009). Baldwin 

and Ford’s training transfer model (see Baldwin & Ford, 1988) provides a framework for 

understanding different factors that may influence training outcomes. Three training input 

factors are hypothesized to influence training outcomes: (1) training design, such as training 

content and components, (2) individual trainee characteristics, including demographics 

and previous skills, and (3) work-environment factors, such as organizational climate 

and supervisory support. These input factors may directly influence immediate learning 

of training material, and also indirectly affect the transfer of these learned skills to the 

workplace (Baldwin & Ford, 1988). Of particular relevance to the current article are the 

training design and individual trainee characteristics input factors.

With regard to training design, research supports that individual training components such as 

workshops and treatment manuals are mostly ineffective for increasing clinician knowledge 

and skill (Herschell, Kolko, Baumann, & Davis, 2010). These training methods may be too 

brief to allow clinicians to fully integrate newly learned skills into their current caseload 

(Beidas, Edmunds, Marcus, & Kendall, 2012). A growing body of literature recommends 

that multicomponent trainings, which commonly include an element of ongoing support 

(e.g., consultation), are the most effective strategy for training clinicians (Herschell et al., 

2010).

Consultation has been defined as communication between an expert in a field, the 

consultant, and a consultee who seeks advice from the consultant for improvement of a 

current work issue (Caplan, 1970). Within the field of mental health, consultation call 

attendance has been linked to improvements in clinician knowledge, skill, and adherence 

(Beidas et al., 2012; Edmunds, Beidas, & Kendall, 2013; Schoenwald, Chapman, Sheidow, 

& Carter, 2009; Schoenwald, Sheidow, & Letourneau, 2004; Stirman et al., 2017). Although 

these studies are an important step in understanding the impact of consultation on clinician 

outcomes, these studies have primarily examined the effects of training protocols as a whole, 

as opposed to dismantling training design factors that promote positive outcomes.

Researchers have also begun to examine the influence of consultation on implementation 

outcomes. Proctor et al. (2011) proposed a taxonomy of implementation outcomes to 

assist in analyzing the effectiveness of implementation efforts, namely, that implementation 

outcomes are interrelated with and precede client outcomes; therefore, improving 

implementation may subsequently benefit clients (Proctor et al., 2011). One study has 

linked consultation calls to one of Proctor et al.’s (2011) implementation outcomes, 
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specifically clinician fidelity; however, other implementation outcomes have not been 

examined (Schoenwald, Carter, Chapman, & Sheidow, 2008). The current study focuses on 

the implementation outcomes of acceptability and feasibility. Acceptability has been defined 

as a perception that a given implementation effort is agreeable or satisfactory (Proctor et 

al., 2011). For example, clinicians, administrators, or stakeholders may hold that a given 

treatment is satisfactory on the basis of several dimensions (e.g., content, complexity; Hides, 

Lubman, Elkins, Catania, & Rogers, 2007; Proctor et al., 2011). Feasibility is the degree to 

which this effort or treatment may successfully be utilized (Proctor et al., 2011). Clinicians 

may perceive a treatment to be acceptable, but that it is not feasible given a lack of training, 

space, or resources to appropriately carry out the intervention (Karlsson & Bendtsen, 2005; 

Myers, Valentine, & Melzer, 2007; Proctor et al., 2011). Further research is necessary 

to understand the impact of consultation on additional implementation outcomes, such as 

acceptability and feasibility.

Baldwin and Ford’s (1988) training transfer model also suggests that individual trainee 

characteristics may influence training outcomes. Although research in other fields (e.g., 

industrial–organizational psychology) has found evidence to support the influence of trainee 

characteristics on training outcomes (e.g., Velada, Caetano, Michel, Lyons, & Kavanagh, 

2007), results within the field of mental health remain mixed. Several studies have found 

that individual clinician characteristics such as attitudes, gender, and theoretical orientation 

may influence the self-reported use of EBTs (Beidas, Edmunds, et al., 2014; Ditty, Landes, 

Doyle, & Beidas, 2015). However, other studies have found that factors related to a 

clinician’s therapy experience (e.g., caseload, licensure, years of experience) do not affect 

outcomes (Bearman et al., 2013; Campbell, Raja, & Grining, 1999; Lewis & Simons, 2011). 

Therefore, additional research is necessary to understand the role of clinician characteristics 

on clinician (e.g., knowledge, skill) and implementation outcomes (e.g., acceptability, 

feasibility).

Given the lack of research on consultation and the inconsistent findings related to individual 

trainee characteristics, the present study examined the consultation component of a 

multicomponent training protocol for PCIT. In the current study, we analyzed if consultation 

calls predicted posttraining clinician knowledge and skill, as well as the implementation 

outcomes of acceptability and feasibility. Additionally, we sought to investigate if clinician 

characteristics (caseload, licensure, baseline knowledge, years of experience, and experience 

with preschool children) altered the strength of these relationships.

Method

Parent Study

The present study utilized data from a parent study funded by the National Institute 

of Mental Health (R01 MH095750). The parent study is a statewide trial examining 

three implementation methods (training models) for PCIT including (1) a cascading 

training model (CM), a hierarchical training method, (2) distance education (DE), an 

online-computer based course, and (3) a learning collaborative (LC), which addresses the 

clinical, supervisor, administrator, and senior leader levels of an agency and emphasizes 

collaboration across agencies. The CM involves training senior clinicians within an 
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organization, who then have the ability to train other clinicians within their organization. 

DE involves an individual clinician completing and interacting with a Web-based training 

course. The LC model, originally developed by the Institute for Health Improvement, and 

adapted to behavioral health by the National Child Traumatic Stress Network, involves 

training multiple levels within an organization (e.g., clinicians, supervisors, senior leaders) 

with a specific focus on implementation within an organization. Further details of the 

training conditions may be found in the study protocol of the parent study (Herschell et al., 

2015). Fifty eligible agencies were randomized to one of the three aforementioned training 

conditions. The parent study examines clinician-level (e.g., knowledge), clinic-level (e.g., 

adoption), and client-level (e.g., disruptive behavior problems) outcomes.

Participants

Participants from the CM condition of the parent study were included in the present study. 

The CM condition was chosen to examine consultation given that this was the only condition 

that included video review of therapy sessions to measure skill. For inclusion, clinicians 

had to (a) be currently employed at a clinic meeting inclusion criteria, (b) hold a master’s- 

or doctoral-level degree, (c) be licensed in his or her field or receiving supervision from 

a licensed individual, (d) be able to provide treatment to families appropriate for PCIT, 

(e) have no previous training in PCIT but were receptive to training, and (f) be willing to 

participate in various study tasks (e.g., completing assessments, videotaping sessions). The 

current study only involved senior clinicians who were directly trained by project trainers as 

opposed to also including clinicians who had been trained by senior clinicians within their 

organization.

Participants were 32 clinicians from 16 agencies, with 2 clinicians per agency, across 

the Commonwealth of Pennsylvania. Table 1 contains demographic information for 

the participants. Twenty-nine (91%) of the participants were female, 31 (97%) of 

the participants were White, 32 (100%) held a master’s degree, and 11 (34%) were 

professionally licensed.

Procedure

All procedures were approved by the (University of Pittsburgh’s) Institutional Review 

Board. Clinicians completed questionnaires at four separate time-points: baseline, 6 (mid), 

12 (post), and 24 months (1 year follow-up). Relevant to the proposed study, at baseline, 

clinicians completed the Clinician Background form. The Usage Rating Profile-Intervention 

scale was administered at 6, and 12 months. The PCIT Coaches Quiz was completed across 

all time-points. The Clinician PCIT Skills Checklist was completed throughout training, 

consultation calls, and video-review of tapes that clinicians submitted.

Incentives were included for participation of both clinicians and agencies. Clinicians 

received free training, Continued Education credits, and payment for completion of 

questionnaires ($25 for baseline and 6-month follow-up, $30 for 12-month follow-up, and 

$40 for 24-month follow-up). Agencies received free PCIT training for their clinicians and a 

stipend ($1,000) for initial startup costs and necessary equipment for utilizing PCIT in their 

organization.
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Trainers—Three trainers participated in the cascading condition and were balanced across 

training conditions and across consultation call groups. For the purposes of this study, 

the trainers and consultants were the same experts, and are hereby referred to as trainers. 

The trainers were Caucasian females in their late twenties and had extensive training and 

expertise in PCIT, disruptive behavior disorders, and child welfare. Two of the trainers 

received their doctorate in clinical child psychology, and one of the trainers received her 

doctorate in school psychology.

Training—The CM utilized in this study is consistent with PCIT International Training 

guidelines, and was carefully developed and operationalized through an expert consensus 

process with PCIT Master Trainers (Scudder & Herschell, 2015). Training was conducted 

in four waves across the Commonwealth of Pennsylvania as training across the state could 

not be completed at once. Training consisted of an initial 40 hours of face-to-face contact 

with two of three expert PCIT trainers, an advanced live training of 16 hours utilizing real 

cases 6 months after the initial training, and ongoing biweekly contact with a PCIT trainer 

over 12 months. A training integrity checklist was completed at each in-person training to 

assess that training content was administered according to protocol. Two clinicians from 

each organization were included in each training group, with each training group including 

an average of eight clinicians total (range = 6–8, SD = 2.00).

Consultation calls—Included in the 12 months of intensive training, clinicians had the 

opportunity to attend up to 24 1-hr consultation calls conducted by one of three expert 

consultants, who were also trainers for the in-person training. In total, 96 consultation 

calls were conducted across four consultation call groups. Trainers led consultation calls 

according to the PCIT Case Consultation Outline and Record, which aligns with Nadeem 

and colleagues’ (2013) core components of consultation.

Treatment—Parent-Child Interaction Therapy (PCIT; Eyberg & Funderburk, 2011; McNeil 

& Hembree-Kigin, 2010) is a “well-established” manualized EBT for youth ages 2.5 

to 7 years old with externalizing behavior problems (McNeil & Hembree-Kigin, 2010). 

PCIT focuses on improving the quality of parent–child interactions and increasing child 

compliance, while also reducing disruptive behaviors such as aggression and defiance. 

PCIT is divided into two phases of treatment, Child-Directed Interaction (CDI) and Parent-

Directed Interaction (PDI). During the CDI phase, parents learn nondirective play skills that 

work to engage the child in play and improve the quality of the parent– child relationship. 

During the PDI phase, parents include skills such as commands and consequences (e.g., 

time-out) with the goal of reducing disruptive behaviors and increasing compliance (Eyberg 

& Funderburk, 2011; McNeil & Hembree-Kigin, 2010).

Measures

Clinician background form—Basic demographic information for clinicians was 

collected utilizing the Clinician Background Form, adapted from an existing community 

practitioner demographic form (Kolko et al., 2012). This form consists of demographic items 

such as licensure status as well as items related to previous clinical experiences such as years 

of experience and therapy experience with preschool children.
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PCIT case consultation outline and record—Trainers completed this measure 

following each consultation call to track clinician attendance and consultation content. This 

outline contains sections for trainers to indicate (a) clinician attendance and participation, 

(b) clinician caseload, (c) trainer perspectives of the most impactful content areas on 

the consultation call, (d) clinician-reported barriers to implementation, and (e) amount 

of time engaged in different consultation content areas. Consultation content areas in 

the outline align with Nadeem and colleagues’ (2013) examination of core components 

of the consultation process. Trainers estimate the amount of time spent engaging in 

various consultation activities including continued training on key topics, problem-solving 

implementation barriers (e.g., lack of referrals), reviewing cases, holding clinicians 

accountable (e.g., submitting parent– child assessments), building skills (e.g., role plays, 

feedback on skill demonstration), planning for sustainability, structuring the call (e.g., 

attendance), discussing administrative concerns (e.g., technical issues with website), and 

other topics.

PCIT coaches quiz—The PCIT Coaches Quiz (PCQ; Funderburk & Nelson, 2014) 

measures clinician knowledge of PCIT treatment protocol and skills. This 24-item multiple-

choice questionnaire includes items related to PCIT protocol, example scenarios, and 

evaluating mock in-session coding sheets. Scoring of this measure corresponds with the 

number of items that a clinician answers correctly, with scores ranging from 0 to 24.

Clinician PCIT skills checklist—This 19-item checklist assesses skill and was 

developed according to competencies that align with the Parent-Child Interaction Therapy 

(PCIT) International Training Guidelines (2013). These competencies were reviewed and 

approved by an expert PCIT panel, and include a combination of evaluation at the in-person 

training, consultation calls, and video review. Completed by the PCIT trainer, this checklist 

addresses core competencies of PCIT including PCIT assessment, CDI skills, PDI skills, 

PCIT general skills, and completion of training cases. Trainers indicate the date by which 

each clinician achieved mastery on each core competency.

Usage rating profile-intervention—The Usage Rating Profile-Intervention measure 

(URP-I; Chafouleas, Riley-Tillman, Briesch, & Chanese, 2008) evaluates implementation 

outcomes. The URP-I is a 35-item 6-point Likert-type self-report measure, which ranges 

from 1 to 6 (strongly disagree to strongly agree), developed to understand intervention 

usage as determined by four subscales: acceptability, understanding, feasibility, and systems 

support. The acceptability and feasibility subscales were utilized as they are consistent with 

the taxonomy of implementation outcomes proposed by Proctor et al. (2011). Results of 

an exploratory factor analysis support the measure’s use of four subscales, and evidence 

for internal consistency reliability was established with an alpha greater than .70 for all 

subscales (Chafouleas, Briesch, Riley-Tillman, & McCoach, 2009).

Data Analysis

All data analyses were conducted in Statistical Package for the Social Sciences (version 24). 

Knowledge was measured at pretraining (Time-point 1) and posttraining (Time-point 3). A 

knowledge change score was calculated by subtracting pretraining scores from posttraining 

Jackson et al. Page 6

Prof Psychol Res Pr. Author manuscript; available in PMC 2021 December 23.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



scores, with a positive change score indicating an increase in knowledge. Although change 

scores have more recently been accepted as a way of analyzing change with two time-points, 

it is still necessary to adjust for baseline levels (Glymour, Weave, Berkman, Kawachi, & 

Robins, 2005). Therefore, a mean knowledge score was computed for each participant at 

pretraining and posttraining and included in the model as a predictor. This method has 

previously been utilized to correct issues with change scores, although it provides a more 

conservative estimate of actual change (Turiano et al., 2012). For skill, acceptability, and 

feasibility, a posttraining (Time-point 3) score was utilized as the outcome.

To examine whether consultation call attendance was associated with clinician outcomes 

(knowledge change, skill) and implementation outcomes (acceptability, feasibility), we 

estimated a series of regression analyses for the four separate outcomes. For each outcome, 

in Model 1 we included consultation call attendance and in Model 2 we included 

consultation call attendance, and individual clinician characteristics (caseload, licensure, 

baseline knowledge, years of experience, experience with preschool children).

Moderation analyses were conducted to determine if clinician characteristics altered the 

association between consultation call attendance and knowledge change, posttraining skill, 

acceptability, and feasibility. Based on previous research, the following variables were 

hypothesized to be moderators that could impact the strength of consultation’s effect on 

posttraining outcomes: PCIT caseload, licensure, baseline knowledge, years of experience, 

and experience with preschool children. Moderation analyses were conducted through 

hierarchical regression analyses. In step 1, consultation call attendance and the hypothesized 

moderator (i.e., PCIT caseload) were entered into the model. At step 2, a centered 

interaction term of both variables was entered into the model.

Results

Descriptive Statistics

Preliminary analyses were conducted to determine if violations occurred in normality, 

linearity, homoscedasticity, and multicollinearity. Skewness and kurtosis values fell within 

acceptable limits between −2 and +2, indicating normality of data. Scatterplots indicated 

a linear relationship between predictor variables and the outcomes of knowledge, skill, 

acceptability, and feasibility. Homoscedasticity was examined through visual inspection of 

residual scatterplots with standardized predicted values plotted against standardized residual 

values. An analysis of variance inflation factor and tolerance levels for the regression models 

indicated no violations in multicollinearity.

Table 2 presents correlations between all study variables. Participants attended an average 

of 17.60 (M = 74%, SD = 28.2%) of 24 consultation calls. Participants had an average 

PCIT caseload of 3.81 families (SD = 4.68), with five (15.6%) clinicians completing 

two cases over the course of training and consultation calls. Mean knowledge percentage 

scores increased from baseline (M = 39.7, SD = 10.40) to posttraining (M = 72.1, SD = 

13.60). Participants met an average of 10.25 (SD = 3.65) competencies throughout training. 

The average acceptability rating for participants was 69.4 (SD = 6.40), while the average 

feasibility rating for participants was 39.74 (SD = 10.43).
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Consultation Call Content

On average, 5.10 (SD = 1.20) content topics were discussed per consultation call. 

Consultants spent an average of 19.32 min (SD = 7.54) reviewing cases, 12.65 min (SD 
= 7.00) on continued training topics, 12.13 min (SD = 3.39) structuring the call, 5.85 min 

(SD = 2.26) problem-solving implementation barriers, 3.23 min (SD = 2.00) building skills, 

1.47 min (SD = .79) on other topics, and less than one minute on administrative concerns 

(M = .81, SD = .52), sustainability planning (M = .47, SD = .36), and holding clinicians 

accountable (M = .18, SD = .18).

Clinician Knowledge and Skill

Table 3 presents the results of the regression analyses on clinician knowledge change 

and skill. Consultation call attendance (Model 1) significantly predicted greater change in 

knowledge (F(1, 27) = 9.90, β = .52, p < .01, R2 = .27) and greater posttraining skill (F(1, 

30) = 23.10, β = .66, p < .001, R2 = .44). Model 2 predicting change in knowledge from 

consultation call attendance, caseload, years of experience, licensure, and therapy experience 

with preschool children was not significant, F(5, 28) = 2.5, p = .72. The same multiple 

regression model predicting skill was significant (F(6, 30) = 9.0, p < .001, R2 = .69), with 

consultation call attendance (β = .47, p < .01), and caseload uniquely predicting skill (β = 

.54, p < .001).

Implementation Outcomes

Table 4 presents the results of the regression analyses from consultation call attendance 

predicting acceptability and feasibility. Consultation call attendance significantly predicted 

greater acceptability (F(1, 28) = 4.30, β = .36, p < .05, R2 = .13), but not feasibility, F(1, 

28) = .10, p = .75. The multiple linear regression model was not significant in predicting 

acceptability, F(6, 28) = 2.5, p = .06, or feasibility, F(6, 28) = .26, p = .95.

Moderation Analyses

PCIT caseload was the only moderator found to be significant in the relationship between 

consultation call attendance and skill (see Figure 1). At step 1 of the hierarchical linear 

regression, consultation call attendance and caseload significantly predicted skill (F(2, 32) = 

22.5, p < .001, R2 = .71, with consultation call attendance uniquely predicting skill (β = .45, 

p < .01). At step 2, the interaction term (consultation call attendance * caseload) was entered 

into the model significantly predicting skill (b = .02, p < .05).

Discussion

Overall Findings

As there is a growing need to acquire skill in a variety of EBTs, it is important that the most 

effective trainings are available to the community of professional psychologists. Although 

brief workshops and trainings are commonly utilized training methods, the current study 

lends support to a growing body of literature demonstrating the importance of ongoing 

support as a component of training protocols for EBTs (Herschell et al., 2010; Lyon, 

Stirman, Kerns, & Bruns, 2011). Our initial hypotheses predicted that greater consultation 
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call attendance would be associated with greater change in knowledge and posttraining 

skill, acceptability, and feasibility. These hypotheses were partially supported. Simple linear 

regression analyses supported the importance of consultation call attendance in predicting 

knowledge change, skill, and acceptability. Yet when additional clinician variables were 

included in the model, consultation call attendance only significantly predicted posttraining 

skill. Overall, these findings suggest that consultation call attendance is uniquely associated 

with increased clinician skill in PCIT, despite various clinician characteristics.

Notably, the relation between consultation call attendance and skill was qualified by 

a significant interaction between consultation call attendance and PCIT caseload. This 

interaction suggests that clinicians with a high caseload who attend a greater number of 

consultation calls reap the most benefits in skill. Furthermore, this implies that increases in 

clinician skill occur as a result of the interplay between training and experience with cases. 

Additionally, clinicians with a low caseload demonstrated a similar skill level regardless of 

the amount of consultation calls attended, lending support to this finding. Thus, increasing 

clinician skill requires a combination of ongoing support as well as the opportunity to utilize 

newly learned skills with clients. However, clinicians who had a high caseload, but attended 

few consultation calls, demonstrated the lowest skill level in the current study. One possible 

explanation for this finding is that clinicians who had a high PCIT caseload but did not 

attend additional consultation calls may have had such a high caseload that it prohibited 

them from full participation in training. For example, within the field of child welfare, 

having an above-average caseload has been related to inadequate training and supervision 

time (Yamatani, Engel, & Spjeldnes, 2017). Therefore, it is possible that this group of 

clinicians were also unable to attend consultation calls due to a lack of available time. 

Further research should seek to understand the factors that distinguish clinicians who were 

able to attend a great number of consultation calls from those who were not.

Interestingly, this study did not find support for the importance of consultation calls in 

predicting implementation outcomes of feasibility and acceptability. It was hypothesized 

that clinicians who attended a greater number of consultation calls would perceive PCIT 

as being more feasible and acceptable to utilize with their clients. However, this study did 

not find evidence in support of this hypothesis. It is possible that improving implementation 

outcomes may be more related to organizational characteristics as opposed to training 

design factors. Research is beginning to reveal that organizational characteristics, such as 

organizational climate and supervisory support, influence the degree to which a clinician 

implements a treatment (Beidas, Cross, & Dorsey, 2014; Ditty et al., 2015; Glisson, 2002). 

It is possible that organizational-level characteristics not included in the current study may 

have affected acceptability and feasibility. Therefore, additional research should explore if 

organizational factors are also related to the implementation outcomes of feasibility and 

acceptability.

While the present study did find PCIT caseload to be a moderator of consultation call 

attendance and skill, no other significant moderators were found. This finding differs 

from previous research that suggests the importance of clinician characteristics in the 

implementation of evidence-based treatments (Beidas, Edmunds, et al., 2014; Lewis & 

Simons, 2011; Velada et al., 2007). Prior research has not examined the influence of 
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clinician characteristics on consultation call outcomes. However, the growing research 

dedicated to individual clinician characteristics suggests that it should be an area for future 

research within the training literature.

Limitations

Directionality of associations—This study has examined the correlational association 

between consultation call attendance, clinician variables, and clinician and implementation 

outcomes. While evidence in support of the importance of consultation call attendance 

and caseload on clinician outcomes was found, the nature of this association is unclear. 

The current study hypothesized that consultation call attendance is a predictor of clinician 

caseload, suggesting that clinicians who attend more consultation calls have a higher 

caseload. However, it is also possible that clinician caseload predicts consultation call 

attendance. In this example, clinicians who are treating more families may be likely to 

attend more calls, given that a core component of consultation calls involves reviewing 

cases. Similarly, clinicians who have a small number of cases may be more likely to attend 

fewer consultation calls. To further understand the impact of consultation, experimental 

methods comparing consultation groups to individuals who did not receive consultation 

should be utilized. Unfortunately, in the current study, a majority of clinicians attended at 

least one consultation call, and therefore, comparisons between these two groups could not 

be made. Additional research should seek to clarify the directionality of this association, 

while utilizing three waves of measurement to analyze change as well as experimental 

methods.

Measurement—Several measures included in the current study (e.g., Clinician PCIT 

Skills Checklist, PCIT Case Consultation Record) have not demonstrated adequate 

psychometric evidence, limiting the interpretations that can be drawn. While the Clinician 

PCIT Skills Checklist was utilized given that it aligns with PCIT International’s Training 

Guidelines (2013) and certification process, it has not demonstrated adequate reliability or 

validity in assessing clinician skill. The field of implementation science as a whole has been 

limited by a lack of measures that have appropriate psychometric properties, in addition 

to relying upon study-developed measures (Martinez, Lewis, & Weiner, 2014). The lack of 

adequate measurement weakens the findings of the current study.

In addition to the lack of psychometric evidence for measures in the current study, several 

items were completed through video review of sessions with clients (e.g., CDI Coach 

Session). However, if clinicians were unable to enroll clients on their caseload into the 

study due to a variety of reasons (e.g., lack of consent, lack of referrals), clinicians were 

unable to meet competencies requiring video review. In order to reduce this issue, during 

the consultation phase, trainers attempted to problem-solve the barrier of clinicians not 

receiving enough referrals. Additionally, clinicians were encouraged to enroll a large number 

of families in the study in order to submit videos given the possibility of families dropping 

out of treatment or not consenting to the study.

Nesting—The current study involves clinicians, who are nested within a supervisor, who 

is nested within an organization. However, given the small sample size utilized in the 
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current study, hierarchical linear modeling procedures could not be utilized. Therefore, the 

interpretations that can be made from this study are limited in that the variations in clinician 

skill may also be due in part to supervisor or organizational factors.

Sample size—While a power analysis was conducted and the sample size was determined 

to be appropriate for the simple linear regression analyses described previously, it is possible 

that the study was underpowered to detect moderation effects. Further research should 

examine how therapist characteristics influence the association between consultation call 

attendance and outcomes. Additionally, the current study was underpowered to perform 

growth curve analyses that may have been more amenable to our hypotheses in examining 

change over time as a result of consultation call attendance.

Future Directions

These findings demonstrate the importance of analyzing training design components that 

influence clinician knowledge and skill outcomes. The consultation calls in the current study 

primarily focused on reviewing clinician cases; however, additional research should focus 

on targeting which content areas optimize training outcomes. For example, some research 

has found support for the importance of skill-building activities in supervision for promoting 

clinician fidelity (Beidas, Cross, et al., 2014). The current study found that consultants did 

not devote substantial time to building skills; however, it may be an important aspect of 

ongoing support. Additional research should focus on the mechanisms and content areas that 

underlie the effectiveness of ongoing support strategies such as consultation. Additionally, 

the current study examined one form of ongoing support, consultation, in regard to these 

outcomes. While consultation is widely utilized in large-scale training initiatives, other 

forms of ongoing support (e.g., supervision) should also be examined.

In addition, the present study has highlighted the importance of the training design input 

factor in producing positive training outcomes. Although research has examined how 

individual clinician characteristics (Beidas, Edmunds, et al., 2014; Lewis & Simons, 2011; 

Velada et al., 2007) and organizational characteristics (Beidas et al., 2015; Ditty et al., 2015) 

influence implementation outcomes, these input factors remain largely unstudied in relation 

to training clinicians in EBTs. Further research should examine other training input factors 

(e.g., work-environment factors) of Baldwin and Ford’s (1988) model that influence training 

outcomes for clinicians.

Prior research on training outcomes has generally isolated one of Baldwin and Ford’s 

(1988) training input factors when examining outcomes. This study attempted to 

understand the interaction between training design and individual trainee characteristics 

by examining moderators of consultation’s effectiveness. While PCIT caseload was 

found to be a moderator of consultation’s effectiveness, it is likely that other individual 

trainee characteristics or organizational factors may moderate this relationship. Additional 

research should seek to disentangle the interactions between training design, individual 

trainee characteristics, and organizational characteristics as these are the complex 

relationships found in real-world settings that professional psychologists are trained within. 

Understanding the interface between training design and real-world implementation settings 
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may result in improved training effectiveness, ultimately leading to the increased availability 

and accessibility of EBTs in community settings.
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Public Significance Statement

This study advances the importance of consultation as a training component for 

professional psychologists. Additionally, it highlights the significance of gaining 

experience through therapy cases in combination with attending consultation calls to 

become skillful at providing an evidence-based treatment.
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Figure 1. 
Results of the moderating effect of caseload on the relation between consultation call 

attendance and skill. Low case = 1 SD below the mean; high case = 1 SD above the mean.
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Table 1

Demographic Information (n = 32)

Variable N %

Gender

  Male 3 9

  Female 29 91

Race

  White 31 97

  Unknown/Not reported 1 3

Education

  Masters degree 32 100

Professional licensed

  Yes 11 34

  No 21 66
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