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Introduction to the Special Issue

Coming of Age
(Professionally) in the
Age of Dissemination
and Implementation
Sarah Kate Bearman, The University
of Texas at Austin

Alyssa Ward, Children's Hospital of
Richmond, Virginia Commonwealth
University
as clinical psychology doctoral students
in the early 2000s, we had strikingly similar
experiences. We both studied the results of
landmark cBt efficacy trials in our course-
work, learned (almost exclusively) cognitive
and behavioral therapies in our training pro-
grams, practiced them in our training clinics
with the helpful guidance of expert supervisors,
and then did our best to continue to use these
practices as we progressed into community
clinical placements and internship. as we two
moved from relatively ideal academic settings
into increasingly complex service settings, we
had the same epiphanies: Huh. No one here is
using CBT manuals. and also, What should I do
for this client, who has multiple comorbidities
and also misses a ton of sessions? not to mention
When am I going to find time to prepare for ses-
sion when I have so many clients scheduled back-
to-back? and the ever popular: This is so much
harder than I thought it was going to be.

these aren’t unique realizations—the
“research-practice gap” in mental health has
been so well documented that we’ve each per-
sonally heard the expression “mind the gap”
used in more scholarly talks than we can count.
We’d bet that most folks can relate to some of
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these experiences: trying to identify the
appropriate treatment for a client whose
profile just isn’t a perfect fit for the treat-
ments to which you’ve got access or have
had any training, or running into practical
challenges delivering an intervention with
fidelity and making on-the-fly adjustments
you wonder if the developer would frown
upon. indeed, these very challenges have
been summarized in numerous papers (see,
for example, Bickman, 2008; hoagwood,
Burns, Kiser, ringeisen, & schoenwald,
2001; Weisz & Jensen-doss, 2001). For us,
the struggles we personally experienced
trying to realize our own evidence-based
training in our practices made us curious.
that’s how we both ended up as postdoc-
toral fellows in the child steps clinic
treatment project (ctp; schoenwald,
Kelleher, & Weisz, 2008) from (jointly)
2005–2013 (to be fair, alyssa couldn’t resist
the chance to move to hawaii).

the child steps ctp was the first
study of its kind, and represented an ambi-
tious effort by our fellowship mentors,
John r. Weisz and Bruce F. chorpita, to
test a flexible, transdiagnostic approach to
the treatment of child anxiety, depression,
and disruptive conduct against well-tested
standard manuals for each, as well as
against usual care, in community mental
health agencies and schools (chorpita et
al., 2013; Weisz et al., 2012). technically,
child steps ctp was an effectiveness trial.
in a 2001 article entitled “effectiveness,
transportability, and dissemination of
interventions: What Matters When?”,
schoenwald and hoagwood noted, “the
fledgling area of research on the trans-
portability of efficacious treatments to
usual-care settings is a precursor to dis-
semination research” (p. 1192). only a few
years after those authors identified this
“fledgling” area as one in need of study,
child steps ctp formally tested—on a
large scale with a diverse set of referred
youth and community therapists—the
ways in which traditional cognitive and
behavioral therapy “recipes” could be com-
bined and reimagined to benefit youths
and families. to this day, we feel lucky to
have been in that test kitchen (many times
covered in flour, managing hot ovens, set-
ting off smoke alarms—you get the anal-
ogy. . .).

if we started this article—and our profes-
sional careers—immersed in the important
foundational work of cBt efficacy, then
child steps represents the effectiveness
phase of our development, bringing us
face-to-face with a number of the dimen-

sions and variables that are key to testing
dissemination models, as suggested by
schoenwald and hoagwood (2001). this
table (p. 1194) identifies characteristics
related to the intervention, therapists,
clients, service delivery, organization, and
service system. efforts are typically made
within effectiveness research to minimize
the impact of variations on these variables
on the outcomes of treatment, but for
many of us, these were some of the most
provoking questions. are therapists resis-
tant to using evidence-based practices, or
do they just not like the idea of manuals
(Borntrager, chorpita, higa-McMillan, &
Weisz, 2009)? What strategies foster
knowledge exchange between treatment
researchers and clinic therapists (palinkas
et al., 2009)? What types of supervisory
support most impact therapist practice
(Bearman et al., 2013)? are therapists accu-
rate reporters of the practices that they use
in a given session (Ward et al., 2013)? how
do differences in treatment design relate to
therapist satisfaction (chorpita et al.,
2015), or client use of services once treat-
ment has ended (park et al., 2016)? there
are many more, and we and our colleagues
have presented aspects of this research here
at aBct for the past decade. other ques-
tions, raised by our work on child steps,
inspired the work many of us are doing
now.

to be clear, we are not suggesting that
everyone woke up to the importance of the
dissemination and implementation of cBt
at the same time as we did in the early
2000s—indeed, what we now call d&i in
mental health has been shaped by the work
in other fields and disciplines, as well as by
mental health services researchers whose
attention to these issues predates our own
(see Becker, nakamura, young, & chor-
pita, 2009, for a brief review). however, as
academic researchers we “came of age” just
at the time when the science of dissemina-
tion and implementation moved from
being of interest for a few—the innovators
and early adopters, if you will (rogers,
2003)—and began to gain a foothold
among the majority. as described in
norton, lungeanu, chambers, and con-
tractor (2017), the past decade has seen the
amount of scholarship in this area increase
dramatically, and numerous metrics point
to the rapid growth of interest in this area:
a specialty journal (Implementation Sci-
ence), professional societies and confer-
ences, several training institutes, and a
number of other opportunities for people
to learn about and become involved in the
science and practice of dissemination and

implementation. d&i, it seems, has
arrived.

this is clearly reflected here at aBct
and its membership. at the 2008 aBct
convention, the dissemination and imple-
mentation science special interest group
(dis sig) was formed and, in 2009, some
of the founding members wrote about the
rationale, goals, and implications of d&i
for our organization in this publication
(Becker et al., 2009). the preliminary goals
of the sig were to (a) help members net-
work with like-minded colleagues; (b) col-
laborate with stakeholders to identify what
works for them, what they need, and how
best to provide evidence-based practices
(eBps); and (c) communicate the benefits
of eBps in order to increase stakeholder
demand for effective treatments. the dis

the Behavior Therapist
posed questions to several
senior-level researchers in
order to gain insight into
their perspectives, visions,
and recommendations related
to the D&I of evidence-based
psychological practice.
We held interviews with:

• David M. Clark, D.Phil.,
University of Oxford/National
Clinical & Informatics Advisor for
Improving Access to Psychological
Therapies (IAPT)

• Bruce F. Chorpita, Ph.D.,
University of California,
Los Angeles

• Ann F. Garland, Ph.D.,
University of San Diego

• Rochelle F. Hansen, Ph.D.,
Medical University of South
Carolina/National Crime Victims
Research and Treatment Center
(NCVC)

• Shannon Dorsey, Ph.D.,
University of Washington

Some of their most thought-provok-
ing answers, edited for length and
clarity, are included throughout this
special issue. Visit
http://www.abct.org/docs/
PastIssue/40n7sup.pdf to view
their full responses to all interview
questions online.
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sig has grown significantly in its member-
ship and impact since its inception, includ-
ing a highly attended preconference ses-
sion each year. Many of its early members
have gone on to develop full programs of
research related to d&i and have taken on
leadership in other d&i-specific organiza-
tions such as the society for implementa-
tion research collaboration (https://
societyforimplementationresearchcollabo-
ration.org). in the 50th anniversary issue
of tBT, former sig chair amanda Jensen-
doss noted that the sig had grown to be
one of the largest in the organization with
250 members (Jensen-doss, a., 2016). at
the recent golden 50th anniversary con-
vention, dissemination & implementation
was one of the themes. Finally, the original
senior advisor of the dis sig, Bruce
chorpita, was just elected president of
aBct.

this special issue seeks to build on the
momentum d&i has gained within the last
decade at aBct and to feature new work
that we hope will inspire continued inter-
est and collaboration across the organiza-
tion. dissemination and implementation
of cBt is at the heart of aBct’s mission—
recall that our professional home was once
named the “association for advancement
of Behavior therapy”—presumably,
advancing it in the hopes of reducing suf-
fering and improving lives. though our
name has changed, the goal of increasing
the reach and impact of the therapies we
study remains central. dissemination and
implementation research seeks to apply
rigorous science to the understanding of
how we advance cBt and, more generally,
effective interventions. each of the articles
in this special issue highlights some facet of
this goal.

We hoped to make this issue accessible
and relevant, and hope it will spark mem-
bers’ interest in the integration of d&i with
their work. d&i methods are relevant to so
much of what we do—not only as
researchers, but as clinicians, supervisors,
and administrators. at the start, you will be
invited to take a quiz to check your d&i iQ,
cleverly composed through the lab of the
current dis sig chair, rinad Beidas
(stewart et al., p. 238). the special issue will
then feature articles that touch on a variety
of methods and questions central to d&i.
lyon and lewis (p. 241) lead us off by
describing an implementation strategy
involving measurement feedback systems
in the context of developing “minimal
interventions necessary for change”
(Mincs). this measurement theme is car-

ried forward into the next piece by halko,
stanick, powell, and lewis (p. 248), which
describes efforts to inject stakeholder per-
spectives into implementation measures to
improve the chances that measures devel-
oped will be pragmatic and therefore uti-
lized in community settings. this article is
also a peek into these authors’ larger
goals—to develop a repository of imple-
mentation measures to support both
researchers and practitioners in their work.
landes, Matthieu, smith, and rodriguez
(p. 251) provide a broad description of
their efforts to implement dialectical
Behavior therapy within the Veterans
administration system, including some
specific examples of barriers and solutions.
For anyone interested in implementing a
well-tested intervention in a new setting,
this article provides an example of a large-
scale effort while acknowledging and pro-
cessing barriers that are relevant to almost
any clinical setting.

another important aspect of advancing
effective treatments like cBt is via disrup-
tive innovation, identifying the most
robust aspects of interventions and
“reengineering” them to reduce burden
and increase influence (rotheram-Borus,
swendeman, & chorpita, 2012). this is the
approach taken by schleider and Weisz (p.
256), who review the evidence for single-
session interventions (ssis) from other dis-
ciplines and from a meta-analysis of 50
studies showing the effect of ssis on youth
psychopathology. they describe the poten-
tial of ssis for scaling-up services for youth,
as well as potential difficulties with that
approach. an example of exploring service
delivery is provided by dopp, Wolkowicz,
Mapes, and Feldner (p. 261), who describe
implementation of telepsychology within a
training clinic and make use of a popular
implementation framework (exploration,
preparation, implementation, sustainment
[epis]; aarons, hulburt, & horwitz, 2011).
Finally, two perspectives on one of the
most common implementation barriers—
therapist attrition—will be presented:
creed, rosenbaum, and centeno (p. 267)
use a case example from the Beck commu-
nity initiative to illustrate how the system-
atic measurement of three aspects of thera-
pist attrition during implementation
efforts—definition, timing, and reasons—
could better inform retention efforts at dif-
ferent phases; and, using data from the
new york state–sponsored Managing and
adapting practice (Map) rollout, Vardan-
ian and colleagues (p. 273) test the impact
of targeted, structural adaptations made to

improve engagement and reduce therapist
attrition.

throughout this issue, you will also find
excerpts from interviews with leaders in the
area of d&i, lending their perspective on a
variety of topics. We are grateful to Bruce
chorpita, david clark, shannon dorsey,
ann garland, and rochelle hanson for
generously taking the time to answer our
questions. their collective efforts have
blazed trails with regards to treatment
redesign, large-scale implementation,
international training and dissemination,
the rigorous study of usual-care services,
and the use of community-based learning
collaboratives, to name only a few of their
contributions. For the sake of brevity, some
of their responses aren’t included, but
please go to http://www.abct.org/docs/
PastIssue/40n7sup.pdf to see all of their
answers and be inspired, as we were. on
that note, should this issue and its contents
peak your interest in learning more, we
encourage you to join us at the dis sig
meeting in san diego this november, and
to learn more about d&i through the sig
Website: http://groupspaces.com/dissig.

in a classic article, thorenson and
coates (1978) describe behavior therapy as
the once “rebellious son” who, at the time
of their writing, had come of age as a “legit-
imate professional approach” (pp. 2, 29).
We feel fortunate to have come of age pro-
fessionally just as the study of dissemina-
tion and implementation of cBt took its
place alongside other essential aspects of
cBt science and practice. We look forward
to the role that aBct, and all of you, will
play in its future.
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Test Your Implementation Science IQ! *

Rebecca E. Stewart, Emily M. Becker Haimes, Brenna B. Maddox, Kelsie Okamura,
Courtney Benjamin Wolk, and Rinad S. Beidas, University of Pennsylvania

Circle TRUE or FALSE

1. Dissemination and implementation are synonyms.
true False

2. Implementation science is specific to behavioral health.
true False

3. Implementation science = effectiveness research.
true False

4. Training is an implementation strategy.
true False

5. An implementation project ends when funding ends.
true False

6. I’m a treatment researcher. Implementation science isn’t relevant to me.
true False

*Answers and scoring on p. 240

What Is Your Implementation Science IQ?
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T E S T Y O U R I M P L E M E N T A T I O N S C I E N C E I Q !

interest in iMpleMentation science has
increased substantially in recent years. evi-
dence of this growing focus includes con-
ferences sponsored by the national insti-
tutes of health (nih) and the society for
implementation research collaborative,
standing program announcements at nih,
dedicated implementation science jour-
nals, and special interest groups in many
professional societies. there is also
increased attention paid to implementa-
tion science among aBct membership.
While excited by this rapid growth, we
have noticed some lingering questions
about the scope of the field. rather than
pen an overview article, which has been
done well already in this publication
(Becker, nakamura, young, & chorpita,
2009) and elsewhere (Bauer, damschroder,
hagedorn, smith, & Kilbourne, 2015), we
present this quiz as a fun way for you to test
your implementation science iQ and for us
to discuss common misconceptions about
the field. rate each question true/false and
then read on to learn more. Keep reading
this issue to find a key (next page) where
you may calculate your results and see
where your implementation science iQ
falls!

Explanations

1. Dissemination and Implementation
Are Synonyms.

answer: False. While dissemination
and implementation are sometimes used
interchangeably, they represent two
equally important but different constructs.
Both share the common goal of increasing
the use of evidence-based practice,
although their approach is distinct. dis-
semination is the act of communicating
and spreading evidence-based practice
principles to a targeted and specific audi-
ence. such methods may include journal
articles (meta-analyses, overviews, practice
guidelines), press coverage, targeted mail-
ings, campaigns, and even formal advertis-
ing. dissemination research has a goal of
understanding the most effective ways of
widely spreading and sustaining knowl-
edge of evidence-based practice. in con-
trast, implementation is the active process
of integrating evidence-based practices
within a clinical setting. the goal of imple-
mentation is to do more than increase
awareness and spread information, but to
actively intervene in order to increase use
of the evidence-based practice. implemen-
tation strategies may include targeted
training to increase knowledge of evi-

dence-based practice, creating incentives
for evidence-based practice use, or allocat-
ing organization time and resources to
supervision in evidence-based practice
(powell et al., 2015). implementation
research has a goal of identifying effective
strategies to improve patient outcomes and
public health.

2. Implementation Science Is Specific to
Behavioral Health

answer: False. implementation science
is transdisciplinary. “no one discipline is
‘home’ to implementation research” (proc-
tor et al., 2011, p. 71). in fact, a single
research team in implementation science
usually includes individuals of many back-
grounds, such as health services
researchers, mixed methods experts, health
economists, organizational scientists, busi-
ness administrators, clinicians, and
patients (Bauer et al., 2015). no one disci-
pline alone can address the complex chal-
lenges in disseminating and implementing
evidence-based practice.

3. Implementation Science = Effective-
ness Research

answer: False. effectiveness research
focuses on testing treatments in real-world
settings. the focus is on the external valid-
ity of a treatment trial beyond the research
clinic, thus effectiveness studies are less
tightly controlled than treatment efficacy
trials. the main outcomes of interest in
effectiveness research are generally about
client symptom reduction and quality of
life. on the other hand, implementation
research focuses on the uptake or adoption
of practices by providers and/or service
systems. Main outcomes are typically at the
provider or system levels. For example,
common implementation outcomes
include fidelity (i.e., the degree to which an
intervention is delivered as intended) and
penetration (i.e., the integration of a prac-
tice in a setting; see proctor et al., 2011).
implementation science methods and
effectiveness research can go hand-in-
hand. For example, you might be interested
in looking at both patient and implementa-
tion outcomes in a hybrid trial. there are
specific study designs and recommenda-
tions around marrying effectiveness and
implementation science research (see
curran, Bauer, Mittman, pyne, & stetler,
2012, for greater detail).

4. Training Is an Implementation
Strategy.

answer: True. implementation strate-
gies refer to the active strategies that are

used to increase the adoption, implemen-
tation, and sustainment of evidence-based
practices (powell et al., 2015). training is
one type of implementation strategy that
broadly falls within the category of educa-
tion implementation strategies (powell et
al., 2015). early on, as implementation sci-
ence was developing, many research
groups focused on the role of training as an
implementation strategy. this body of
work has led to a recognition that although
training is necessary, it is not sufficient. in
other words, training clinicians in a new
practice is likely to change their knowledge
and attitudes, but not their behavior
(Beidas & Kendall, 2010). in order to enact
behavior change, implementation strate-
gies that address multiple ecological levels,
including the therapists and the organiza-
tions and systems that they work within,
are necessary.

5. Implementation Trials End When
Funding Ends

answer: False. While sustainability (i.e.,
the continuation of a practice) may be less
studied than initial adoption or implemen-
tation (Wiltsey stirman et al., 2012), it is a
sine qua non of implementation science.
an implementation trial will design and
prioritize a sustainability plan beyond the
funding period. this is often accomplished
through community partnerships to
develop local expertise to sustain the
implementation once funding has ended.
sustainability is an area of priority for
future studies.

6. I’m a Treatment Researcher:
Implementation Science Isn’t Relevant
to Me

answer: False. implementation science
can greatly inform a treatment researcher’s
work. For example, a treatment developer
may be interested in ways to maximize the
fit between his or her intervention and the
community settings in which it will ulti-
mately be delivered. this researcher could
also look to the field of user-centered
design (lyon & Koerner, 2016), which is an
approach to product development that
focuses on gaining deep information about
who will ultimately use the product, to
design a treatment with long-term sustain-
ability in existing service delivery systems.
implementation research often involves a
partnership of treatment developers, health
services researchers, and other disciplines
(proctor et al, 2009).
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Add up the number of correct questions
and see where your score* falls below!

Score of 1–2
you’re an implementation science
newbie! you are relatively new to the
rapidly developing and exciting field of
implementation science. your imple-
mentation science score suggests that
you might enjoy perusing some online
resources, such as this primer on imple-
mentation science (https://cancercon-
trol.cancer.gov/is/) or the consortium
for implementation science (http://con-
sortiumforis.org). you can also check
out some recently published articles in
implementation science, such as “an
introduction to implementation science
for the non-specialist” by Bauer and col-
leagues (2015). consider joining the
aBct dissemination and implementa-
tion science sig (http://societyforimple-
mentationresearchcollaboration.org/
dissig) to gain more exposure to the
exciting world of implementation sci-
ence!

Score of 3–4
your implementation science iQ
demonstrates that you have a solid grasp
of implementation science principles
and how they apply to psychological ser-
vices and research. consider continuing
to advance your knowledge of is in
mental health by attending specialized
conferences and applying for training
opportunities, such as the society for
implementation research collaboration,
the nih annual conference on the sci-
ence of dissemination and implementa-
tion science, or the training institute for
dissemination and implementation
research in health (tidirh). if you are
not already a member, considering join-
ing the aBct dissemination and imple-
mentation science sig (http://society-
forimplementationresearchcollaboratio

n.org/ dissig) to meet other like-minded
colleagues and continue to develop your
implementation science expertise!

Score of 5–6
your implementation science iQ is off
the charts! your score suggests that you
are an implementation science cham-
pion. if you don’t already do so, consider
sharing your expertise by joining the
aBct dissemination and implementa-
tion science sig (http://societyforimple-
mentationresearchcollaboration.org/
dissig). you may also benefit from
advanced training opportunities, such as
the implementation research institute
(http://iristl.org).

. . .
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*instrument not psychometrically vali-
dated—please interpret your scores with
caution.

a n s w e r k e y

1. False
2. False
3. False
4. True
5. False
6. False
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it is noW Well estaBlished that evidence-
based practices (eBp)—identified via rig-
orous empirical testing—are rarely used in
routine community service settings with
the frequency or integrity necessary to
achieve their anticipated therapeutic effects
(Balas & Boren, 2000; institute of Medicine
and national research council, 2014).
efforts to increase the use of eBp include
the development and testing of discrete
implementation strategies (powell et al.,
2015) as well as identifying relatively
simple and scalable minimal interventions
necessary for change (Mincs) that may
encounter fewer barriers to adoption and
eventual sustainment than more complex
intervention protocols (glasgow & riley,
2013). the current paper describes find-

ings from a comprehensive evaluation of a
digital implementation strategy—measure-
ment feedback systems—to support a can-
didate Minc, measurement-based care.

Measurement-Based Care
Measurement-based care (MBc) is the

use of data collected throughout treatment
to inform clinical care and drive collabora-
tive decision-making between clinicians
and service recipients (scott & lewis,
2015). MBc is generally synonymous with
terms such as routine outcome monitoring,
patient-reported outcomes monitoring, out-
come-informed therapy, and feedback-
informed treatment (Bickman, lyon, &
Wolpert, 2016). at their core, all of these
practices focus on the collection of data and

incorporation of those data into clinical
decisions. regardless of the label, a consid-
erable body of evidence supports the effec-
tiveness of MBc in enhancing intervention
processes (e.g., improved patient–clinician
relationships, client-centered services, ser-
vice engagement) and treatment outcomes
for adults and youth (Bickman, Kelley,
Breda, de andrade, & riemer, 2011; carlier
et al., 2012; cashel, 2002; douglas et al.,
2015; Jewell, handwerk, almquist, &
lucas, 2004; rettew, lynch, achenbach,
dumenci, & ivanova, 2009). in pharma-
cotherapy, MBc exerts its effect by expe-
diting the rate at which clinicians increase
medication doses and changes (guo et al.,
2015). in psychotherapy, MBc appears to
quicken the rate at which clinicians focus
session content on specific key topics
(douglas et al., 2015).

due in part to its client-centeredness,
MBc is also critical to achieving a precision
medicine agenda in mental and behavioral
health. Bickman, lyon, and Wolpert
(2016) recently described the role of MBc
practices—and measurement feedback sys-
tems—in achieving “precision mental
health” by generating sufficient psychoso-
cial data to drive precision in initial assess-

Feedback Systems to Support Implementation
of Measurement-Based Care
Aaron R. Lyon, University of Washington

Cara C. Lewis, Kaiser Permanente Washington Health
Research Institute



ment, monitoring over time, and feedback
to service providers and recipients. there is
indeed a larger national movement toward
value-based, or measurement-based, care
with federal agencies such as the centers
for Medicare and Medicaid requiring that
physician Quality reporting systems be in
use (centers for Medicare & Medicaid ser-
vices, 2013). Furthermore, with behavioral
health integration on the rise, MBc will
facilitate cross-talk and coordination of
care among providers and align with tradi-
tional medical approaches to routinely
measuring vital signs at each visit.

despite its demonstrated effectiveness,
scalability, and alignment with contempo-
rary health care movements, MBc is rarely
used by most mental health clinicians.
studies have repeatedly underscored that
practices such as initial assessment admin-
istration, ongoing monitoring of key prob-
lem domains, and incorporation of result-
ing data into practice occur rarely
(gilbody, house, & sheldon, 2002; hatfield
& ogles, 2004; Jensen-doss et al., 2016;
lyon, ludwig, et al., 2016; palmiter, 2004).
although there are many reasons why
MBc is not commonly used in practice,
barriers such as the perceived difficulty of

selecting, administering, and scoring
instruments have been identified as
common contributors (connors, arora,
curtis, & stephan, 2015; Jensen-doss &
hawley, 2010).

Measurement Feedback Systems
digital technologies that can support

selection, administration, scoring, inter-
pretation, and feedback about assessments
of symptoms and functioning reflect a key
implementation strategy for the large-scale
use of MBc in community contexts (lyon
& lewis, 2016). Most technologies with
these capabilities may be classified as mea-
surement feedback systems (MFs)—digital
technologies with the ability to capture ser-
vice recipient data from regular assessment
of treatment progress (e.g., functional out-
comes, symptom changes) or processes
(e.g., therapeutic alliance, services deliv-
ered) and then deliver that information to
clinicians (Bickman, 2008). recent find-
ings suggest that short-term training plus
access to digital MFs can result in signifi-
cant and sustained improvements in adult
(persons, Koerner, eidelman, thomas, &
liu, 2016) and youth-focused (lyon, pull-
mann, et al., 2017) clinicians’ use of MBc
practices.

Health Information Technologies:
Academic and Commercial

Evaluation
despite growing attention to MFs in

mental and behavioral health, there have
been no efforts to systematically identify
and evaluate these technologies. this has
inhibited information and idea sharing and
led to potentially redundant development
efforts across teams. the health informa-
tion technologies: academic and com-
mercial evaluation (hit-ace) methodol-
ogy reflects a general approach to the
systematic evaluation of classes of digital
technologies in health care (lyon, lewis,
Melvin, et al., 2016), which our research
team has recently applied to MFs. the
hit-ace methodology explicitly incorpo-
rates technologies from the commercial
sector where products are often highly
innovative, but with little empirical evi-
dence, and from the academic sector where
products are typically slow to reach the
marketplace (if at all). the primary goal of
hit-ace is to evaluate the full landscape
of a given class of technology across four
phases: (1) coding commercial and acade-
mic materials, (2) developer/purveyor

There has been a big increase in the number of scholarly articles
published on topics related to D&I in the last decade. To what do
you attribute this increase?

Dr. Chorpita: It has been more than 20 years since the APA Task Force on
Psychological Intervention Guidelines and the Task Force on Promotion and
Dissemination of Psychological Procedures revolutionized how we think about evi-
dence-based treatments in mental health. During this time, researchers, policymak-
ers, and many communities have realized that there is still a significant gap between
what is known in treatment research and what is producing a public health benefit. It
naturally raises questions about why this significant investment in research has not
yielded the expected return, and there are now new funding lines, journals, policy
organizations and workgroups, and academic positions dedicated to answering this
socially important question. It’s my opinion that closing that gap is the responsibility
of our current generation of researchers—that is, those of us who stand on the
shoulders of researchers who developed and tested treatments for the past 50 years.
ABCT has an incredible legacy, but its members now have an incredible responsibility.

Dr. Garland: The increased attention to D&I seems like a natural evolution from the
clinical research which significantly advanced development and testing of efficacious
interventions. D&I evolved to some extent out of Health Services research, which has
a similar trans-disciplinary history. As we all recognized the real challenges of broad
adoption and effective implementation of those interventions, the explicit attention
to D&I research gained prominence. The researchers, policymakers, and practitioners
who were highlighting the gap between clinical research and actual community-
based practice were effective in driving the ascent of D&I research. Structural or insti-
tutional developments, such as the establishment of the Implementation Science
journal and specific review committees within NIH certainly helped to build research
in the field.

Dr. Hanson: Rock star researchers—and I’m totally sincere about this. There is an
incredible passion and dedication among the D/I researchers I’ve met over the past
few years, including those earlier in their careers, as well as mid-level academicians,
and senior scientists who have dedicated so much of their career to mentoring oth-
ers (e.g., Greg Aarons, Enola Proctor, John Landsverk, Sonja Schoenwald, Patti
Chamberlain, Brian Mitman). There are too many to name individually (and I
wouldn’t want to leave anyone out), but I believe they are making incredible contri-
butions and have helped fuel the interest in D/I research and the significant jump in
publications.
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D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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interviews, (3) linking digital technology
capabilities to putative implementation
mechanisms, and (4) experimental testing
of capabilities and mechanisms (described
briefly below; see lyon, lewis, Melvin, et
al., 2016, for more detail). Figure 1 displays
this full process.

Phase 1: Coding Materials
the first phase of hit-ace is intended

to produce a user-friendly and relatively
inexpensive synthesis of a well-specified
technology space in a way that highlights
the academic and commercial gaps. it
involves identifying all available examples
of the target technology, associated infor-
mation (typically websites but sometimes
peer-reviewed articles are available), and
development and application of a theory-
driven coding scheme to describe its capa-
bilities. systematic searches of the acade-
mic literature and commercial websites
(using common online search engines) are
completed in addition to snowball sam-
pling using existing professional networks

and emails to experts (i.e., researchers, dig-
ital technology developers, users). relevant
theories and frameworks used to guide the
development of the coding scheme include
those focused on (a) developing com-
pelling and effective products, such as user-
centered design (courage & Baxter, 2004);
(b) the ways in which a technology (e.g.,
MFs) can facilitate implementation of
effective clinical practices (e.g., MBc); and
(c) the intended functions of the target
technology. For the third type of frame-
work, when applied to MFs, feedback the-
ories (e.g. (Kluger & denisi, 1996; riemer,
rosof-Williams, & Bickman, 2005) are
among the most relevant.

Phase 2: Developer Interviews
through semistructured interviews

with system developers or purveyors, hit-
ace phase 2 confirms phase 1 coding
results and gathers more detailed informa-
tion about capabilities, development
processes, and implementation proce-
dures. Because many of these systems

emerge from the commercial sector, this
phase is necessary because the websites that
yield the data gleaned from phase 1 typi-
cally provide limited consumer-targeted
information. prior to conducting phase 2
interviews, phase 1 coding summaries are
distributed to respondents for review in
order to facilitate clarification and correc-
tion of the information collected.

Phase 3: Linking Capabilities to Imple-
mentation Mechanisms

With the constantly evolving techno-
logical landscape there is seemingly limit-
less potential for the capabilities of these
digital technologies. however, parsimo-
nious design is typically considered to be
critical to creating engaging and effective
interfaces (norman, 1988). in order to
hone development of the key capabilities
that support implementation of the target
eBp, the mechanisms through which the
capabilities exert their effect must be iden-
tified. phase 3 aims to reveal putative
mechanisms and associated capabilities. to
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do this, it incorporates a discovery and
linking process that first identifies mecha-
nisms and then links through to the capa-
bilities identified and confirmed in phases
1 and 2.

Phase 4: Testing Capabilities and
Mechanisms

the final phase of hit-ace addresses
questions about the specific, causal impact
of a technology’s capabilities on mecha-
nisms linked in phase 3. this is accom-
plished via a series of microtrials, defined
as rapid tests of the effects of well-defined
manipulations (e.g., of a technology’s capa-
bilities) on proximal outcomes or mecha-
nisms, such as provider practice changes
(howe, Beach, & Brody, 2010). the results
of these tests would reveal core capabilities
necessary to drive implementation of the
eBp.

Summary of Key MFS Phase 1
HIT-ACE Findings

here, we describe the primary findings
from the application of first phase of hit-
ace to MFs. these findings are presented
in more detail in lyon, lewis, Boyd, et al.,
(2016). phase 1 of the hit-ace methodol-
ogy generates a coding system, which in
this case produced 56 capabilities (cate-
gories included: feedback, data, customiz-
ability, tracking) and characteristics (cate-
gories included: technology [e.g.,
compliance with technology standards],
training/technical support, administration
and use, system acquisition, and accessibil-
ity). capabilities were distinguished from
characteristics in that capabilities were
defined as the system’s ability to perform or
achieve certain actions while characteris-
tics were other distinguishing traits, quali-
ties, or properties. results from the hit-
ace informed search process yielded 49
unique MFs and suggested relatively linear

grown since the first systems emerged in
the mid-1990s.

during the review, systems were only
given “credit” for a particular capability or
characteristic when the materials describ-
ing it (i.e., academic articles or commercial
websites) explicitly indicated its presence.
Findings surrounding MFs capabilities
and characteristics revealed substantial
variability with only 12 of the 56 identified
in at least 50% of the systems reviewed.
although hit-ace does not make any
assumptions about the criticality of capa-
bilities based on their frequency of occur-
rence, some of the most common capabili-
ties included: (a) tracking standardized
outcomes (94%), (b) being cloud-based
(84%), (c) having a library of measures to
choose from (72%), (d) displaying out-
comes graphically (69%), (e) generating
summary reports (69%), and (f) aggregat-
ing data at multiple levels (61%). interest-
ingly, very few MFs were integrated into
electronic health records (n = 2 [i.e., 4%]).
More specific exploration about the nature
of data aggregation capabilities (f above)
indicated that it was most common for sys-
tems to allow for aggregation of multiple
data points within a single service recipient
(29% of all systems), followed by service
site or system-level aggregation (23%),
aggregation at the provider or caseload
level (14%), and aggregation across multi-
ple providers (e.g., within a treatment
team).

Discussion
the phase 1 hit-ace findings

described above document what appear to
be the most common features of MFs tech-
nologies in mental and behavioral health.
the prototypical MFs tracks standardized
outcomes—drawn from a library of mea-
sures—via a cloud-based interface and
graphs outcomes, often in summary

reports. data aggregation is also the norm,
although there is substantial variability sur-
rounding level of aggregation. Below, we
discuss the implications of a subset of these
findings, as well as avenues for further
research.

Standardized (and Individualized)
Assessment

the vast majority of MFss (94%) track
standardized outcomes. however, a much
smaller number (29%) have the ability to
track individualized outcomes. While stan-
dardized (a.k.a., nomothetic) assessment
focused on interindividual information
that facilitates comparison of a client to the
larger population of clients, individualized
(a.k.a., idiographic) assessment focuses on
intra-individual variability, which allows a
client to be compared to themselves (most
frequently over time; lyon, connors, et al.,
2017). the emphasis on standardized
assessment in MFs is consistently the over-
all orientation of the mental and behavioral
health field toward standardized assess-
ment in MBc, but may overlook the value
of individualized approaches. this is
unfortunate considering the growing body
of work that supports the value of individ-
ualized progress monitoring in practice.
For instance, recent studies have indicated
that clinicians find individualized assess-
ment approaches to be at least as useful as
standardized approaches in their practice
(e.g., connors et al., 2015; lyon, ludwig, et
al., 2016). in fact, in head-to-head compar-
isons of standardized and individualized
assessments, a national sample of mental
health clinicians showed a strong prefer-
ence for individualized methods (Jensen-
doss et al., under review). one recent study
of youth service recipient perspectives also
documented a preference for individual-
ized assessment (duong, lyon, ludwig,
Wasse, & Mccauley, 2016). as individual-
ized assessment approaches (Weisz et al.,

Figure 1. phases of hit-ace methodology
Figure originally published in lewis et al. (2016). health information technologies - academic and commercial evaluation
(hit-ace) methodology: description and application to clinical feedback systems. Implementation Science, 11(1), 128.
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2011) are increasingly integrated into clin-
ical trials of mental health interventions,
MFs may be wise to follow suit and make
this capability more accessible to practi-
tioners.

Graphical Feedback
sixty-nine percent of the systems

reviewed provided graphical feedback.
this is encouraging, that visual feedback
improves the likelihood that the feedback
will be remembered (Miller & Watkins,
2010) and that high-quality feedback may
increase the potency of MBc. nevertheless,
while visualizing data is critical, effective
data visualizations can be notoriously elu-
sive (chen, 2010) and the quality of the
graphical feedback actually displayed by
MFs technologies is largely unknown.
Future MFs research should focus on max-
imizing the effectiveness and interpretabil-
ity of feedback through unambiguous visu-
alizations.

Data Aggregation
although well over half (61%) of MFs

had the ability to aggregate data, these
capabilities appear somewhat limited. in
particular, with only 23% allowing for
system-level aggregation and only 14%
allowing for provider-level aggregation, as
a whole these technologies appear to have
only a limited ability to support implemen-
tation strategies such as audit and feedback.
audit and feedback is an evidence-based
process through which individual or
system-level performance is assessed and
compared to targets to facilitate adherence
to specified professional standards (ivers et
al., 2012). data aggregation is a critical
piece of this, either to provide a source of
potential standards (i.e., system-level
aggregation) or to allow for an individually
focused feedback process (i.e., individual
level). this may be unfortunate, given that
the MFs have often been championed
based, in part, on their ability to serve as a
foundation upon which newly imple-
mented, innovative services may be evalu-
ated.

Future Directions
our team is continuing to pursue sub-

sequent phases of the hit-ace method in
our review of MFs to support MBc in
mental and behavioral health. this
includes analysis of phase 2 developer
interviews focused on development and
implementation processes. as one compo-
nent, we will evaluate the extent to which
principles of user-centered design were
explicitly considered when developing

each system. We will also be able to report
on the extent to which developers consider
the implementation context and key out-
comes during the development process.
Furthermore, based on the linear growth
we have seen over the past two decades, we
expect that six to seven new systems have
likely emerged since the original search
concluded in december of 2014. digital
technologies progress rapidly and an
updated search may be necessary as the
hit-ace MFs project continues. addi-
tional important directions for research
include applying hit-ace in additional
service sectors or to different platforms
such as electronic health records. Finally,
although MFs are considered an imple-
mentation strategy, they themselves
require additional strategies to support
their sustained use. More work is needed to
evaluate what constellation of strategies
may optimize the use of these technologies.

Application to other sectors. although
the current project focused exclusively on
MFs in mental and behavioral health, tech-
nologies that support practice changes are
plentiful across human service sectors
ranging from education (e.g., May et al.,
2003) to dentistry (e.g., hill, stewart, &
ash, 2010). despite being developed for
use within health care, we anticipate that
most elements of the hit-ace methodol-
ogy are likely to generalize to other sectors.
out of the three theoretical domains that
provide the foundation for phase 1 coding,
implementation and user-centered design
models or frameworks are likely to be rele-
vant to a wide range of technologies. Feed-
back theories, on the other hand, may be
replaced with other frameworks specific to
the function of the digital technology,
based on the application. For example, for
technologies designed primarily to facili-
tate information sharing among profes-
sionals or between providers and patients,
communication theories (e.g., Miller,
2002) may be the most appropriate. never-
theless, there are numerous applications of
hit-ace that may continue to promi-
nently feature feedback theories. For exam-
ple, primary and secondary schools in the
united states frequently use data systems
to track student academic achievement
and, increasingly, student behavior (May et
al.). the ways in which feedback to educa-
tors is supported by these technologies
would be highly relevant to the application
of hit-ace to this space.

Implementing the implementation strat-
egy. although we conceptualize MFs as a

key strategy to support MBc implementa-
tion, we simultaneously acknowledge that
MFs alone would not be sufficient for full
integration and sustainment. recent stud-
ies highlight the importance of additional
strategies such as training to improve atti-
tudes and provider self-efficacy (e.g.,
edbrooke-childs, Wolpert, & deighton,
2016; Willis, deane, & coombs, 2009)
directly incentivizing MBc (hatfield &
ogles, 2007); identifying and utilizing local
champions (Boswell, Kraus, Miller, & lam-
bert, 2015; gleacher et al., 2016; Marty,
rapp, Mchugo, & Whitley, 2008); engag-
ing leadership (e.g., steinfeld, Franklin,
Mercer, Fraynt, & simon, 2016; gleacher et
al., 2016; saeed, Bloch, & silver, 2015);
adjusting the infrastructure (Borntrager &
lyon, 2015); and providing technical assis-
tance. More work is needed to determine
the key set of strategies to support MFs and
MBc implementation.

Conclusion
MBc is being touted as a key Minc for

behavioral health, with consistent and
robust findings that MBc-informed treat-
ment outperforms usual care, often with
large effects. despite these findings—and
an associated rise in policies to encourage
MBc—few clinicians integrate MBc into
their practice. however, exciting advances
in technology have revealed MFs as a key
strategy for supporting MBc implementa-
tion. With the majority of MFs coming
from the commercial sector, and relatively
little empirical work to guide their selec-
tion, we generated hit-ace as a method-
ology to guide the compilation and evalua-
tion of digital technologies in health care.
More work is needed to inform future MFs
development and optimize MBc imple-
mentation with an eye toward exploring
mechanisms of change.
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although disseMination and implemen-
tation science has made progress that will
aid in addressing the research-to-practice
gap (e.g., 60+ theories, models, frame-
works, [tabak, Khoong, chambers, &
Brownson, 2012]; a compilation of imple-
mentation strategies, [powell et al., 2015];
training approaches to build capacity
[proctor & chambers, 2016]), poor quality
and impractical measures inhibit our abil-
ity to advance key aims (grimshaw et al.,
2006). For instance, despite the existence of
psychometrically valid and reliable mea-
sures of organizational context (glisson et
al., 2008; lewis, Weiner, stanick, & Fischer,
2015), the ability of stakeholders to lever-
age such measures to inform whether and
how to proceed with an implementation is
far from being realized. in fact, implemen-
tation science measures are rarely
employed independently by stakeholders,
despite their potential for informing the
implementation of eBps within commu-
nity practice (stanick et al., 2017). this
could be attributed to several factors,
including the fact that implementation
measures are often designed within a
research setting without specific attention
to whether they are practical (i.e., prag-
matic) for community use; and measures
can be lengthy, expensive, and have com-
plicated scoring procedures. if measures
are not made to be more pragmatic, stake-
holders (e.g., practitioners, policy/decision
makers) will continue to struggle to take
advantage of the best science to inform
their implementation of eBps (glasgow &
riley, 2013). therefore, creating and inno-
vating tools to support the process by
which invested stakeholders implement
eBps in real-world settings is a critical task
for implementation science within behav-
ioral health.

“pragmatic measures,” originally con-
ceptualized by glasgow and riley (2013), is

a relatively new idea or construct that
pushes us to consider measure qualities
beyond the traditional psychometric char-
acteristics to ensure their utility for stake-
holders on the ground. initially conceptu-
alized for clinical outcome measures,
glasgow and riley (2013) stated that prag-
matic measures should be “relevant to
stakeholders” and “feasible to use in most
real-world settings to assess progress” (p.
237), and added that pragmatic measures
would be important to facilitating quality
improvement and progress on public
health goals, such as improved use of eBps
in community care. they identified several
specific criteria as “required” characteris-
tics of a pragmatic measure: important to
stakeholders, low burden for respondents
and staff, actionable, and sensitive to
change. While these criteria have clear face
validity, they were generated primarily
through a review of literature, but not
informed by stakeholder input or feedback.
it remains unclear whether stakeholders
would agree that these criteria define prag-
matic measures or if they are an inclusive
set of pragmatic measure qualities.

What follows is a brief summary of our
methods for attempting to define the prag-
matic construct utilizing stakeholders to
operationalize the definition, as it relates to
implementation measurement. our goal is
to generate reliable, valid, stakeholder-
driven rating criteria for assessing the con-
struct. With a pragmatic measures rating
criteria in place, measure developers could
be cognizant of these criteria in their initial
development work and researchers con-
ducting systematic reviews could assess
pragmatic measure strength. We are cur-
rently engaged in a multiphase process,
including (1) a systematic literature review
and stakeholder interviews, (2) a concept
mapping task, (3) a modified delphi activ-
ity, and (4) test-retest reliability and

known-groups validity testing, to achieve
our goal. construction of pragmatic mea-
sures rating criteria will inform a long-term
goal, defined by lewis and colleagues
(2015), to develop a repository of measures
that reflects, a “comprehensive battery of
reliable, valid, and pragmatic measures for
researchers and stakeholders to advance
both implementation science and practice”
(p. 2).

Literature Review
and Stakeholder Interviews

to ensure the pragmatic measures con-
struct reflects the best available science, a
systematic review of the literature was
completed to identify a list of terms related
to the pragmatic measures construct across
diverse fields utilizing the psycinFo and
pubMed databases. titles and abstracts
were reviewed, 11 potentially relevant arti-
cles were examined, and 8 articles were
identified as describing aspects of prag-
matic as an assessment construct. a close
review of these articles generated a list of 37
terms/phrases related to or synonymous
with pragmatic or practical measurement
(e.g., brief, low cost, easy to interpret).

interviews were conducted with a panel
of international stakeholders to ensure the
pragmatic rating criteria were stakeholder-
driven and informed. purposeful sampling
techniques (palinkas et al., 2015) were used
to recruit seven stakeholders with imple-
mentation science expertise from multiple
service contexts and roles. interview ques-
tions were drafted utilizing the literature
review described above and in consultation
with palinkas (personal communication,
May, 2015), a qualitative and implementa-
tion science expert. interview transcripts
were coded using a grounded theory and
emergent-themes coding protocol (strauss
& corbin, 1998), as well as a constant com-
parative approach to uncover similarities
and differences between the interview
materials and results of the literature
search (Benton, 1991; Morgan, 1993).
Qualitative coding results produced 39
domains of pragmatic measures (e.g.,
short), 11 more specific dimensions of
those domains (e.g., less than 15 minutes),
and 16 antonyms of pragmatic as it related
to measurement (e.g., time consuming).

the terms/phrases from the literature
review and stakeholder interviews were
combined to generate a final list of terms
describing the pragmatic measures con-
struct. duplicative and/or confusing
terms/phrases were removed, and lengthy
phrases were edited to approximately four
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words or less. a final list of 47 potential
pragmatic rating criteria (terms/phrases)
were identified, with 19 criteria identified
through both the literature review and
stakeholder interviews. importantly, 10
criteria were uniquely derived through
stakeholder interviews.

Concept Mapping Task
a concept mapping approach (Kane &

trochim, 2007) was used to further opera-
tionalize and clarify the internal structure
of the pragmatic measures construct.
stakeholders (N = 24) were asked to sort
the 47 criteria defining the pragmatic mea-
sures construct into distinct piles that made
sense to them using a web-based platform,
concept systems global MaX™. Four clus-
ters emerged that meaningfully grouped
the criteria into conceptually distinct cate-
gories: acceptable (n = 7 criteria), compati-
ble (n = 6 criteria), easy (n = 19 criteria),
and useful (n = 15 criteria).

during the concept mapping task,
stakeholders were also asked to rate the
clarity and importance of each of the 47 cri-
teria on a 10-point scale (1 = not at all
clear/not at all important, 10 = incredibly
clear/incredibly important). overall, results
indicated that the mean ratings for each
cluster were relatively high for both clarity
(M = 7.06-7.86) and importance (M = 7.16-
8.06). however, certain items were
removed due to low importance ratings, or
edited due to lack of clarity (i.e., ambiguous
meaning of the term/phrase; see below).

Modified Delphi Task
a modified, multi-round delphi task is

a structured, iterative process used to trans-
form expert opinion into group consensus
(Michie et al., 2011). this approach was
used to generate stakeholder consensus
(i.e., 80% stakeholder agreement) on the
priority of including certain terms/phrases
in the rating criteria for the pragmatic mea-
sures construct. the research team pruned
the criteria using information from the
concept mapping task to generate a final
list of 17 terms/phrases, which were
entered into an online survey and distrib-
uted to stakeholder participants for the
delphi activities. notably, terms/phrases
within the final criteria list spread across
each of the pragmatic rating criteria clus-
ters: acceptable (n = 5 criteria), compatible
(n = 2 criteria), easy (n = 8 criteria), and
useful (n = 2 criteria).

during the first round of the modified
delphi task, stakeholders were asked (via
online survey) to rate the relative impor-

tance of the pragmatic rating criteria (i.e.,
terms/phrases defining the pragmatic mea-
sures construct) by distributing 100 points
across the terms/phrases within each clus-
ter according to how important they
believed those terms/phrases were to the
associated cluster label (i.e., acceptable,
compatible, easy, and useful). stakeholders
were then asked to distribute 100 points
across all terms/phrases, regardless of clus-
ter, to demonstrate how important they
believed those terms/phrases were to the
pragmatic construct of measurement. after
the first round was complete, measures of
central tendency and the interquartile
ranges were calculated and included in the
second round of the delphi. that is, stake-
holders were asked to distribute points
again, but were provided the information
on the first round of the task. thus, if a

stakeholder chose to assign points (out of
100) that fell outside of the interquartile
range—effectively disagreeing with other
stakeholders’ ratings on the relative impor-
tance of that term to the category label or
the pragmatic construct—they were asked
to provide a reason for their choice. the
qualitative responses provided by stake-
holders during the second round were used
to examine stakeholder attitudes about the
pragmatic construct of measurement that
differed from the majority opinion.

When participants were asked to rate
the relative importance of criteria across all
terms/phrases describing the pragmatic
construct of measurement, ratings met
consensus for all 17 criteria. that is, there
was significant consensus within the stake-
holder group on the degree of importance
of each of the 17 terms provided. When

What are common misconceptions people have about D&I?

Dr. Chorpita: Well, I think there are many, but one of the more common ones I
encounter is conflating dissemination with marketing. “Getting the word out” is not
sufficient to produce system change. There is a much larger set of influences on
whether an innovation takes hold and changes day-to-day practice. Even knowing
that one treatment has a significant effect over another treatment, what Everett
Rogers calls “relative advantage,” is only one of at least a dozen factors that are rele-
vant to whether that treatment gets adopted. So we need to broaden our strategies
from simply messaging about relative advantage to attending to all the moving parts
and discovering how behavior change works among the many members of service
organizations—providers, supervisors, administrators. It’s what ABCT has always
been great at, but we need to expand our focus from changing symptoms to chang-
ing systems.

Dr. Dorsey: The most common misconception I run into is that people think D&I
research is implementing a treatment in a usual-care setting (i.e., not a lab-based
setting or in an efficacy trial). As my chair recently said (a brilliant social psycholo-
gist)—“I realized you’re a methodologist!” Conducting a study in which a treatment is
implemented in a usual-care setting (i.e., public mental health clinic; emergency
room) is incredibly important for gaining experience that can inform D&I, but it isn’t
D&I research. Per the NIH definition, D&I research is the “study of methods to pro-
mote the integration of research findings and evidence into healthcare policy and
practice.” We’re interested in the how, and the how often expands way beyond the
individual provider and their training (probably the most second common miscon-
ception).

Dr. Garland: I think one common misconception is that successful dissemination and
implementation is based solely on common sense, or tacit knowledge. Similarly, I
think there is a perception that D&I is atheoretical. While the questions and chal-
lenges raised in D&I research are often very pragmatic, they can (and should) be
informed by theory and research from across multiple fields and disciplines. We can
learn a lot from descriptions of case studies, but I find it frustrating when such
descriptions do not make an effort to frame the case study in terms of how it fits
within theory and research on D&I.

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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participants were asked to rate the relative
importance of the pragmatic criteria within
each cluster of the pragmatic measures
construct, ratings showed similar consen-
sus (16 of the 17 criteria met the 80% cut-
off). For the one criterion that fell below the
consensus cut-off (“easy to interpret”), the
outlier scores were higher than the
interquartile range. thus, stakeholders
believed that “easy to interpret” was an
exceptionally important characteristic of
pragmatic measures. given the relative lack
of clear variance on which of the 17
terms/phrases were most important to
aspects of pragmatic measurement, knowl-
edge from previous research phases, the
research team, and an international advi-
sory board were mobilized to determine
which of the 17 criteria would progress into
the next research phase.

Test-Retest Reliability and
Known-Groups Validity Testing
ulitimately, 11 terms/phrases were

selected for inclusion in the final list of
pragmatic measures rating criteria (e.g.,
acceptable, uses accessible language, etc.),
which will be used to assess measures for
their pragmatic strength. one unantici-
pated development in this work is that
when finalizing the rating criteria, it
became clear to us that certain criteria
would be best applied by stakeholders
themselves, when faced with a measure
under considertation. therefore, the prag-
matic rating criteria have been divided into

two categories: (a) those that can be applied
to published measures and supporting lit-
erature by an objective observer (i.e., objec-
tive pragmatic rating criteria), and (b)
those that should be applied by stakehold-
ers when faced with the measure (i.e.,
stakeholder-facing pragmatic rating crite-
ria).

the research team is currently in the
process of establishing anchors for the
objective pragmatic rating criteria (i.e., easy
domain: uses accessible language; creates
low assessor burden; brief; easy to inter-
pret; acceptable domain: low cost). the
rating scale anchor structure will mimic
that used within the evidence-based assess-
ment (eBa) psychometric criteria (lewis,
stanick, et al., 2015), including definitions
for rating the pragmatic quality of assess-
ment measures on a specific domain (e.g.,
low cost) along a continuum: -1 (poor), 0
(none/not applicable), 1 (minimal/emerg-
ing), 2 (adequate), 3 (good), and 4 (excel-
lent). these ratings will undergo psycho-
metric testing (i.e., test-retesting, known
groups validity) and revisions will be made
by the investigative team, if necessary. the
stakeholder-facing pragmatic rating crite-
ria (acceptable domain: acceptable to staff
and clients; offers relative advantage; easy
domain: completed with ease; compatible
domain: appropriate; useful domain: fits
organizational activities; informs clinical or
organizational decision-making) will also
be defined using a similar scale; however,
these criteria will be designed for stake-
holder completion. the final step of this
project is to combine the pragmatic rating
criteria with updated eBa psychometric
rating criteria and apply the full rating
system to 450+ implementation science
measures in a systematic review process to
evaluate whether measures can be both
psychometrically strong and pragmatic.

Discussion
the overall aim of this collection of

studies was to establish a stakeholder-
driven operationalization of the pragmatic
measures construct. through a systematic
literature review and interviews with a
panel of international stakeholders we gen-
erated the range of domains and dimen-
sions that could comprise pragmatic mea-
sures. utilizing stakeholder participants in
each task, a concept mapping activity
revealed the internal structure by putting
forth conceptually distinct domains
(acceptable, compatible, easy, and useful),
while a modified delphi activity provided
consensus information regarding which

terms/phrases were most important to be
retained in the final version of the prag-
matic measures criteria. once the scales are
set, we will explore the test-retest reliability
and known groups validity by applying the
operationalized rating criteria to published
literature of implementation science mea-
sures.

By engaging in a rigorous process to
define what it means for measures to be
pragmatic, and including stakeholders at
each step to drive the operationalization,
we are confident that the pragmatic rating
criteria are both empirically and stake-
holder-informed. indeed, of the final 11
terms/phrases that make up the pragmatic
rating criteria, two of them were distinc-
tively stakeholder-informed. though there
was overlap between what had been
defined in the literature and what stake-
holders identified (5 terms/phrases), with-
out stakeholder involvement in defining
what pragmatic measurement meant to
them and which features are important, we
would be missing key characteristics. this
could potentially lead to further the gap
between research and practice in science.

the long-term goal of this work is to
yield a consensus battery of measures used
to inform and evaluate an implementation
effort, taking into account both psychome-
tric properties and pragmatic strength. the
first version of the eBa (psychometric)
rating criteria (e.g., internal consistency,
predictive validity, usability) was designed
to produce head-to-head graphical com-
parisons that portray the relative and
absolute psychometric strength of an
implementation science measure within a
construct to assist in selecting a measure
for use. in addition to publishing this work,
these results can be found in the instru-
ment review project repository on the
society for implementation research col-
laboration (sirc) website (societyfor
implementationresearchcollaboration.org.
the newly developed, and soon-to-be
tested, pragmatic rating criteria will be
incorporated into the eBa psychometric
criteria and applied to the repository to
reveal four “strength” quadrants (Figure 1)
outlining both the psychometric (high/
low) and pragmatic (high/low) strength of
any specific measure. importantly, we hope
is that this research agenda will help
researchers and stakeholders identify
implementation science measures that are
both psychometrically valid and pragmatic.
promoting quality implementation science
measures through identification and use of
standardized measure rating criteria could
facilitate the development and use of prac-

Figure 1. psychometric-pragmatic grid
Note. predictions of psychometric and
pragmatic strength for measures assessing
different implementation domains.
Figure originally published in lewis, et al.
(2015). advancing implementation sci-
ence through measure development and
evaluation: a study protocol. Implementa-
tion Science, 10(1), 102.
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tical, actionable, and psychometrically
valid tools, which could significantly
advance both the science and practice of
eBp implementation.
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reducing Veteran suicide has been and
remains a high priority for the department
of Veterans affairs (Va). For the past
decade, the Va has implemented and dis-
seminated a number of national initiatives
that seek to identify, assess, and prevent
suicide. however, while there are national
Va implementation initiatives for evi-
dence-based psychotherapies (eBps) for
disorders that overlap and/or impact sui-
cide, such as ptsd, substance abuse,
chronic pain, and depression (Karlin &
cross, 2014), there are none that directly
target suicidality. in order to address this
high-priority clinical need, Va providers
have implemented other eBps. one exam-
ple is dialectical Behavior therapy (dBt;
linehan, 1993), an evidence-based psy-
chotherapy for borderline personality dis-
order and chronic suicidality. dBt is a
complex eBp with four treatment modes,
including weekly individual therapy,
weekly skills group, weekly therapist con-
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sultation team meetings, and as-needed
phone coaching. dBt is designed to last 1
year (approximately 182 hours of individ-
ual and group treatment per client; landes,
garovoy, & Burkman, 2013; linehan,
1993).

despite not being nationally imple-
mented and disseminated by the Va, dBt
has been selectively implemented in Va
medical centers (VaMcs) across the coun-
try. to identify and connect these sites with
other programs in the Va that were imple-
menting dBt, the first author (sJl) created
a virtual community of practice (Wenger,
1998) via a Va intranet website. these
intranet websites allow pages that include
static content for providing information
and other pages that allow user participa-
tion, like a Wiki site, where users can
upload files and post in discussion forums.
given that most of the nationally imple-
mented Va eBps have these intranet sites
to serve as a repository for resources, infor-
mation, and a way to connect providers
implementing the treatment, it seemed a
natural place to start for the dBt commu-
nity.

in creating this virtual community of
practice, the first author worked to identify
all VaMcs offering dBt programs or
components. the result was creation of a
list of dBt programs and dBt compo-
nents offered across Va, organized by Vet-
eran integrated service network (Visn) or
the regions of the country. prior to creating
this list, only three dBt programs were
well known in Va. Following creation of
the list, 59 sites were identified as having
dBt programs (n = 17) or offering compo-
nents of dBt (landes & Weingardt, 2015).
of note, sites that reported offering all
modes of treatment included those that
offered limited phone coaching (as
opposed to coaching available at any time,
such as outside of business hours). this
lack of phone coaching outside of normal
business hours has been noted as a signifi-
cant barrier to the full implementation of
dBt (landes et al., 2017), which may or
may not be unique to the Va system.

as a result of the development of the
community of practice, the list of VaMcs
offering dBt programs or components of
dBt essentially provided a list of early
adopters of dBt. From another theoretical
perspective, this group might also be con-
sidered to be "positive deviants." the posi-
tive deviance approach was first used in the
1970s to identify well-nourished people in
a deprived and generally homogenous
community to determine what they were
doing well in order to create a food supple-

mentation program or practices to help
others (Wishik & Van der Vynkt, 1976).
these practices were assumed to be feasible
and culturally acceptable because they were
derived from within the context. the
authors described this approach as the
opposite to the usual approach of figuring
out what was missing and then filling that
gap. as described by Marsh and colleagues
(2004), the positive deviance approach has
been used to improve the nutritional status
of children, newborn care, contraception
use, and educational outcomes. recently,
using a positive deviance approach has
been highlighted as a strategy for identify-
ing and disseminating best practices to
improve the quality of health care (Bradley
et al., 2009).

Based on this, the research team initi-
ated a partnership with the Va’s office of
suicide prevention and with funding from
Va’s Queri program to conduct a
national program evaluation dBt imple-
mentation in the Va. the goal was to
determine how these positive deviants were
able to implement this complex eBp in
their setting. this paper will first summa-
rize quantitative results that have already
been reported elsewhere and then report
qualitative data that expand upon how sites
solved barriers to implementation. the
focus will be on the lessons learned from
the project while sharing clinically relevant
insights for therapist and program man-
agers who may be interested in implement-
ing dBt.

DBT Modes Implemented
Based on this program evaluation

(landes et al., 2016; landes et al., 2017), the
team identified that of the four modes of
dBt, skills group was the most commonly
implemented mode in the 57 sites in Va
that implemented a dBt program or any
dBt component. in fact, 98% of sites offer
dBt skills group. individual dBt therapy
(75%) was the next most commonly
offered mode, followed by phone coaching
(in any form or amount; 61%) and thera-
pist consultation team (56%). interestingly,
more than 40% of the sites that completed
the survey (42%) offered full dBt pro-
grams (e.g., all four modes of dBt).

as noted earlier, phone coaching out-
side of Va business hours is extremely
challenging for the therapists who function
in a highly bureaucratic health care system.
of the 35 sites that endorsed providing
phone coaching in any form or amount,
four endorsed offering it 24/7, 25 endorsed
offering it during business hours, 10
endorsed that it depends on the provider’s

personal limits, and three endorsed
“other.”

Training and Desired Resources
When it came time to focus in on the

“how” and “what they needed” to start
dBt programs in the Va, the program
evaluation quantitative survey assessed the
types of training at least one person at their
site had completed (sites were asked to
either have one person represent their site
in completing the survey or to complete it
as a team) and to rank order a list of desired
resources. While dBt intensive training (2
weeks of off-site training, separated by a 6-
month period of program development
and self-study) is considered the gold-stan-
dard for dBt (landes & linehan, 2012),
only one-third of sites reported having any
staff with a history of this high-intensity
training. the most frequently endorsed
workshop training was 1- or 2-day work-
shops, with about three-fourths of all Va
sites reporting having any staff attend this
more moderate level of training. the most
frequently endorsed type of low-intensity
training was reading of dBt books. see
landes et al. (2016) for all training activi-
ties endorsed.

Finally, sites were asked to rank order a
list of 10 possible resources. consistent
with the low endorsement of completion of
intensive training, the top rated desired
resource was formal intensive dBt train-
ing, followed by funds for training. the
remaining resources were rated in the fol-
lowing order (starting at rank 3, moving to
the lowest ranked resource): videos on
using dBt with veterans, dBt monthly
consultation calls for Va clinicians, men-
toring program for clinicians using dBt in
Va, dBt list serv for Va clinicians, soft-
ware to support measurement-based care
and outcomes integration in the electronic
health record, mobile apps for clients, note
templates in the electronic health record,
and mobile apps for therapists. sites
resoundingly wanted more training and
support.

Barriers to Implementation
Knowing that sites want training and

that they are implementing only certain
modes of dBt, the program evaluation
focused on things that are impediments to
starting the full model of a dBt program
with all of the modes of treatment. Barriers
to implementation were assessed using a
modified version of the dBt Barriers to
implementation questionnaire (Bti), a
checklist of commonly reported barriers
created to assist trainers in understanding
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barriers faced by teams attending dBt
trainings (α = .94). to get a better picture
of what barriers might be more easily
solved, the Bti was modified by changing
the response options from “yes” and “no”
to “not a barrier/problem,” “a problem we
overcame,” “a problem we are currently
working on,” “a problem we could not
overcome,” or “not applicable.”

the research team added four items to
the Bti specifically related to the availabil-
ity of phone coaching when providers were
willing; the original version had one item
related to phone coaching and providers
being “not willing to take phone calls or
extend limits when needed.” new items
addressed not being allowed to take calls
during business hours, outside of business
hours due to use of personal resources (e.g.,
phone), and outside of business hours due
to use of personal time. a final item
addressed lack of funding for calls. the
final version of the modified Bti had 37
items.

to identify the most frequently
endorsed difficult barrier items, the team
selected all items that were endorsed as
either a barrier they were “working on” or
“could not overcome” by at least one-third
of the sample. this resulted in identifica-
tion of 13 barriers; see Figure 1. of note, the
three barriers rated as unable to overcome
by the highest percentage of sites were all
related to implementing phone coaching.

Methods
this national program evaluation used

sequential mixed methods (quan →
Qual). this design started with a quanti-
tative survey (N = 59) to characterize the
degree of current implementation of dBt
and to purposively select eight low and
eight high adopting sites of dBt for the
next qualitative phase. high adopters were
defined as those sites implementing at least
three of the four modes of dBt. low
adopters were defined as those sites imple-
menting one or two of the four modes of
dBt. the promoting action on research
implementation in health services frame-
work (parihs; Kitson, harvey, & Mccor-
mack, 1998) was used as the overarching
conceptual framework for this project.
parihs describes successful implementa-
tion as a function of the nature and level of
evidence for the practice, the context into
which the implementation will occur, and
the method or way the implementation
process is facilitated. Qualitative inter-
views, guided by the parihs framework
(Kitson et al., 1998), were conducted with a

clinical provider and administrator
involved in dBt implementation at each
participating site to identify evidence, con-
text, and facilitation factors associated with
different degrees of dBt implementation.
all interviews were audio recorded, tran-
scribed, and coded using a codebook
designed a priori based on parihs. the
codebook was refined via consensus using
the first few transcriptions. For a full
description of the study methods, see
landes et al. (2016).

Results
Solutions to Barriers

initial analysis of qualitative data identi-
fied that a number of sites had solved barri-
ers creatively, with what they had. given
the focus on positive deviance, these results
focus on the strategies that sites reported
using to overcome barriers that they faced
in implementing dBt programs in Va
health care settings. the clinicians and
administrators interviewed frequently
identified that logistical, structural, and
local policy changes enhanced or facilitated
implementation.

an example of making a logistical
change was to change a clinician’s job
expectations to provide flexibility for the

person to do the work needed to get a pro-
gram up and running. Within the Va
system, that could mean changing some-
one’s “grid” or block of scheduled clinic
time to allow them to do work that is not
direct patient care (e.g., training, planning
dBt group schedules) and therefore not
have lower clinic productivity on an audit
report due to an underused clinic block.
one administrator described it this way:

“We remapped her to some admin
time so that her grid changed, so he
[mental health chief] just gave her the
flexibility to really take the time to do a
lot of this other work, and let her focus
on what she could do well, knowing we
may take a temporary hit for … indi-
vidual therapy slots. But he was willing
to see the big picture and knew this
was an important thing for the veter-
ans to have. he was very veteran
focused, and he was just, like, ‘We'll
worry about the numbers later. We
need to get this particular program up
and running.’”

this quote highlights how leadership,
the mental health chief in this case, consid-
ered the benefits of taking the time to set up
a dBt program was worth it in the long

Figure 1. Most difficult to overcome dBt barriers endorsed by Vha clinical sites (N = 59) col-
lected using a revised Barriers to implementation (Bti). Note: Figure originally published in
landes et al. (2017). Barriers, facilitators, and benefits of implementation of dialectical behavior
therapy in routine care: results from a national program evaluation survey in the Veterans
health administration. Translational Behavioral Medicine. doi: 10.1007/s13142-017-0465-5
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run for patient care, even though in the
short term it meant fewer patients were
seen individually for a period of time.

an example of making a structural
change was to create a dBt program that
cut across clinics. in the Va health care
system, a number of clinics address mental
health issues. examples of these include the
general mental health clinic, ptsd clinical
teams (pct), substance abuse clinic, and
community-based outpatient clinics
(cBoc). often these clinics may not have
enough resources or demand for each to
have their own dBt program. For exam-
ple, a cBoc may have one mental health
provider for the entire clinic. it may be
more feasible and efficient to have a dBt
program that cuts across these clinics. one
administrator described it this way:

“We … talked about the idea [that it]
would be … an integrated team. so we
have pct, general mental health, sub-
stance abuse, homeless, cBoc, post
deployment clinic … anywhere
patients are treated in mental health,
we could have a provider there with
the idea that no matter where our
patient comes, we would work with
them… My supervisor and my direc-

tor then went to the mental health care
line supervisor meeting. they … said,
‘We have this really great opportunity
to treat some of our most like chronic,
complex complicated patients. We just
need your approval.’ … [For] their
staff to be on the team, it would be a
commitment of four clinical hours …
plus one hour admin for the consulta-
tion team, and then you could refer
your patients all day to dBt if you
thought they were appropriate and we
would treat them. … so we had sub-
stance abuse, we had general mental
health, cBoc, ptsd, Mst, Vet
center, we've had post deployment
clinics, hud-Vash, so it's really kind
of extended the whole care line.”

this quote describes how a site created a
dBt program that existed across clinics
and also created buy-in from supervisors to
allow staff to join the dBt program. For
clinics to be able to refer patients to the
dBt program, they also had to have a staff
member participating in the dBt pro-
gram.

an example of making a local policy
change was to change the rules about clini-
cians calling patients outside of business

hours or when they are “on the clock,”
which is generally against Va policy. as
described above, one component of dBt is
phone coaching, in which clients can call
their therapist for coaching on how to use a
skill or deal with a crisis in the moment.
phone coaching is meant to enhance skill
generalization to the client’s life and nat-
ural environment (e.g., not in the therapy
room). one clinician described imple-
menting after-hours phone coaching at
their site:

“the Va was not able or willing … to
give us Va phones. so, we all use our
personal cell phones. that's what we
give our patients for our coaching
calls. so, after hours coaching calls, we
get one hour of overtime for every
coaching call we take. … We have a
process for that, so [we] have to, of
course, write the note in [the medical
record], and then we have to report
that to our timekeeper … and then our
boss has to approve it.”

this statement describes the combina-
tion of the therapists’ willingness to use
his/her own cell phone and leadership will-
ingness to provide compensation for work-
ing outside of business hours.

Summary
For those considering implementing

dBt in their clinic or system, these results
can help inform an implementation plan
and possible policy changes to support
dBt implementation. When looking at
modes of treatment implemented, we
found that skills group was the most fre-
quently implemented mode. this may be
because it fits the Va setting where groups
are commonly offered, allows offering of
services to more clients when resources are
limited, or it may be the “easiest” first mode
to implement (this is based on the first
author’s clinical experience and has not
been evaluated empirically). Furthermore,
new data demonstrates that dBt skills
group is an effective intervention
(chugani, ghali, & Brunner, 2013; neac-
siu, eberle, Kramer, Wiesmann, & line-
han, 2014; Valentine, Bankoff, poulin, rei-
dler, & pantalone, 2015). skills group may
be a good place to start a dBt implementa-
tion.

the recommended training in dBt is
intensive training and, as the data demon-
strated, it was not common at these Va
sites for providers to have been intensively
trained. if possible, funds should be allo-

What are the advantages of working with large organizations
and/or government agencies in the context of D&I efforts?
What are some drawbacks or challenges?

Dr. Chorpita: Believe it or not, the drawbacks and challenges are the advantages.
Every “unsolvable” problem, funding crisis, hiring freeze, policy limitation, bureaucrat-
ic barrier, or putative EBT saboteur is an opportunity for answering the real questions
about improving service outcomes. Working in these systems is the difference
between a fire drill and a fire. There is no better stimulus for learning than feeling
that heat. Another advantage has been the endurance of these collaborations. I am
lucky to have benefited from some inspiring friendships and partnerships that have
lasted for decades. And my colleagues and I have been able to shepherd practice
improvement initiatives from infancy, childhood, and adolescence, into a relatively
stable and mature state, while hundreds of thousands of families have been helped
over the years. It makes even the hardest days at work worthwhile.

Dr. Clark: The main advantage of working with a government agency is that you can
plan large-scale dissemination that potentially covers a whole country. There aren’t
any major drawbacks; however, there are some additional challenges. Governments
naturally want to see results during a normal electoral cycle. This can mean that the
time scale for delivery may be particularly tight. Governments are also concerned
that there is broad support for a major innovation. In order to achieve this, it is help-
ful to convene a reference group composed of acknowledged experts who are not
linked to any particular vested interest and will be able to guide the dissemination
project.

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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cated for dBt training. however, this may
be unrealistic due to cost; clinics might
consider sending champions to be trained,
sending more people to less intensive
workshops, or finding alternate training
plans.

Finally, this project identified the barri-
ers to implementing dBt. this was done
to help other sites identify barriers that
would likely occur and could be overcome
(e.g., not enough team members and lack
of therapists were identified as barriers that
sites either overcame or were working on).
it was also done to identify those barriers
that were more difficulty to overcome (see
Figure 1). this allows sites fair warning that
planning and problem solving will likely be
needed to address these issues, should they
arise. For example, sites interested in
implementing phone coaching might
either allot additional planning time to
solve barriers related to phone coaching or
work to include the appropriate leadership
or departments (e.g., human resources)
with the authority needed to make changes.
Finally, we sought to identify solutions to
barriers to share with others to avoid re-
creating the wheel. these solutions can be
used in other settings when planning their
implementation or running into similar
barriers. the goal of the research team is to
create informational materials with these
solutions for dissemination to teams
receiving dBt training or implementing
dBt.
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the united states spends more money on
health care than any other nation (centers
for Medicare and Medicaid services, 2017),
with psychiatric disorders ranking as the
most costly conditions to treat ($201 billion
annually, followed by $147 billion for heart
disease; roehrig, in press). despite this
investment, access to mental health ser-
vices is strikingly low. an estimated 57% to
67% of adults experiencing mental illness
in the united states do not receive needed
services (saMhsa, 2016). the need-to-
access gap is even wider for children and
adolescents: up to 80% of youths with
mental health needs go without services
each year (cummings, Wen, & druss,
2013).

With mental health care spending so
high, how can service access be so low?
limited knowledge of effective treatments
is not a likely cause: evidence-based psy-
chosocial interventions have been identi-
fied for a broad array of mental health
problems, with hundreds for children and
adolescents alone (national registry of
evidence-Based programs and practices,
http://www.nrepp.samhsa.gov/). rather,
the problem might stem from the structure
of these interventions. they are generally
designed for delivery in brick-and-mortar
clinics, in a one-to-one format, and by
highly trained mental health professionals.
they are also expensive in both time and
money, spanning multiple sessions over
many weeks (tested youth psychosocial
therapies average 16 sessions; Weisz et al.,
2017). these features make them difficult
to disseminate on a broad scale. time-
intensive, clinic-based treatment may be
particularly difficult to access for youths
with mental health needs, as only 63% of
u.s. counties have a mental health treat-
ment facility for children and adolescents
(cummings et al., 2013). even among
youths who do access care, most drop out
prematurely, completing just over 3 ther-
apy sessions on average (harpaz-rotem,
leslie, & rosenheck, 2004).

given these concerns, some have called
for a "rebooting" of mental health interven-
tions and delivery systems, which, in their
current forms, may not be able to markedly

reduce the burden of mental illness
(Kazdin & Blase, 2011; rotheram-Borus,
swendeman, & chorpita, 2012).
rotheram-Borus et al. (2012) suggest that a
“disruptive innovation” model (chris-
tensen, 2006) might guide the development
of more affordable, scalable psychological
interventions. rather than focusing on ser-
vices for the most complex, high-need
clients, a disruptive innovation provides a
simpler, less costly alternative that meets
the needs of a majority of clients. commu-
nity colleges, for instance, offer less inten-
sive and specialized services than 4-year
universities, yet they meet many students’
basic educational needs, and they are avail-
able to far more people at much lower costs
(average u.s. community college tuition is
$3,435, vs. $9,410 at public 4-year institu-
tions and $23,893 for out-of-state students;
Ma & Baum, 2016). notably, community
colleges have not replaced more compre-
hensive, specialized alternatives, for which
there continues to be great demand. how-
ever, they have dramatically broadened
access to the education that many people
seek.

applied to mental health care, disrup-
tive innovation might be accomplished
through brief interventions delivered
through nontraditional means (e.g., via
computers, smartphones, or individuals
without psychotherapy training). these
interventions may include core, theoreti-
cally driven elements of comprehensive,
evidence-supported therapies. however,
their brevity and flexible format could
make them disseminable to those who
might not otherwise access care—and for
whom a targeted, “light touch” interven-
tion might be just enough. here we con-
sider an especially light-touch approach:
single-session interventions, or ssis. given
the large need-to-access gap among youths,
we focus on the promise of ssis for preven-
tion and treatment of youth mental health
problems. in the sections below, we
describe cross-disciplinary precedents for
exploring ssis for youth mental health
problems; review results from a recent
meta-analysis (schleider & Weisz, 2017) of
ssis’ effects on youth psychopathology;

highlight limitations of ssi research to
date; and discuss next-steps and questions
regarding ssis for youth psychological
problems, specifically related to scaling-up
service dissemination to youths with
mental health needs.

SSIs Can Effect Lasting Change:
Lessons From Social Psychology,

Education, and Public Health
ssis represent a relatively new research

frontier for youth mental health
researchers. however, there is a rich scien-
tific history suggesting the promise of ssis
for positive youth academic, physical, and
emotional outcomes (yeager & Walton,
2011). ssis have increased happiness and
hope in adolescents (Feldman & dreher,
2012); mitigated the adverse effects of
stereotype threat on academic achievement
among ethnic/racial minority youth, and
girls studying math and science, from ele-
mentary school through college (aronson
et al., 2009; Martens, Johns, greenberg, &
schimel, 2006); reduced hiV infection
among high-risk adolescents (eaton et al.,
2012); strengthened perceived control,
physiological stress recovery, and anxiety
and depressive symptoms in adolescents
high in internalizing distress (schleider &
Weisz, 2016; schleider & Weisz, in press);
and improved physical health, academic
motivation, and adaptive coping with peer
stressors in middle- and high-school-aged
youth (yeager et al., 2012; yeager, lee, &
Jamieson, 2016).

these powerful, 5-to-90-minute ssis
share at least two common features, which
likely contribute to their effectiveness.
First, they are all mechanism-targeted
interventions: carefully constructed, theo-
retically precise programs that address spe-
cific maladaptive beliefs or behaviors
thought to underlie outcomes of interest.
academic motivation ssis, for example,
have focused on instilling the belief that
intelligence is malleable (rather than fixed)
by nature—i.e., a "growth mindset" of intel-
ligence—to increase persistence in the face
of achievement-related setbacks. stereo-
type threat ssis have included self-affirma-
tion and social belongingness exercises,
designed to challenge the feelings of other-
ness, performance concerns, and associ-
ated distress that stereotype threat can
imbue. By focusing on these empirically
identified change mechanisms, ssis clearly
communicate a cohesive, high-impact
take-away message (e.g., “intelligence can
change"; “failure is necessary for personal
growth”). these features appear to boost

Can Less Be More? The Promise (and Perils)
of Single-Session Youth Mental Health
Interventions
Jessica L. Schleider and John R. Weisz, Harvard University
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their capacity to enhance adaptive beliefs,
behaviors, and longer-term functioning.

second, many of these ssis have tar-
geted developmentally- or population-spe-
cific needs. interventions designed to
improve social belonging or strengthen
"growth mindsets" for socially relevant
traits are thought to be most relevant
during adolescence, when peer stress grows
particularly salient (paunesku et al., 2015).
thus, both interventions have targeted
adolescents during academic transitions
(e.g., entering high school or college), char-
acterized by unstable friendships and
uncertainty about social standing. addi-
tionally, social belongingness interventions
have been designed for members of poten-
tially marginalized groups, such as african-
american students at majority-caucasian
schools, who often experience low belong-
ingness in their academic communities
(Walton & carr, 2012; yeager, Walton, et
al., 2016). stereotype threat interventions
are similarly tailored for students at high-
est risk for experiencing stereotype threat
on a day-to-day basis, including
racial/ethnic minority students and girls
pursuing steM careers (shapiro,
Williams, & hambarchyan, 2013).

SSIs and Youth
Mental Health Problems

in addition to boosting academic, moti-
vational, and physical health outcomes,
some ssis may reduce and prevent youth
mental health difficulties. in a meta-analy-
sis of 50 randomized-controlled trials
(schleider & Weisz, 2017), we found that
ssis for youth psychological problems
demonstrated a significant beneficial effect
(mean g = 0.32), across various levels of
youth problem severity and diagnostic
status (Figure 1). the most common ssi
delivery settings were primary care and
emergency room settings, middle and high
schools, and community centers, although
several studies described lab-based efficacy
trials. a substantial portion of ssis were
self-administered by youths via computers
or written activities; significant effects
emerged even for these self-administered
interventions, which may hold particular
potential to reduce costs, broaden accessi-
bility, and maximize scalability. ssis’ over-
all effects are slightly smaller than those
observed for multisession youth psy-
chotherapy (Weisz et al., 2017), but their
relative efficiency could magnify their ben-
efits for youth psychological health on a
broad scale.

although these findings are promising,
further investigation is needed to deter-
mine ssis’ promise and limitations. For
instance, ssis have been most effective in
reducing youth anxiety and conduct prob-
lems, whereas ssis targeting youth depres-
sion have shown nonsignificant overall
effects (schleider & Weisz, 2017). that
said, intervention effects on youth depres-
sion are also especially weak even for tradi-
tional multisession therapies (Weisz et al.,
2017). Moreover, only 6 of 50 trials in our
ssi meta-analysis targeted depression,
ensuring a poorly powered significance
test. it remains possible that novel, theoret-
ically precise ssis could ameliorate youth
depression. the effects of ssis on co-occur-
ring psychological problems are also
unclear, as only 1 of the 50 trials in our
meta-analysis explicitly targeted multiple
youth problem types (perkins, 2006).
additionally, ssis’ overall effects have
waned over time, with mean effects drop-
ping markedly (to g = 0.07) at 3-month
follow-up and beyond. ssi trials have also
relied largely on youth self-report outcome
measures, and some have used relatively
weak metrics to assess the clinical signifi-
cance of ssis’ effects (e.g., outcomes in an
rct of a disordered eating ssi included
“body satisfaction” and “dietary restraint”
but not BMi changes or whether partici-
pants met dsM-5 criteria for eating disor-
ders; diedrichs et al., 2015). Further, two-
thirds of the ssi studies used inactive
comparison conditions (no-treatment or
waitlist controls; schleider & Weisz, 2017).
More rigorous, longer-term trials of ssis

targeting depression and associated prob-
lems are key next-steps.

it is notable that ssis in our meta-analy-
sis with highly specific intervention targets
(i.e., mechanism-targeted programs
addressing well-defined beliefs or behav-
iors) appeared to be more effective than
those without specific targets, consistent
with ssi research from other psychology
subfields, education, and public health. For
instance, one of the best-studied mental
health ssis is one-session treatment for
specific phobia (ost; davis, ollendick, &
Öst, 2012). ost is built on a single treat-
ment component, widely viewed as an
“active ingredient” in evidence-based anx-
iety treatments (chorpita & daleiden,
2009): graded exposure. although ost
sometimes incorporates other elements of
behavioral therapy (e.g., cognitive restruc-
turing, psychoeducation), these are
included only to support ost’s intensive,
therapist-led exposures, designed to help
clients habituate to feared stimuli by reduc-
ing avoidance. research on ost strongly
suggests the potency of targeting maladap-
tive avoidance—specifically via exposure—
in treating specific phobias (for a review of
ost rcts, see ollendick & davis, 2013).

other efficacious, mechanism-targeted
ssis for youth mental health problems are
deliverable without clinician involvement,
and in nontraditional settings. thirty-
minute computer-based interventions
teaching growth mindsets of personality
have prevented depressive symptoms (Miu
& yeager, 2015) and improved coping with
academic setbacks (yeager et al., 2016) in

Figure 1. results of schleider & Weisz (2017) meta-analysis of 50 randomized con-
trolled trails of single-session interventions (ssis) for youth mental health problems,
as compared with results from Weisz et al. (2017) meta-analysis of 447 randomized
controlled trials of treatments youth pschological therapies.
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high school freshmen; they have also
strengthened perceived control, physiolog-
ical stress recovery, and internalizing prob-
lems in high-symptom early adolescents
(schleider & Weisz, 2016; schleider &
Weisz, in press). as described in a previous
section, growth mindset interventions
target “keystone beliefs” thought to be
highly potent, and relevant to adaptive
stress-coping, for adolescents undergoing
socially challenging transitions (i.e., start-
ing middle or high school).

the promise of mechanism-targeted
ssis fits with emerging approaches to psy-
chotherapy intervention design. the
national institute of Mental health’s cur-
rent strategic plan for research highlights
the need for mechanism-targeted, develop-
mentally sensitive approaches to building
psychosocial interventions (niMh, 2016).
Within their “experimental therapeutics”
approach, the first step to evaluating a
novel treatment is testing its ability to shift
theoretically promising targets (i.e., change
mechanisms) thought to underlie psy-
chopathology for a specific population.
the second step is assessing whether
changes in these targets produce reduc-
tions in psychopathology. Moving forward,
research on targeted ssis from social and
educational psychology may help guide
clinical scientists pursuing this two-step
strategy, providing both content and a
method that is especially well-suited to
experimental therapeutics.

Scaling up SSIs? Future Directions
for Dissemination Scientists

ssis have shown initial promise in pre-
venting and reducing youth mental health
problems. however, many questions
remain regarding strengths and limits of
ssis’ efficacy, their readiness for imple-
mentation and dissemination, and their fit
within existing care systems. answers to
these questions are necessary steps in gaug-
ing ssis’ capacity to increase service acces-
sibility; improve the cost-effectiveness of
the mental health-care delivery system; and
help lessen the individual and societal
burden of youth mental illness.

Are SSIs Acceptable?
First, the acceptability of ssis for mental

health problems is poorly understood.
intervention acceptability refers to judg-
ments by laypersons, youths, families, and
other stakeholders of whether the interven-
tion is appropriate, satisfactory, and rea-
sonable for the clinical problem at hand
(Kazdin, 2013). acceptability shapes

clients’ likelihood of seeking out a given
intervention, viewing the intervention as
potentially helpful, and adhering to the
intervention’s activities and recommenda-
tions once they pursue it (Kazdin, Whitley,
& Marciano, 2006). acceptability also
influences clinicians’ likelihood of recom-
mending a given intervention, and (when
applicable) implementing it with fidelity
(allinder & oats, 1997). thus, high accept-
ability of ssis, both to providers and
clients, is necessary for optimizing their
benefits. it is plausible that youths and fam-
ilies would view ssis as highly acceptable,
due to their relative brevity and (poten-
tially) lower cost. alternatively, clients and
clinicians may doubt ssis’ ability to effect
lasting change, or may actively prefer and
expect treatments that offer ongoing sup-
port, leading to low ssi uptake. ssi accept-
ability might also differ by intervention
delivery context. primary-care providers
and school administrators may be more
likely to embrace ssis, which offer unique
avenues for integrating mental health sup-
ports into overburdened, limited-resource
systems (e.g., primary care clinics, schools).
Mental health professionals, in contrast,
may view ssis as constraining or incom-
patible with services they are trained to
provide. examining whether, and by
whom, ssis are viewed as acceptable is a
key next-step for implementation efforts.

Diminishing Returns on SSIs for Severe
Psychopathology?

Many questions remain about the limits
of ssis’ effectiveness. For instance, it is
plausible that ssis are effective up to a cer-
tain level of youth symptom severity,
beyond which there could be diminishing
returns. no evidence emerged for this sort
of a “drop-off” effect in our meta-analysis:
overall ssi effects did not differ by baseline
youth symptom severity, or for prevention
versus treatment programs. however, it
remains possible that the severity level up
to which ssis are helpful may differ by
problem domain. For instance, ssis for
anxiety may help reduce both mild and
moderate levels of symptoms, whereas ssis
for substance use may be effective for pre-
vention purposes alone. as the ssi litera-
ture grows, it will grow more possible to
test interactions between problem domain
and severity level in predicting program
effectiveness, and to identify the circum-
stances under which ssis can and cannot
yield lasting change.

Can SSIs Cause Harm?
there is also the possibility that some

ssis might inadvertently cause harm.
indeed, iatrogenic effects of brief interven-
tions have been documented in the past.
one well-known example is “critical inci-
dent stress debriefing” (cisd): a group-
based ssi designed to prevent symptoms of
ptsd in adults exposed to extreme stres-
sors (lohr, hooke, gist, & tolin, 2003).
cisd is a group-based therapy adminis-
tered within 72 hours of a trauma. cisd-
trained therapists ask participants to
“process” negative reactions to the trauma,
discouraging discontinuation after the ses-
sion begins; they also detail the ptsd
symptoms that participants are likely to
experience. rcts have found cisd to
increase ptsd symptoms in the long-term,
perhaps by impeding natural recovery
processes (Mcnally, Bryant, & ehlers,
2003). separately, “scared straight” pro-
grams, which involve organized visits to
prisons by youths at risk for criminal
behavior, aim to prevent delinquency by
exposing youths the realities of life in
prison. a meta-analysis of randomized and
quasi-experimental studies of scared
straight programs demonstrated that these
interventions increased youth delinquency
by up to 70% (petrosino, turpin-pet-
rosino, & Buehler, 2003). Most scared
straight programs spanned more than one
session; nonetheless, they illustrate the
capacity of brief, well-intentioned pro-
grams to harm vulnerable participants.
Moving forward, careful piloting, efficacy
testing, and adherence to a developmen-
tally tailored, mechanism-targeted design
model might help prevent the dissemina-
tion of inadvertently harmful ssis.

Broadening SSI Access Without
Compromising Safety?

another set of questions involves the
safe, ethical delivery of ssis to youths with
mental health needs. inherently, ssis
involve brief or no contact with a mental
health professional. this feature bypasses
or minimizes risk-monitoring procedures
typical of weekly, clinic-based psychother-
apy. particularly in the context of ssis for
clinically significant psychopathology (as
opposed to preventive ssis for healthy or
low-risk individuals), it is crucial to ascer-
tain the degree of professional involvement
needed to ensure client safety—particularly
when risks include suicidal thoughts and
actions, other life-threatening conditions
such as anorexia, or harm to others.
Because many ssis are deliverable by pro-
fessionals without formal mental health
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care training (e.g., primary care physicians;
teachers; nurses) or by means that involve
no therapist at all (e.g., computer-based
ssis), formal evaluation of adverse out-
comes following ssi administration—
specifically as a function of professional
involvement—is a necessary precursor to
broad-scale ssi implementation and dis-
semination.

Where Do SSIs Fit Into Broader
Systems of Care?

given their brevity, it may be possible to
integrate evidence-supported ssis into a
wide variety of service systems, either as
stand-alone or adjunctive supports. pri-
mary care clinics may be especially high-
yield settings for youth ssi implementa-
tion. pediatricians are often the first to
identify mental health difficulties in their
child and adolescent patients, yet they
often feel ill-equipped to provide psycho-
logical services or referrals (Brown, green,
desai, Weitzman, & rosenthal, 2014).
offering ssis to youths for whom pediatri-
cians have identified mental health needs,
especially ssis deliverable on-site at the
pediatric clinics, may be a feasible
approach to connecting youths with care.
implementing ssis in schools might be
another promising strategy. While few
children with mental health needs receive
services, 80% of those who access treat-
ment do so through their schools
(Merikangas et al., 2010). however, there is
a significant shortage of school-based
mental health providers across the country,
with counseling staff in short supply and
the student-to-school psychologist ratio
exceeding 1,383:1 (castillo, curtis, & tan,
2014). With school clinician caseloads
nearing the thousands, ssis may help
schools serve a greater proportion of stu-
dents in need—particularly self-adminis-
tered ssis, which can be accessed by entire
student bodies at once. ssis may also fit
nicely within the “response to interven-
tion” (rti) approach, increasingly adopted
by united states public schools (Barnes &
harlacher, 2008). rti is a multitiered ser-
vice delivery system in which all students
are provided an appropriate level of evi-
dence-based services based on individual
needs. ssis might represent an early step in
school-based triage: a lower-tier service for
students experiencing or at risk of mental
health problems. those who do not
respond to ssis, or who are identified as
needing ongoing, intensive supports,
might be referred for alternative school or
outpatient services.

an important pragmatic question is
whether, and if so, how, ssis delivered in
traditional health care settings—or outside
of them—may be covered by insurance.
While this question warrants attention, it is
important to note that health insurance
coverage alone has not eliminated the
need-to-access gap: among youths with
mental health needs, 79% with private
health insurance and 73% with public
health insurance never receive treatment
(Freedenthal, 2007). that said, reim-
bursability of ssi services would almost
certainly increase access for many individ-
uals. in the meantime, the efficiency and
low cost of ssis could make them available

to many youths completely outside the
bounds of existing insurance, managed
care, and health care systems—for exam-
ple, with access provided through schools,
community programs, or religious centers.

Conclusion
the united states mental health care

system will require significant “rebooting”
to reduce the overall burden of mental ill-
ness (Kazdin & Blase, 2011). as a comple-
ment to multisession psychosocial treat-
ments, ssis may offer a promising path
toward improving the accessibility and
cost-effectiveness of mental health sup-

What disciplines have you drawn from to inform your work in D&I?

Dr. Clark: IAPT is a multidisciplinary initiative. The therapists that work in IAPT ser-
vices have a range of professional backgrounds such as clinical psychology, social
work, and mental health nursing. In my view, drawing on a wide range of profession-
als has enhanced the program. First, it provides a wider pool of potential trainees.
Second, it helps the initiative to focus exclusively on the key goal of delivering effec-
tive treatments without being distracted by any issues that are specific to a particular
professional group. Of course, each professional group brings different skills to the
table. It is important to cherish this richness and to ensure that the training courses
are appropriate to people with a wide range of backgrounds.

Dr. Chorpita: Well, first I need to clarify: I have tried to inform my work in the ser-
vice of improving system outcomes, of which D&I is just one strategy. I think we now
live in an age where the central aim of our work is evolving from pure discovery (i.e.,
knowledge creation) to coordination of many existing evidence bases (i.e., knowl-
edge synthesis) from many different literatures, which is exciting. There is already so
much known that could help inform how to reduce mental health burden, for exam-
ple, in the research on memory and human learning, human technology interface,
business and administration, economics, administration, design, cultural anthropolo-
gy, artificial intelligence, knowledge management, data mining, education, and statis-
tics, just to name a few. I am often surprised how often other disciplines have already
found answers to the same problems in other contexts, which could be useful to
addressing our field’s biggest challenges. And I confess it helps to have friends who
aggressively read outside of the mental health literature—they push me out of my
comfort zone, which is important. It’s easy to get myopic.

Dr. Garland: I feel very fortunate to have worked closely with mentors, colleagues,
and trainees from multiple disciplines and I know this has enriched my work (and my
life!) significantly. I’ve worked closely with anthropologists, biostatisticians, counselors,
epidemiologists, marital and family therapists, pediatricians, psychiatrists, psycholo-
gists from multiple specializations, social workers, and sociologists (note the alpha-
betical order to avoid any suggestion of preference!). Although I am a psychologist
by training, I’ve never worked in a psychology department. It’s hard for me to imag-
ine how my career trajectory would have differed if I had worked more exclusively
within just one discipline.

Dr. Hanson: Business, social psychology, industrial psychology and medicine …

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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ports. evidence from social psychology,
education, and public health has suggested
that ssis—especially mechanism-targeted
programs—can improve achievement,
social functioning, and physical health.
ssis may also be effective in treating and
preventing youth mental health problems
(schleider & Weisz, 2017). We have posed
several questions—all ripe for investigation
by implementation and dissemination sci-
entists—to guide ssi research moving for-
ward. We note the need to identify and test
specific mechanisms to target via mental
health-focused ssis; to assess the accept-
ability of ssis among youths, families,
practitioners, and stakeholders; to gauge
the problem types and severity levels with
which ssis can be helpful; to evaluate the
risks that ssis may pose to clients; and to
assess the feasibility of incorporating effec-
tive ssis into existing support systems for
youths, including primary care clinics and
schools. Work in each of these domains is
needed to gauge the full potential of ssis as
a force for youth mental health.
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BehaVioral health (i.e., mental health
and substance use) disorders, which affect
1 in 4 individuals at any given time (center
for Behavioral health statistics and Qual-
ity, 2015), including 1 in 5 children (cen-
ters for disease control and prevention,
2013), are now the leading cause of disabil-
ity in the united states (u.s. Burden of dis-
ease collaborators, 2013). a wide array of
evidence-based treatments (eBts) for
behavioral health problems are now avail-
able, many of which are cognitive-behav-
ioral in orientation (see Barlow, 2014;
chorpita et al., 2011; society of clinical
psychology, 2016), yet less than 20% of
individuals with a diagnosable behavioral
health condition receive care from a spe-
cialty provider (national center for health
statistics, 2012; robinson & reiter, 2016).
numerous barriers, such as inadequate
numbers of providers (Bureau of health

Workforce, 2016; substance abuse and
Mental health services administration
[saMhsa], 2013) and obstacles to patient
engagement including cost, transportation,
and conflict with work schedules (Mojtabai
et al., 2011; owens et al., 2002; robinson &
reiter, 2016), contribute to low rates of
treatment by limiting the accessibility of
behavioral health services; such barriers
also have a disproportionate impact on tra-
ditionally underserved populations such as
rural, racial and ethnic minority, and low-
income individuals (interian, lewis-Fer-
nández, & dixon, 2013; Mccord, elliott,
Brossart, & castillo, 2012; owens et al.,
2002). given all of these considerations,
ongoing efforts to disseminate and imple-
ment cognitive-behavioral eBts in tradi-
tional behavioral health settings must also
attend to service accessibility if they are to

maximize the public health impact of
eBts.

strategies to improve accessibility of
behavioral health services include delivery
in novel settings, such as integrated behav-
ioral health in primary care (see robinson
& reiter, 2016; talen & Valeras, 2013), but
delivery of eBts in specialty behavioral
health services remains critical for many
disorders (comer & Barlow, 2014). thank-
fully, rapid technological advances over the
past decade—such as increases in com-
puter and internet use (u.s. census
Bureau, 2016), even in underserved popu-
lations (anderson, 2015)—have provided
new opportunities to improve the accessi-
bility of traditional behavioral health ser-
vices (Jones, 2014). of particular promise
for eBt delivery is telehealth, which
involves remote delivery of health services
via real-time audio- and video-conferenc-
ing (american telemedicine association,
2012) and includes telepsychology (i.e.,
delivery of psychological services in such a
manner; american psychological associa-
tion, 2013) and related behavioral health
services (e.g., telepsychiatry, telemental
health). We focus on telepsychology in the
present article. telepsychology has consis-
tently been found to be an effective and
patient-acceptable strategy to improve
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accessibility of behavioral health services
(gros et al., 2013; hilty et al., 2013; slone,
reese, & Mcclellan, 2012), and thus repre-
sents an important avenue for increasing
the availability of eBts to diverse popula-
tions (comer & Myers, 2016; Jones, 2014).

despite the promise of telepsychology
to improve accessibility of behavioral
health eBts, very few doctoral training
programs in health services psychology
provide instruction or supervised experi-
ence in that service modality (colbow,
2013; lustgarten & colbow, 2017). thus,
many psychologists are limited to postdoc-
toral training in telepsychology via online
and in-person continuing education pro-
grams or organization-specific trainings
(e.g., at the u.s. department of Veterans
affairs) and may have difficulty obtaining
necessary supervision to become compe-
tent in telepsychology service delivery
(colbow, 2013). in recent years, however,
at least three innovative apa-accredited
doctoral programs have begun to offer on-
site training in the theory and practice of
telepsychology: the texas a&M university
counseling psychology program (i.e., tele-
health counseling clinic; www.telehealth-
counseling.org/; see Mccord et al., 2011;
Mccord, saenz, armstrong, & elliott,
2015); the university of nebraska-lincoln
clinical psychology program (i.e., tele-
health clinic at the psychological consul-
tation center; www.psychology.unl.edu/
pcc/ specialty-clinics); and the university
of louisville counseling psychology pro-

gram (dr. eugene Foster, personal com-
munication, november 3, 2016). taken
together, these programs demonstrate the
feasibility of integrating telepsychology
services into doctoral training in health ser-
vices psychology.

Building on the success of those training
programs, we recently implemented a
home-based model of telepsychology ser-
vice delivery in the training clinic for the
university of arkansas apa-accredited
doctoral program in clinical psychology. in
the remainder of this paper, we describe the
process of our telepsychology initiative
using the epis framework (aarons, hurl-
burt, & horwitz, 2011) of eBt implementa-
tion in public service sectors. specifically,
across four phases of the implementation
process (exploration, preparation, imple-
mentation, and sustainment), we describe
our progress to date and identify internal
(“inner context”) and external (“outer con-
text”) factors that influenced implementa-
tion. progress and lessons learned across
the four phases are summarized in Figure 1.

Exploration
during the exploration phase, an orga-

nization identifies an issue that can be
addressed through implementation of
novel practices (aarons et al., 2011). at the
university of arkansas, we first identified
our goal of telepsychology service imple-
mentation based on the mission and values
of our clinical training program. in partic-
ular, we noted the following three consid-

erations: (a) our training clinic endorsed a
dual mission of training student clinicians
in evidence-based behavioral health treat-
ments and improving behavioral health of
the local community through provision of
such treatments; (b) faculty, staff, and stu-
dents were supportive of efforts to increase
accessibility of services to vulnerable and
underserved populations in the commu-
nity; and (c) potential clients who were
referred to the clinic from throughout the
four-county northwest arkansas area were
regularly unable to participate in offered
services due to accessibility barriers. thus,
exploration was primarily driven by inner
context variables rather than external pres-
sures such as legislative mandates or fund-
ing requirements (i.e., outer context). our
approach to the exploration phase high-
lights the ability of training clinics to flexi-
bly make decisions about health service
provision that reflect their specific mission,
values, and training goals.

Adoption Decision/Preparation
the adoption decision/preparation

phase includes all steps involved in deter-
mining whether the issue identified in the
exploration phase is feasible to implement
(aarons et al., 2011). When making a deci-
sion about whether to proceed with imple-
mentation of telepsychology services, we
had to balance the inner context factors
identified during the exploration phase
against a variety of critical outer context
variables. For example, consultation with
faculty from other doctoral training pro-
grams that provide training in telepsychol-
ogy (e.g., dr. carly Mccord at texas a&M
university) and local technical assistance
(i.e., university of arkansas for Medical
sciences center for distance health;
www.cdh.uams.edu/) provided critical
information about the feasibility of imple-
menting telepsychology services in a clini-
cal psychology training program. other
useful resources included the american
telemedicine association state policy
resource center (www.american-
telemed.org/policy-page/state-policy-
resource-center) and the telehealth
resource centers network (www.tele-
healthresourcecenter.org/who-your-trc).

it is important to note that all other
training clinics that provide telepsychology
services used a “hub-and-spoke” model,
involving web-conferencing between the
clinician at a central clinic (i.e., “hub”) and
the client at a remote health service setting
(e.g., rural or school-based clinic; “spoke”);
many training clinics may find it difficult to
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implement such a service delivery model
due to extensive administrative, technolog-
ical, and financial requirements (see shore
& Manson, 2005). in contrast, other
providers (e.g., Veterans health adminis-
tration) have begun to offer telepsychology
services using a home-based delivery
model in which the client presents for ser-
vices at their residence. in comparing hub-
and-spoke versus home-based models, we
noted that the infrastructure for the former
would require considerable financial sup-
port, such as grant funding from federal
agencies that focus on behavioral health
(e.g., saMhsa) or rural populations (e.g.,
u.s. department of agriculture telemedi-
cine grants), whereas the necessary infra-
structure for a home-based delivery model
could be supported by a combination of
clinic funds and resources from our
department and university (e.g., research
funds). ultimately, we chose the home-
based model of telepsychology services
because it (a) minimized the burden of any
changes on the training clinic; (b) maxi-
mized the feasibility of replication by other
doctoral training programs; and (c) lever-
aged a history of research in our training
clinic into a funding opportunity through
existing resources.

the university environment that houses
a training clinic serves as an important
resource for bridging between the inner
context of the clinic/training program and
macro-level outer context considerations.
For example, we consulted with legal coun-
sel for our institution to determine whether
the existing liability insurance policy for
graduate student clinicians covered
telepsychology services, and we coordi-
nated with university information tech-
nology services (its) to identify web-con-
ferencing programs that would be
supported by the existing campus infra-
structure. coordination with its proved
especially beneficial, as we were able to
align our telepsychology implementation
process with an ongoing unified communi-
cations initiative that made gotoMeeting
available to us through an institutional
license. Finally, when considering the con-
text outside of the university, we noted sev-
eral legal factors that could have a critical
influence on the decision to adopt telepsy-
chology services in certain scenarios: at the
state level, arkansas law restricted insur-
ance reimbursement for telehealth to ser-
vices provided at a remote clinical site (i.e.,
hub-and-spoke model) until this year, and
at the federal level, the health insurance
portability and accountability act
(hipaa) places restrictions on the elec-

tronic transmission of protected health
information by covered entities and their
business associates. these laws had little
import for our adoption decision because
our training clinic is not a hipaa-defined
covered entity (e.g., does not bill insur-
ance), but other training clinics need to
consider legislative requirements based on
their location and legal status.

upon completion of the adoption deci-
sion/preparation phase and receipt of nec-
essary fund-

ing, the clinical training faculty in our
department approved the implementation
of telepsychology services in the training
clinic. the first author (a faculty member
with prior experience in telepsychology)
and fourth author (the director of the train-
ing clinic) committed to serve as champi-
ons for the implementation process.

dell optiplex 9020 desktop
computer and 22” monitor

dell latitude e6540 15.6”
notebook with built-in web-
cam

citrix gotoMeeting site
license

logitech h390 usB wired
pc headset

Microsoft lifecam 3000,
720p hd webcam

apple 12.9” ipad pro tablet
(Wi-Fi capable, 256gB) with
built-in webcam

urban armor gear
rubberized tablet case
for apple 12.9" ipad pro

techsmith camtasia license

sandisk cruzer glide usB
2.0 flash drive

run web-conferencing
equipment

run web-conferencing
equipment; loaner equip-
ment for clients without a
computer or tablet to con-
duct web-conferencing

conduct web-conferencing

speakers and microphone
for web-conferencing

Video capture for web-con-
ferencing with desktop com-
puters; loaner equipment for
clients without webcam/
microphone to conduct
web-conferencing

loaner equipment for clients
without a computer or tablet
to conduct web-conferencing

protect tablet from damage

record audio and video from
web-conferencing sessions
for supervisor review

store recordings of web-
conferencing sessions

h

h

s

h

h

h

h

s

h

2 purchased

6 already
available

1 already avail-
able through
the university
4 purchased

6 purchased

4 purchased

4 purchased

3 purchased
(can install on
two computers
each)

16 already
available

Technology1

Note. h = hardware; s = software. 1the products listed are registered trademarks of the
respective companies. We provide this list as an illustration of possible technology solutions
for telepsychology services, rather than an endorsement of a particular product or brand;
none of the specific products mentioned are essential.

Table 1. technology used to implement telepsychology services
in a university training clinic

Purpose
Number
of UnitsType
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Active Implementation
active implementation encompasses

the steps by which an organization adopts a
novel health service practice (aarons et al.,
2011). Many of those steps are necessary
predecessors to the new practice itself. For
our implementation process, initial steps
included selection of technology solutions,
revision of existing policies and procedures
in the training clinic, and development of
new requirements for telepsychology ser-
vices. We quickly discovered that imple-
mentation of telepsychology services
involved significant administrative
resources; therefore, we provided training
to clinic staff so that they could support the
implementation process and we created a
faculty service position (with approval of
the clinical training faculty), the associated
director of clinic outreach and commu-
nication, whose duties include administra-
tion of technology-related initiatives in the
clinic. We have also continued to coordi-
nate with university legal counsel and its,
as well as consult with colleagues at other
training clinics and technical assistance
centers, throughout the active implemen-
tation phase (which is ongoing).

table 1 provides a representative list of
technology used in our telepsychology ser-
vices; we provide this list as an illustration
of possible solutions, rather than an
endorsement of a particular product or
brand. selection of appropriate hardware
and software for telepsychology services
was a complex and iterative process. We
found that it was vital to pilot-test products
prior to making a full purchase, as using the
technology in its identified environment
made it much easier to satisfactorily evalu-
ate the fit between product features and our
needs. For example, we originally planned
to use external video-recorders to record
telepsychology appointments for supervi-
sor review, but pilot-testing revealed that
the video-recorder required a complex set-
up to adequately connect with existing
clinic computers. therefore, we instead
chose to purchase a video-capturing soft-
ware program that accomplished the same
task without complex hardware. in other
instances, we had to make changes to clinic
facilities, such as installing ethernet ports
so that we could connect desktop comput-
ers in therapy rooms to the internet (i.e.,
because connection via Wi-Fi would have
significantly decreased web-conferencing
audio and video quality). in addition to
price and usability, we also considered sev-
eral important factors related to client con-
fidentiality during the technology selection

What advice do you have for students or early career professionals
pursuing a primary focus on D&I?

Dr. Clark: There is no single formula for successful dissemination and implementa-
tion. However, looking back on my experience with Improving Access to
Psychological Therapies (IAPT), I would personally highlight the following points:
1. Stick closely to the evidence base and aim to implement the treatments that are
well supported by research data, irrespective of one’s personal orientation.
2. Be accountable. Ensure that outcomes are measured for everyone that is treated
and that this data is placed in the public domain.
3. Pay considerable attention to ensuring that therapists are appropriately trained.
4. Also pay attention to therapist wellbeing.
5. Be accountable to service users. Encourage them to provide feedback on the
services and be involved in plans to further improve provision.
6. Form strategic alliances with economists as commissioners of mental health
services are particularly likely to be influenced by data on the economic benefits
of implementing empirically supported treatments.
7. Don’t get disheartened if your first 10 to 20 attempts to lobby for an expansion of
psychological therapy fall on deaf ears. There will always be someone somewhere
who has influence and is willing to act. It just takes time to find them.
8. Use your cognitive therapy skills to help you understand the beliefs and motiva-
tions of health commissioners. This will ensure that you are best able to present your
arguments in the clearest light.

Dr. Chorpita: Well, the obvious answer is to read the relevant journals, go to the rel-
evant conferences, and collaborate with other D&I researchers. And of course, by all
means, join ABCT’s Dissemination and Implementation SIG. If you don’t, you’re miss-
ing out. But I think history will best remember those people who didn’t follow a stan-
dard recipe for success. If you like technology, go to technology conferences and
read those journals. If you’re an artist, study interface and design, and consider how
they might impact diffusion of innovation. Dissemination in mental health services is
a field still in its infancy, and those who take the oblique path are likely to experience
some of the most significant discoveries and hence the greatest rewards. Most
importantly, don’t narrow your thinking that dissemination or implementation is the
ultimate goal. Spend enough time in service organizations, in schools, in communi-
ties, and in consumer groups, so you don’t forget why we do what we do: people
want to have better, healthier, and more meaningful lives. Build your career around
solving that problem.

Dr. Garland: I think it is essential for anyone interested in D&I to spend time in prac-
tice settings, getting to know the staff members, as well as administrators. Direct
experience in practice settings should include exposure to all aspects of organiza-
tional structure and culture ranging from fiscal issues and contracting, to physical
space and scheduling, human resources (e.g., hiring and promotion practice, super-
vision structures), marketing, and public outreach. Getting to know administrators
and policymakers, as well as consumer representatives, is also extremely valuable. In
addition, learning about theory and research from related disciplines is really valu-
able, including organizational research, research on behavior change, educational
theories, especially regarding adult learning, social policy history and change. Finally,
I encourage keeping an open mind regarding disruptive innovations. Too often we
are just offering relatively minor “tweaks” on current practices. (I’ve sometimes
espoused this myself, but am pushing myself to think about bolder innovations for
the future). While gradual incremental system or practice change may seem most
realistic and pragmatic, I would urge all of us to think about system and practice
innovations that are actually more disruptive.

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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process. For instance, we prioritized web-
conferencing software that met hipaa
security standards, such as end-to-end
encryption of transmissions. gotoMeet-
ing met those standards (citrix systems,
inc., 2015); although citrix will not enter
into a business associates agreement, that is
acceptable under hipaa because
gotoMeeting only acts as a conduit (i.e.,
the company cannot decrypt and access the
information being transmitted; see tuerk,
ronzio, & shore, 2015). as another exam-
ple, our university its installed software on
our ipad tablets that allows us to fully wipe
the device of any personal information
after loaning it to a client.

in terms of adjusting policies and pro-
cedures to support telepsychology services,
we sought to limit administrative burden
on our training clinic by adopting a mini-
malist approach. our guiding principle was
“telepsychology is a novel delivery method
for psychological services, rather than a
distinct service,” and thus, whenever possi-
ble, we integrated information about
telepsychology into existing policies and
procedures rather than creating new ones.
as such, many areas of clinical operations
underwent only minor changes (e.g., when
conducting phone screens, we inquire
about barriers to treatment accessibility).
there were substantive changes in four
areas. First, we now collect client email
addresses and use email to send appoint-
ment invitations, the link to our routine
outcome measure portal, and other treat-
ment information to clients who sign a
release form; this change required creation
of a clinic-specific email address through
its. second, we have established require-
ments for training and supervision in
telepsychology services, including didactic
training and required reading (e.g., apa,
2013, telepsychology guidelines); comple-
tion of a basic sequence of clinical
practicum experiences; training in how to
use the required technology; supervisor
approval to provide telepsychology ser-
vices; and ongoing supervision, including
direct observation via session recordings
and/or live observation. third, before a
client can be seen via video-conference,
they must complete an on-site intake inter-
view, be approved by a supervisor, conduct
a test gotoMeeting session with a clinic
staff member, and sign a telepsychology
agreement that covers information about
telepsychology services (e.g., technical
requirements, threats to confidentiality,
provisions in case of emergency or techni-
cal failure). Fourth, we have equipment
(webcams, laptops, and tablets) available

for telepsychology clients to check out in
cases where it is needed and purchase
would be cost-prohibitive to the client. the
client must sign an equipment lending
agreement, with language approved by uni-
versity counsel, acknowledging that the
clinic will bill them for lost, stolen, or dam-
aged equipment.

since the active implementation phase
began approximately 4 months ago, we
have screened 23 individuals for services in
our training clinic and approximately 48%
of those individuals (n = 11) identified sig-
nificant barriers to treatment accessibility
(M = 1.3 barriers; SD = 0.65). the most
common barriers endorsed were distance
and travel time to the clinic (n = 4); and
conflict with external activities, such as
jobs, classes, and caretaking responsibilities
(n = 3). Moreover, in the past month, we
have conducted three in-person intakes (of
five scheduled); one of those individuals
initiated telepsychology services whereas
the other two are still in the evaluation
process. Finally, three clinicians have met
the training requirements for telepsychol-
ogy and as many as seven additional clini-
cians could meet the requirements by the
end of the calendar year.

Sustainment
during the sustainment phase, an orga-

nization takes steps to maintain, expand, or
curtail its use of the now-implemented
practice. given that active implementation
of telepsychology services is ongoing in our
training clinic, our perspective on the sus-
tainment phase is based on anticipation
rather than experience. nevertheless, we
have emphasized “planning for sustain-
ment” from the outset of the telepsychol-
ogy implementation process and have
taken several steps to promote continued
use of our telepsychology services over the
coming years. during the exploration
phase, we sought to obtain buy-in from the
clinical faculty, staff, and students into
telepsychology services, through informa-
tional meetings and frequent solicitation of
feedback, to promote a sense of shared
ownership around the process. as one
indicator of success, the seven faculty who
supervise in our training clinic are all will-
ing to supervise telepsychology cases under
at least some conditions (e.g., depending
on the clinical presentation and the avail-
ability of appropriate consultation or peer
supervision). next, during the adoption
decision/preparation phase, we chose a ser-
vice delivery model (i.e., home-based) that
was not only less expensive to implement

but would also be less expensive to main-
tain. thus, replacement of equipment and
other incidental expenses can generally be
covered under the operating budget of the
training clinic. Most recently, as part of the
active implementation phase, we have iter-
atively revised our policies and proce-
dures—through feedback from faculty,
staff, and students—to maximize the fit
between telepsychology services and exist-
ing practices.

as we look toward the future of telepsy-
chology services in our training clinic, we
have developed a strategic plan to support
the sustainment phase. First, as we train
additional student clinicians in the provi-
sion of telepsychology services, we recog-
nize that it may become increasingly diffi-
cult to recruit an adequate number of
training cases under our current (i.e., pas-
sive) recruitment practices. thus, we plan
to establish referral streams with commu-
nity providers, such as community mental
health centers and child advocacy centers,
who are likely to work with vulnerable and
underserved populations. nevertheless, we
emphasize that such clients were already
contacting our training clinic for services at
a rate of approximately 1 per week, and
thus active solicitation would have likely
resulted in a number of referrals that
exceeded our initial capacity. second, indi-
vidual student clinicians may be more
likely to sustain use of telepsychology ser-
vices if they can deliver a wide variety of
behavioral eBt models via web-conferenc-
ing. unfortunately, the vast majority of
eBts were developed and evaluated using
an in-person delivery format. therefore,
we plan to begin engaging in rapid adapta-
tion of eBts for telepsychology delivery
through user-centered design processes
(which are well-suited to the design of
behavioral and cognitive interventions for
novel contexts; see lyon & Koerner, 2016)
in collaboration with faculty and students
from the university of arkansas depart-
ment of art and design. Finally, we intend
to maintain collaborative relationships
with colleagues at other training clinics,
technical assistance centers, and our uni-
versity legal counsel and its so that we are
well-positioned to respond when new chal-
lenges inevitably develop.

Conclusions
innovative strategies are needed to pro-

mote the dissemination and implementa-
tion of cognitive-behavioral eBts for
behavioral health problems. telepsychol-
ogy service delivery offers a solution to
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addressing many of the barriers to accessi-
bility in traditional behavioral health ser-
vices, and thus is poised to serve as a key
component in increasing the public health
impact of eBts—but that will only be pos-
sible if doctoral programs in health service
psychology begin to offer training in
telepsychology to their students (colbow,
2013). herein, we have presented details
regarding our implementation process as
an example of such a training approach:
home-based telepsychology services in a
training clinic affiliated with the apa-
accredited university of arkansas doctoral
program in clinical psychology. We hope
that our experiences serve as a template
that can guide other doctoral programs in
health service psychology that wish to inte-
grate telepsychology training into their
curricula. in the future, we also plan to con-
duct research that evaluates the impact of
our telepsychology services on (a) client
symptoms and psychosocial functioning;
and (b) student clinician preparation for
internship, postdoctoral training, and
employment that involves telepsychology;
as well as (c) explores and refines the appli-
cation of user-centered design to the adap-
tation of behavioral eBts to telepsychology
delivery. We encourage other training pro-
grams to join us in expanding the accessi-
bility of their services through the use of
telepsychology, as well as in advancing this
area of scholarly inquiry, so that we can
together build a robust and empirically
supported set of best practices around the
training of future psychologists in telepsy-
chology service delivery.
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iMpleMentation science has made signif-
icant advances in the past decade toward
developing implementation frameworks
and strategies to embed and sustain evi-
dence-based practices (eBps) in commu-
nity behavioral health (cBh) settings. no
frameworks and processes include the
consolidated Framework for implementa-
tion research (cFir; Kirk et al., 2016), the
precede-proceed model (green &
Kreuter, 2005), promoting action on
research implementation in health ser-
vices (parihs; Kitson, harvey, & Mccor-
mack, 1998), and exploration, preparation,
implementation, sustainment (epis;
aarons et al., 2011), among others. as
noted in these frameworks, implementa-
tion processes occur across several phases,
including preparation, active training, and
sustainability. however, the majority of
research has focused on the active training
phase, in which the eBp training occurs,
rather than the earlier phases of explo-
ration and preparation, or subsequent sus-
tainability (aarons et al.; olin et al., 2016).
as an alternative, taking a wider-angle lens
to the understanding of where barriers may

lie in implementation efforts may, in turn,
advance the development of strategies to
increase the sustained uptake of eBps.

a self-evident outcome of implementa-
tion efforts is to retain the staff members
who have been trained so that they can
deliver the eBp and support its penetration
into the system (timmer et al., 2016).
however, the interaction of multiple fac-
tors may interfere with implementation
outcomes such as retention. these include
characteristics of the intervention,
methodological weaknesses in the imple-
mentation effort, the context in which the
eBp is to be delivered, and interactions
among these and other factors (glasgow &
emmons, 2007). understanding these
complex influences on an individual’s abil-
ity and wish to remain involved in an
implementation effort would give
researchers the opportunity to address bar-
riers and facilitators to retention, and
would allow the development of strategies
that may be specific to the implementation
model, eBp, or environmental factors that
might interact with clinician characteristics
to impact attrition.

although attrition data from imple-
mentation efforts are sometimes reported
in the literature, there is currently no stan-
dard method for reporting that informa-
tion, which makes comparison and conclu-
sions very difficult. By promoting a more
standardized approach to reporting data
related to attrition, it may greatly increase
confidence in the conclusions drawn about
not only attrition in implementation of
eBps, but also larger questions about train-
ing and implementation outcomes (Mar-
cellus, 2004). When this information is
reported, the attrition data often simply
reflect completers / noncompleters at the
end of the active training phase (olin et al.,
2016). While the provision of active train-
ing completion rates may offer helpful
information for identifying which imple-
mentation processes lead to greatest reten-
tion of clinicians in this phase, reporting
attrition data from this phase alone is not
sufficient to inform retention practices
throughout the lifespan of an implementa-
tion effort. attrition after the active train-
ing phase may be reported separately in
studies of the sustainability of the eBp over
time, but this reporting is infrequent and
inconsistent. it is possible that the empha-
sis on reporting completion rates during
the active training phase arose from a car-
ryover of reporting models popular in clin-
ical trials and other treatment outcome
research where attrition and dropout
reflect the degree to which a full dose of the
intervention was received. implementation
efforts are distinct from traditional treat-
ment outcome research in many ways,

Understanding and Targeting Attrition in
Implementation of Evidence-Based Practices:
A CBT Case Example
Torrey A. Creed, Diane L. Rosenbaum, Danielle C. Centeno,
Perelman School of Medicine, University of Pennsylvania
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including the expectation that measure-
ment of sustainability is necessary to evalu-
ate the effects of the program on clinicians,
the system of care, and client outcomes
after active training phase concludes.
understanding where in the timeline clini-
cians are systematically lost (including
phases outside of active training, such as
planning and sustainability) and for what
reasons, can help identify opportunities for
interventions to improve recruitment to
participate in an eBp implementation,
retention, sustainability, return on invest-
ment, and ultimately client outcomes.

Just as other standards of reporting
have increased over the years (e.g., gender,
race and ethnicity, the consort dia-
gram), routine reporting of attrition data
may continue to advance the rigor and
knowledge of implementation science.
currently, little is known about the factors
that move clinicians to withdraw from pro-
grams of implementation (olin et al., 2016;
powell et al., 2104). the progression of
defining and refining this and other imple-
mentation outcomes follows from other
important advances from the differentia-
tion of implementation outcomes from
services and client outcomes (proctor et al.,
2009) through ongoing work to identify
instruments that measure these implemen-
tation outcomes (lewis et al., 2015). data
on potential biasing variables for both the
individuals who attrited and those who
were retained, and data that examines the
nature of, and reasons for, the attrition,
may all contribute key pieces for under-
standing attrition (Barry, 2005; Marcellus,
2004). little systematic study of attrition
risk factors in implementation can be
found in the extant literature; it is possible
that identification of these factors and
related research may be complicated since
attrition risk may occur across several
levels of organization (e.g., individuals,
agency, system of care, community).
nonetheless, investigations of clinician
characteristics as predictors of attrition in
implementation are an important next step
in advancing the field, and build from ear-
lier work, such as studies that have found
organizational climate predicts staff
turnover in settings that are implementing
eBps (sheidow et al., 2007).

presented below are three aspects of
attrition that may be important to consider
in standardizing the ways in which attrition
data are collected and reported.

Definitions
definitions of attrition may vary across

implementation programs, which influ-

ence how attrition is then reported. attri-
tion is related to both penetration and sus-
tainability in proctor’s (2009) implementa-
tion outcomes, but it does not cleanly fit
into either. penetration relates to how fully
an eBp is integrated into a service setting,
including the ratio of people who receive
the eBp out of the pool of people who were
eligible for the eBp, or the ratio of
providers who deliver the eBp out of the
pool of providers who were expected to
deliver the eBp. alternatively, sustainabil-
ity relates to the degree to which an eBp is
maintained and integrated into standard
practice over time. Both of these constructs
are conceptually related to the degree to
which trained clinicians continue to deliver
the eBp, but the operational definitions
remain vague. For example, how should
clinicians who continued to attend consul-
tation sessions but did not complete other
implementation program components
(e.g., did not meet skill competency bench-
mark, or did not provide sufficient evi-
dence of practicing eBp with clients
through session recordings) be classified?
similarly, for clinicians with multiple job
roles, what portion of their time do they
need to be actively engaged in providing
the eBp in order to be counted among
those who continue to deliver the eBp?
and how should those who complete the
active training phase, but attrit at some
point after that (e.g., complete training,
regularly deliver the eBp, and then leave
the agency a year later), be classified?

Timing
the timing of attrition during an imple-

mentation protocol may offer important
information to inform subsequent strate-
gies to increase retention. For example, if
attrition rates are found to be higher during
one stage of an implementation process
model than in the rest of the stages, strate-
gies may be targeted toward reducing bar-
riers and increasing facilitators during that
stage. similarly, phases in which attrition is
relatively low may lead to hypotheses about
strategies that build upon strengths in the
model. More sophisticated questions such
as how these patterns may differ across spe-
cific implementation models or processes,
eBps, types of settings, and clinician char-
acteristics would further help to refine
hypotheses. given the current limited
information about patterns of attrition, the
development of these types of implementa-
tion interventions represent future direc-
tions rather than next steps, but more con-
sistent reporting of when attrition occurs is
a necessary first step to move the science

toward a point where these strategies could
be developed and tested. since the current
gold-standard for eBp implementation
typically includes several components (e.g.,
workshop, clinician practice with supervi-
sion and/or consultation; sholomskas et al.,
2005) and the time frames for these com-
ponents can vary across programs (Beidas
& Kendall, 2010) at a minimum, attrition
should be reported according to the phase
of implementation in which it occurs.

Reasons
in addition to understanding the timing

of attrition, reasons for attrition offer a dif-
ferent potential intervention point. theo-
retical models of implementation suggest
that reasons for poor implementation out-
comes can be complex (aarons et al., 2011;
sitzmann & Weinhardt, 2015; Wisdom et
al., 2014), and their idiosyncratic nature
may limit the generalizability of related
findings. For example, studies have
reported that clinicians have left imple-
mentation efforts due to maternity leave
and family issues (chorpita & daleiden,
2014; gleacher et al., 2011), the additional
workload related to training or distance to
the training site (lyon et al., 2011; timmer
et al., 2016), job role changes (e.g., pro-
moted to an administrative or supervisory
role that does not involve patient care, and
therefore no longer directly practicing the
eBp; creed et al., 2016; stewart et al., 2012),
trouble recruiting and/or retaining clients
(stewart et al., 2014), and turnover (i.e.,
leaving the work setting for reasons unre-
lated to the implementation effort; creed et
al., 2016; dorsey et al., 2017; timmer et al.).
development of more standardized cate-
gories for the reasons leading to attrition
would better lend themselves to the devel-
opment of generalizable strategies to
address these reasons. on a basic level, loss
of clinicians due to concerns about the eBp
itself or the implementation process (e.g.,
poor acceptability of the eBp) would likely
require a different intervention than loss of
clinicians due to characteristics of the
agency (e.g., organizational climate). loca-
tion of the reasons for loss of clinicians
within cFir (Kirk et al., 2016) or other
frameworks may offer a more systematic
method for categorizing these factors.

Case Example
to illustrate how the collection of attri-

tion and dropout data may be used for pro-
gram evaluation to understand leaky points
in the implementation pipeline and
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develop strategies to address those leaks,
we present the Beck community initiative
(Bci; creed et al., 2014; creed et al., 2016).
to date, the Bci has partnered in training
staff to use cBt in a variety of roles (e.g.,
clinicians, line staff in the therapeutic
milieu, peer specialists) across almost 60
programs, including more than 500 clini-
cians.

Method
an examination of emerging patterns in

the data helped to identify vulnerable peri-
ods for attrition, and informs strategies to
address attrition and dropout risk. the
three aspects of attrition posed above were
addressed as follows:

Definition
the Bci implementation strategies are

designed to support the sustained practice
of an eBp (i.e., cBt), so all clinicians who
began training with the Bci and then
ended their participation at any point prior
to april 2017 were examined. in other
words, even clinicians who completed the
full active training phase, and then con-
cluded their participation during the sub-
sequent sustained practice phase, were
included in these descriptive statistics.
clinicians who ended their participation
were grouped into two categories: those
who dropped out, or withdrew from the
Bci because they no longer chose to partic-
ipate or deliver cBt, and those who attr-
ited, or withdrew from participation for
reasons reported to be unrelated to the Bci
or cBt.

Timing
Because the Bci has several phases of

involvement, each with different require-
ments and incentives for clinicians, natural
markers were used to examine when clini-
cians leave the Bci. that is, attrition and
dropout were examined at the point of
transition from the initial skill-building
workshop to the cBt consultation meet-
ings, at the midpoint of the consultation
period (i.e., 3 months postworkshop), at
the conclusion of the consultation period
(i.e., 6 months postworkshop), and at the
recertification point (2 years after complet-
ing the consultation period). although the
Bci currently discontinues tracking clini-
cian competency after they reach the 2–
year recertification milestone, competency
was tracked for earlier cohorts up to 8 years
posttraining.

Reason
in order to focus efforts on managing

the most preventable reasons for leaving

and selecting participants who are most
likely to be retained, clinicians were catego-
rized and tracked based on their reasons
for leaving the Bci according to whether
they attrited for reasons related to (a)
turnover, (b) a change of job role within the
agency to a role without direct clinical con-
tact (which prevented their ability to
deliver cBt), (c) withdrawal of the
provider agency’s participation in the Bci,
or (d) a decision to leave the Bci (e.g., still
engaged in clinical practice at their agency,
but withdrew specifically from the Bci).

the active training phase of the Bci
lasts for 7 months, including 22 hours of
intensive in-person workshops delivered to
the inaugural cohort of clinicians over the
course of 4 weeks, followed by 6 months of
weekly group consultation with cBt
experts to help clinicians develop and apply
their skills with their regular caseloads
(creed et al., 2014). By the end of the active
training phase, all clinicians who have
completed the participation requirements
(i.e., attendance at all workshops, atten-
dance at 85% or more of the consultation
groups, submission of at least 15 work sam-
ples) receive a certificate of completion.
those who also demonstrate competency
in cBt (i.e., a total score of 40 or higher on
the cognitive therapy rating scale; ctrs,
young & Beck, 1980) also earn a certificate
of competency. after the active training
phase, the expert-led consultation groups
transition to a sustained practice phase,
during which the consultation groups con-
tinue at the agency but are led by a group
facilitator chosen from within the cohort of
newly trained clinicians. to replenish clin-
icians lost to turnover and increase capac-
ity, additional clinicians participate in a
web-based training that is analogous to the
in-person workshops. after completing the
web-based training, these clinicians join
the ongoing internal consultation group
and over the course of 6 months, complete
the same requirements that the initial
cohort completed (85% attendance, submit
at least 15 work samples including one
earning a 40 or higher on the ctrs) to
become eligible for a completion or com-
petency certificates. clinicians recertify at
2 years posttraining by submitting evi-
dence that they have continued to attend at
least 85% of their internal consultation
groups, earned at least 3 continuing edu-
cation credits related to cBt, and main-
tained competency (again, as evidenced as
a total score of 40 or higher on the ctrs.)

When clinicians end their participation
in the Bci, data are gathered to reflect
when and why they have left. during the

active training phase, the instructors record
the date on which the clinician concluded
their participation, and the reason the clin-
ician gave for ending their participation
(based on the 4 categories listed above). if
the clinician cannot be reached to provide a
reason, the clinician’s supervisor identifies
the correct code. during the sustained
practice phase, attendance logs from the
internally led consultation groups are used
to identify the participation end date and a
code is recorded by the group facilitator
with the reason for the end of participation.

Results
Timing of Attrition and Dropout

among those who eventually leave the
Bci, the average length of involvement for
clinicians prior to leaving is 1.67 years—
almost a year past the end of the active
training phase. participation length ranges
from 0 days (indicating the participant
dropped out or attrited immediately after
beginning the workshop) to approximately
8 years in this ongoing project. Frequencies
of attrition and dropout over the active
training and sustainability phases of the
program are reported in table 1. the great-
est period for attrition and dropout appears
to occur after full completion of the train-
ing program. that is, only 3.13% of all clin-
icians involved in the Bci leave prior to
participating in the full workshop, and
another 13.37% leave the program prior to
the conclusion of the active training phase.
the remaining 83.5% participate in the 7-
month course of active training. the great-
est point of attrition is in the first 2 years of
sustained practice, during which 28.47% of
the participating clinicians attrit. however,
given mean annual turnover rates in cMh
of 40%–60% (Mor Barak, Missley, & levin,
2001), this 2-year rate of attrition, which
includes all turnover plus attrition other
reasons, is relatively low.

Reasons for Attrition and Dropout
additional analyses were conducted to

better understand the reasons for which
clinicians leave the Bci. the most frequent
reason for leaving the Bci was turnover.
please refer to table 2 for frequencies of
reasons for attrition and dropout.

since the greatest opportunity to
improve retention may be among those
who decided to drop from the Bci as com-
pared to those who attrited, we investigated
the timing of dropout versus attrition for
these two subgroups of clinicians. drop-
outs were more likely to occur during the
earliest portion of involvement with the
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Bci compared to attrition. specifically, of
those who discontinued participation,
those who dropped out from Bci were
more likely to end participation within the
first 30 days after the workshop (21.1%)
compared to those who attrited (3.6%) (c2

= 19.24, p = .000). this suggests that
although attrition was low in the period of
transition between the workshop and con-
sultation, those who wished to leave the
Bci self-identified early in the training
process.

Discussion
Most clinicians who withdraw from the

Bci do so via attrition rather than drop
out, and do so after the major milestones of
the program (i.e., key requirements and
incentives) have been passed. this suggests
that the intensity of the implementation
program is not a primary factor that drives
attrition. rather, there may be agency and
system-level factors that are realities of
working in community mental health that
lead to turnover. in fact, based on existing
data on turnover in community mental
health care (Mor Barak et al, 2001), it seems

that clinicians in the Bci stayed in their
positions longer than what is typical in the
field. this raises questions about whether
involvement with an implementation pro-
gram may potentially increase job role sat-
isfaction, and/or that the incentive of certi-
fication may be a strong enough pull to
influence the timing of clinicians’ decisions
to seek other employment opportunities.
alternatively, a selection bias may have led
to inclusion of clinicians who were more
stable in their positions, whether through
self-selection or nomination by agency
administration.

Further, given that the majority of those
who leave a Bci agency do so after com-
pleting the active training phase, several
strategies were instituted to retain their
skills within the local cMh system. For
example, a list of all participating Bci agen-
cies is available on several public websites,
ensuring that all Bci clinicians are aware of
alternative Bci agencies where they can
transfer their completed requirements and
continue their certification/recertification
process at the new agency. Many of the Bci
agencies also openly recruit Bci-trained
clinicians for job openings, which means

that clinicians who leave a Bci agency may
move to a new agency and not actually
attrit at all. even among those who do not
move to another Bci agency, and are there-
fore lost to tracking (and counted as an
attrit), the large majority first completed
the active training phase and therefore may
transfer their skills to practice in another
setting.

While the specific factors that may have
led some clinicians to drop out soon after
their involvement with the Bci began are
unknown, it is possible that some aspects of
the training experience may differ for
dropouts versus those who attrited. For
instance, the modality in which they partic-
ipated in the initial workshop may play an
important role in fostering connection and
engagement in clinicians. earlier analyses
that compared the Bci web-based work-
shop program to the in-person workshop
suggested that clinicians who participated
in the web-based version had a higher rate
of dropout than those who participate in
the traditional live training (german et al.,
under review). the Bci coordinated with
the group facilitators at partnering agencies
to gather feedback about why this transi-
tion was harder for those who completed
the web-based training than the in-person
training, and discovered that several factors
contributed to the higher dropout. First,
some clinicians experienced the web-based
training process to be isolating as they
completed modules alone in their offices,
in contrast to the camaraderie that is built
among in-person participants. second,
some web-based clinicians reported that
they were anxious about displaying their
nascent cBt skills in front of peers who
had been practicing cBt for months or
longer. third, clinicians trained in person
had regular face-to-face contact with Bci
staff who could remind them of upcoming
due dates, whereas web-based clinicians
received email reminders that could be
more easily overlooked, resulting in non-
completion of those requirements. Finally,
a few web-based clinicians reported that
they were hesitant to join the consultation
group of their peers who had already been
meeting regularly and built a cohesive
group. therefore, the Bci team developed
a four-part approach to address these bar-
riers. clinicians were encouraged to enroll
in the web-based training in groups of two
or more and check in with each other
weekly to encourage each other’s progress
and provide support during the multiweek
workshop training period. group facilita-
tors began to meet individually with web-
based clinicians prior to transitioning to

active training
phase

sustainability
phase

other

during workshop

after workshop, but
before consultation
midpoint

Between midpoint
and end of consulta-
tion

after consultation but
before recertification

after recertification
(when applicable)

unknown stop date

Total

18

43

34

164

80

52

391

4.60

11.00

8.70

41.94

20.46

13.30

100

3.13

7.47

5.90

28.47

13.89

9.03

67.89

Training Period

Note. Bci = Beck community initiative

Table 1. Frequency of clinicians Who left the Bci by implementation phase

Time Parameter

% of total
clinicians
who left

BCI
(n = 391)

% of total
sample

(N = 576)n
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the group meetings to orient them to the
purpose of joining the group to receive
support for growing cBt skills, to normal-
ize any anxiety the clinician may be experi-
encing, and to offer encouragement. the
group facilitator then accompanied the
clinician to the meeting, made introduc-
tions if needed, and helped ease the transi-
tion. group facilitators also provided in-
person reminders to clinicians about
upcoming due dates for certification, and
supported clinicians in achieving those
goals. although these changes are recent,
clinicians report that the modifications
have been very helpful in reducing the bar-
riers and the resulting dropouts.

across all clinicians, including those
who received the traditional in-person
workshops, the greatest time of attrition
was in the 2-year period between complet-
ing the active training phase and attempt-
ing recertification. the Bci encouraged
several retention strategies among the Bci
agencies to address this higher-risk time.
For example, several agencies instituted a
wage increase of 3%–4% to recognize the
achievement of the clinicians and encour-
age them to remain with the agency. other
agencies have used social reinforcement,
including featuring certified Bci clinicians
on their websites, or highlighting their
achievements in intra-agency communica-
tions. Bci clinicians are also frequently
enlisted within their agencies to act as local
champions, recruiting others to begin the
Bci web-based training and join the con-
sultation groups, providing recognition of
their own leadership among their peers.
the ongoing consultation groups also offer
an opportunity for peer mentoring (creed
et al., 2014; german et al., under review),
which can provide clinicians a further
sense of mastery of their cBt skills.

in addition to agency-level strategies,
the Bci began holding quarterly advanced
training Workshops at a central location
to develop advanced skills among trained
clinicians and foster a sense of belonging to
the larger Bci network. at these meetings,
Bci staff often partner with our trained
Bci clinicians for the presentations, high-
lighting their successes and innovations
with cBt. at an annual recognition cele-
bration held with all local Bci agencies,
each individual who has been certified or
recertified in the past year is recognized,
and opportunities are provided for net-
working among Bci clinicians from all Bci
agencies.

Limitations and Future Directions
there are several limitations to the

methodology and findings of this study.
First, no reliability check was performed on
the coded reasons for attrition, which could
lead to poor reliability among codes. how-
ever, the four categories were face valid
(e.g., turnover, a change of job role within
the agency to a role without direct clinical
contact, withdrawal of the agency’s partici-
pation in the Bci, or withdrawal from the
Bci despite still being eligible for participa-
tion) and were typically reported directly
by the attriting therapist. in addition, the
data reported here are observational, so any
inferences about causality should be made
very carefully.

Within a single implementation project,
consideration of the points in the pipeline
at which participants are being lost can lead
to the development of strategies targeted at
the risk factors for attrition and dropout.
however, as implementation experts and
researchers begin to standardize the ways
in which this information is gathered and
reported, a more nuanced understanding
of the patterns of risk for dropout and attri-
tion may be developed, leading in turn to
generalizable strategies for reducing

dropout and attrition. retention of partici-
pating clinicians will not only increase the
return on investment of the implementa-
tion efforts, but, more important, increases
the potential long-term impact on people
participating in these services.
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states are restructuring health care
delivery with a focus on cost savings and
care quality (naMi, 2013; nasMhpd,
2014; olin et al., 2016; rieckmann, Kovas,
cassidy, & Mccarty, 2011; tanenbaum,
2005). in response to this shift, provider
agencies are developing strategies to meet
the objectives of value-based services,
including the collection of quality metrics
and the use of patient tracking registries.
Frontline service providers are incentivized
to use data to improve use of resources,
identify areas of improvement, and sup-
port quality improvement efforts (amer-
ica’s health rankings annual report,
2016; dzau et al., 2017; Macra, 2016;
new york state department of health,
2015). this shift from paying for volume to
paying for value means that frontline
providers must adapt to a working envi-
ronment that focuses on providing short-
term services, increased accountability for
the services provided, developing compe-
tent skills in technology, and utilizing evi-
dence-based treatments (Bolen & hall,
2007; cohen, 2003; Feldman, 2001; Keefe &
hall, 1998; lu, Miller, & chen, 2002). evi-
dence-based trainings (eBts)—workshops
that aim to disseminate and implement evi-
dence-based practices (eBps) among pro-
fessionals—continue to be a focus of states
in order to meet demands for accountabil-
ity and quality (Bruns & hoagwood, 2008;
gleacher et al., 2011; hoagwood et al.,
2007; north et al., 2008).

EBP and EBT Challenges
although there are a growing number

of eBps that address child and adolescent
mental health needs (silverman & hin-
shaw, 2008), there remain few studies
about the actual dissemination and imple-
mentation of eBps among frontline mental

health service providers (Mchugh &
Barlow, 2010; novins, green, legha, &
aarons, 2013; president’s new Freedom
commission on Mental health, 2003;
proctor et al., 2009). Furthermore, the use
of evidence-based interventions among
practitioners is challenging for many rea-
sons, including time constraints and a pref-
erence for relying on other methods to
make informed treatment decisions (chor-
pita, daleiden, & collins, 2014; grol &
Wensig, 2004; stewart & chambless, 2007).

Moving eBps from research settings to
practice settings requires an infrastructure
to support implementation (aarons et al.,
2012). elements of a strong infrastructure
include targeted provider training to
improve retention in these trainings, and
user-friendly information technology sys-
tems within these trainings (stagman &
cooper, 2010). a strong fit between train-
ings and participants, less time-consuming
trainings, ongoing consultations and
supervisions, clearer instructions regarding
training tools, and ongoing intensive com-
petency training are components that hold
promise for therapist behavior change and
skillful eBt implementation (Fixsen,
naoon, Blase, Friedman, & Wallace, 2005;
Forman, 2015; Kendall & Beidas, 2007;
lyon et al., 2013). Modifying current train-
ings to address implementation barriers
and strengthening these key elements is
critical (aarons, sommerfeld, hecht,
silovsky, & chaffin, 2009).

to our knowledge, there is little
research on how trainings in evidence-
based practices can be adapted to increase
participant retention rates, improve atti-
tudes towards eBps, and facilitate its
implementation in mental health services.
eBts often do not take into account
important contextual conditions, including

clinic characteristics, clinician characteris-
tics, workflow, and reimbursement struc-
tures (hoagwood, atkins, & ialongo, 2013;
Kendall & Beidas, 2007; Mchugh &
Barlow, 2010). targeted adaptations that
address critical challenges while maintain-
ing fidelity to the original model have the
potential to impact both providers and
improve the likelihood of eBp uptake.

one barrier to disseminating and
implementing eBps within a clinical set-
ting is the high rate of participant dropout
from eBts (gleacher et al., 2011; olin et
al., 2016; southam-gerow et al., 2014). in
nys, among clinicians who do not prema-
turely quit eBts, completion rates in early
statewide eBts were just under 80%
(gleacher et al.). in another large-scale
clinician training effort, data available from
504 out of more than 1,700 clinicians who
started training showed that only 74% of
these 504 clinicians were trained to profi-
ciency (southam-gerow et al., 2014). lim-
ited attention has been directed toward
understanding the factors that motivate
clinician participation in and/or dropout
eBts (powell, McMillen, hawley, & proc-
tor, 2013). even less attention has been
devoted to applying targeted adaptations to
eBts to decrease dropout rates and pro-
mote retention (Baumann et al., 2015).
given the continued investments by the
federal and state government in workforce
development, efforts made to understand
what factors influence participant reten-
tion and engagement within eBts are crit-
ical to improve and target workforce devel-
opment investments (hoagwood et al.,
2014; southam-gerow et al.)

The NYS MAP Program
in 2006 the nys office of Mental

health (oMh) established the evidence-
Based treatment and dissemination
center (eBtdc) to train mental health
professionals providing services to children
and adolescents across the state
(carpinello, rosenberg, stone, schwager,
& Felton, 2002; gleacher et al., 2011). the
nys Managing and adapting practice
(Map) program is the most recent in a
series of eBps (e.g., cBt for ptsd and
depression, parent management training)
the state has attempted to disseminate. in
2013, Map was selected for implementa-
tion in nys because it equips service
providers with the skills needed to apply
eBp knowledge to a broader range of
clients and promotes the use of effective
and accountable practices with measurable
data and outcomes. Map suggests a poten-
tial for widespread adaptability, as it is cur-
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rently being implemented in several Mh
organizations and counties (e.g., southam-
gerow et al., 2014). the Map system is
seen as an opportunity to improve clinical
outcomes, enhance accountability, and
increase the knowledge and skills of the
workforce with tools organized to provide
clinical guidelines, models, and evidence-
based processes to inform and assist mental
health providers in formulating treatment
plans, delivering services, and tracking out-
comes (see www.practiceWise.com; chor-
pita et al., 2014; olin et al., 2016).

in the first iteration of the nys Map
program in 2013 (Map v1), olin et al.
(2016) assessed the multilevel factors asso-
ciated with clinician participation, focusing
on the predictors of clinician dropout.

they found that over half of the partici-
pants (51.2%) dropped out of the training
program, with age and region of the state
being significant predictors of dropout.
specifically, older clinicians were 1.1 times
more likely to drop out and those practic-
ing in downstate urban areas were 9.1 times
more likely to drop out (olin et al., 2016).
these findings suggested that there might
be specific factors associated with these
predictors that could be targeted for modi-
fication in order to retain a higher percent-
age of participants within eBts. olin et al.
(2016) speculated that age likely served as a
proxy for other clinician characteristics,
such as comfort and familiarity with tech-
nology. the Map system involves multiple
technical components, including navigat-

ing an online website where participants
can access eBp step-by-step guides as well
as work with Microsoft excel spreadsheets
to track client progress and treatment out-
comes. olin et al. (2016) recommended
several adaptations to the nys Map train-
ing, including the addition of continuous
monitoring of participant engagement
throughout the program to identify poten-
tial dropouts, integrating regular progress
monitoring on training engagement, and
incorporating targeted technical assistance
for participants who may need additional
support (i.e., screening individuals for abil-
ity to meet program requirements or need
additional assistance working with the
computer or Microsoft excel). these adap-
tations were implemented in the second
iteration of the nys Map program (Map
v2), which we outline and describe below,
along with the subsequent results of train-
ing participation, engagement, and
dropout rates.

Study Goals
Building on lessons learned from the

first statewide roll-out of Map (olin et al.,
2016), we targeted adaptations to the Map
trainings, with the goal of addressing key
factors related to clinician dropout. We
describe these adaptations made to Map
v2, using damschroder et al.’s (2009) theo-
retical model of the consolidated Frame-
work for implementation research (cFir;
damschroder et al., 2009). our adaptations
were connected with each of the five
domains: intervention characteristics (in
our case, Map training characteristics),
outer setting (incentives and cost), inner
setting (leadership/champions), character-
istics of the individuals (participant knowl-
edge, self-efficacy, and stage of change),
and the process of training implementation
(planning, engaging, executing, and
reflecting and evaluating (damschroder et
al.). next, we compared dropout rates
between Map v1 and Map v2. Because the
structural adaptations aimed to increase
retention rate by targeting factors hypothe-
sized to be associated with empirically
derived predictors of dropout, we expected
that the dropout rate would be significantly
lower in Map v2. We then examined asso-
ciations of clinician sociodemographic
characteristics, clinical characteristics, and
attitudes with dropout. although older
participant age was significantly associated
with dropout in Map v1, we hypothesized
that participant age will not be a significant
predictor of dropout in Map v2 because
Map v2 adaptations focused on age-
related factors (e.g., added technical sup-

V A R D A N I A N E T A L .

What do you see as the paramount challenge to bridging the
research-practice gap for mental health? In the same vein, where
should we focus our efforts to have the greatest impact?

Dr. Dorsey: We have a lot of challenges! I choose two. One is to find out how to
innovate more efficiently and to be willing to shoot for reach vs. effect size. As psy-
chologists, we often want the best treatments, delivered with the highest fidelity. We
need to think more about efficiency and population reach. Glasgow’s Minimal
Intervention Needed for Change (https://www.ncbi.nlm.nih.gov/pubmed/24653774)
should drive a lot of how we think about our work. We don’t need more Cadillacs—
we need more Honda Civics and Toyota Priuses (a little greater cost; more efficient).
Second—we need more D&I efforts drawing from other disciplines and broadening
our focus well beyond providers, to their leaders, organizations, and policies.

Dr. Garland: There are many challenges, but one that frustrates me is the fact that
as researchers, we have generally not been as effective as I’d hope in communicating
with policymakers and funding decision-makers. I appreciate the ongoing research
on how to improve the use of research for data-based decision-making in practice
(mental health, education, social service etc.), but many of us still have much to learn
about how to effectively conduct and communicate our research so that it may con-
tribute to policy and funding decisions. I’d like to see more attention to these chal-
lenges. In academia, I still perceive ambivalence about this goal, i.e., ambivalence
about the extent to which a “true scientist” should attempt to enter the policy arena.
Unfortunately, there are current counter-vailing societal forces that seem to be
increasing the challenges of advocating for data-based decision making even when
we want to.

Dr. Hanson: I see at least two areas that need to be addressed if we truly want to be
successful in our D&I efforts. First, we have to continue to translate our jargon and
very complex theories into content that is more meaningful and applicable for prac-
titioners. While I understand the importance of theory-driven work, I think we have
to move beyond this if we want this work to truly bridge the proverbial gap. Second,
cost remains a huge issue. And third, despite significant strides, there still remains
work to be done to get buy-in from multiple service sectors, such as child welfare or
juvenile justice. And, this isn’t original, but we do need to focus even more on sus-
tainability.

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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port). however, we expected clinic region,
which is immutable, to remain a significant
predictor of dropout.

Method
MAP Rollouts

the first rollout of the Map training
(Map v1) in nys occurred from septem-
ber 2013 to June 2014 (olin et al., 2016).
the nys Map training protocol was mod-
eled after the practiceWise Map develop-
ers’ training model. Map v1 training
included a 5-day core Map training with 2
in-person training days book-ending three
webinar-based trainings on common
youth disorders. these in-person trainings
were conducted across five regions of the
state. in Map v1, the core training was fol-
lowed by bi-weekly consultation calls with
the nyu trainers in groups of 8 to 10 clini-
cians, for 9 months. nys Map certification
was provided by eBtdc to participants
who completed at least 27.5 hours of core
nys Map training plus at least 12 hours
(or approximately 70%) of consultation
calls directed by an eBtdc trainer over the
9-month period. certification also
required submission of a Map therapist
portfolio, an achievement-based report for
tracking and evaluating experience and
proficiency of clinicians using the Map
system. these certification criteria were
adapted from practiceWise for nys
eBtdc. no incentives for participation
were provided by the state in Map v1.

the second nys rollout of the Map
training (Map v2) occurred between sep-
tember 2014 and april 2016. in Map v2,
targeted adaptations were made to the
structure of the training based on the
observations made in olin et al. (2016),
which suggested specific modifications for
the next Map rollout that potentially could
improve participant retention rates (e.g.,
increased administrative support, individ-
ualized technical support, increased moni-
toring of engagement). While the training
content remained the same, structural
adaptations were made. We focused specif-
ically on structural adaptations related to
the five major domains of damschroder et
al.’s (2009) cFir model.

Targeted MAP Adaptations
Based on olin et al.’s (2016) findings

about predictors of participant dropout
from Map v1, we adapted the Map v2
training rollout. We used damschroder et
al.’s (2009) cFir as an organizing frame-
work for the adaptations made (table 1).
cFir is comprised of common constructs

from published implementation theories
about factors that have been found to be
associated with implementation of eBps.
We describe the adaptations made to Map
v2 according to the five major cFir
domains: intervention (Map training)
characteristics, outer setting, inner set-
ting, training implementation process,
and characteristics of individual training
participants (see table 2).

Intervention (MAP Training)
characteristics. We modified the original
Map training to address issues speculated
to have influenced the engagement and
clinician dropout. this included the design
quality and packaging, complexity, and
adaptability of Map. With respect to
design and quality of packaging, we imple-
mented structural changes to the core and
consultation period of the training. the
original 2 in-person training days book-
ending webinar-based training days in
Map v1 was modified to four consecutive
in-person training days in Map v2. this
increased the in-person training from 12
hours to 28 hours, and eliminated webinar-
based training as part of the core training.
the consultation period was decreased
from 9 months to 4 months, and total calls
from 14 to 8, although the total percentage
of required attendance was kept constant.
consultation group size decreased from 8
to 10 clinicians to 4 to 6 clinicians, which

increased trainer/trainee interaction for
individual Map cases. phone calls were
upgraded to webinars to better engage par-
ticipants via screen sharing; Map partici-
pants were able to see corrections made to
their dashboards in real time while remain-
ing in their own clinical settings.

changes were made to the complexity
of Map to reduce clinician perception of
difficulty and facilitate learning. templates
were created based on the original clinical
dashboards, which lacked detailed guide-
lines for data input. the templates included
additional suggestions for entering and
tracking information (i.e., markers for
where to paste the pWeBs search on the
notes page, headers for descriptions of
measurements collected) and were devel-
oped to ease clinician burden in treatment
pathway development for the disorders
covered in the training (anxiety, posttrau-
matic stress disorder, depression, and dis-
ruptive behavior disorder).

in regards to adaptability, in Map v1,
specific assessments were required to be
collected to track progress (e.g., columbia
impairment scale required for every Map
case). these measures were still recom-
mended in Map v2, but alternate measures
were allowed based on individual clini-
cian’s or program’s existing preferences
(i.e., depression dashboard template rec-
ommended collecting the revised chil-
dren’s anxiety and depression scales but if

T A R G E T E D A D A P T A T I O N S A N D R E T E N T I O N R A T E S

Rollout
Core Training

In-person Training
Webinar Training
Mid-Point Meeting

Bi-Weekly Consultations (45-min)
Method
# Months
# Consultations
# Clinicians Per Group

Admin§ & IT Support
Certification Requirements

Core Training
Consultations

Incentive
Continuing Education Credits

09/13– 06/14

12 hrs (2 days)
18 hrs (3 days)
none

calls
9 months
14
8-10
minimal

≥ 27.5 of 32 hrs
11 of 14 (≥70%)

n/a

09/14 – 04/16

28 hrs (4 days)
1 hr (pre-training)¥

4 hrs (1 half-day)

webinar
4 months
8
4-5
highly individualized

32 of 32 hrs
6 of 8 (≥ 75%)

32 ce’s available

MAP v1 MAP v2

Note. *training contents in Map v1 and Map v2 were unchanged.
¥More detailed criteria for screening of clinicians during application process; pre-
training webinar provided more information regarding program requirements for
training. §admin support included close monitoring of clinician engagement
and follow-up.

Table 1. Key structural adaptations to nys Map training*
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V A R D A N I A N E T A L .

design quality and packaging:
Structure of MAP training package

complexity of Map:
Perceived difficulty of creating treatment pathways

adaptability: Tailoring to clinician needs

external policies and incentives:
Incentives for MAP training completion

clinic implementation climate - compatibility:
Assessment of fit between MAP and clinic context

planning: Increased access to MAP requirements and resources

• core training restructured from 2 in-person training days book-
ending 3 webinar-based training days to 4 consecutive in-person
training days.
• consultation period decreased from 9 months to 4 months, total
calls from 14 to 8 (required call attendance percentage kept con-
stant)
• consultation group size decreased from 8-10 clinicians to 4-6
clinicians to increase trainer/trainee interaction
• phone calls changed to webinars to better engage participants via
screen sharing
• data-driven adaptations and improvements; training team focused
on continuous quality improvement (cQi) based on participant
feedback and suggestions

• templates based on original clinical dashboards, which lacked
guidelines and additional directions for data input, were developed
for the different disorders covered in Map (e.g., anxiety, depres-
sion, disruptive behavior disorder) and included additional direc-
tions for entering and tracking information to ease clinician burden
in treatment pathway development

• in Map v1, specific assessments were required to be collected. in
Map v2, measures for tracking progress on dashboards are recom-
mended but flexible to adapt to individual clinician or program’s
existing preferences

• Map training capitalized on new social Work mandate for
continuing education credits; Map v2 provided 32 ce’s as an
incentive for participation and successful completion of training.
ce’s were not required in the previous Map rollout.

• Map team proactively conducted individual follow-up conference
calls with supervisors/directors to discuss
Map requirements, compatibility of Map with clinic context, and
selection of appropriate staff

• Map v2 training implementation was facilitated by a shift in
administrative responsibilities from the state to the Map training
team. training implementation followed a protocol including: (a)
recruitment strategies that involved targeting potential clinics iden-
tified by oMh; (b) clear expectations for participation as described
in in-depth training informational webinars; (c) outreach to inter-
ested sites about the role of Map in a managed care context and
program criteria
• Map training website revamped to include logistics, detailed
requirements and qualifications to participate online application
and general interest form, online webinar registrations for informa-
tional webinars, and FaQs about the training program

276 the Behavior Therapist

Outer Setting (Extra organizational barriers and facilitators to implementation)

Inner Setting (i.e., context where clinicians practice)

Process of Training Implementation

Intervention (MAP Training) Characteristics

CFIR Domains and Subdomains

Table 2. Map v2 adaptations Based on the consolidated Framework for implementation research (cFir, damschroder et al., 2009)

Adaptations Made to MAP v2
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T A R G E T E D A D A P T A T I O N S A N D R E T E N T I O N R A T E S

leadership engagement:
Commitment and involvement of supervisors

engagement: Increased implementation supports

reflecting and evaluating Map implementation

self-efficacy: Training participant competency around
use of technology

Fit: Provide direct clinical services to children

• recruitment efforts added emphasis for supervisor involvement in
training to increase accountability and support for participating
staff. previous rollout did not specifically target supervisors during
recruitment stage.
• trainers augmented training to target participating supervisors
and discuss specific supervisory strategies to
promote use of Map in practice

• administrative staff monitored individual comfort levels with
technology during pre-training webinar to set up additional sup-
ports for participants who may self- rate technology skills as lower
on a 1-10 scale; staff utilized information for support radar

• Map team monitored attendance logs to gauge clinician engage-
ment and increase supports for clinicians who were at risk of drop-
ping out
• individualized support throughout training tailored to specific
needs of training participants

• Mandatory pre-training webinar instituted in Map v2 to ensure
that participants have basic knowledge of Microsoft excel
• Fit with training was determined pre-training,
particularly around patient population (e.g., provide direct clinical
services to children) and it competency

Characteristics of Training Participants

(Table 2, continued)

a program already required collection of
phQ-9 assessments, then clinicians could
track this instead). this maximized the
adaptability of the technical dashboards to
better align with program measurement
efforts.

these improvements and adaptations
were data-driven; the training team
focused on continuous quality improve-
ment based on participant evaluation of the
training collected on the last day of the core
training as well as an electronic eBpas
survey administered via an online survey
software postsubmission of certification
materials. adaptations based on feedback
included the addition of specific sections
for supervisor throughout the core training
to increase engagement and increased one-
on-one dashboard tutorials for participants
who struggled to improve likelihood of
uptake, successful utilization, and sus-
tained use of intervention tools.

Outer setting. the extra organizational
components of the outer setting are diffi-
cult to target when implementing training
intervention adaptations. however, Map
capitalized on the recent external policy

change in nys for social Workers, which
mandates all licensed social workers must
complete at least 36 hours of approved con-
tinuing education courses for each trien-
nial registration period (nysed, 2015).
unlike Map v1, 32 free continuing educa-
tion credits were available to all licensed
social workers upon successful completion
of Map v2, which was a major incentive for
frontline providers to complete the train-
ing. of the 66 licensed participants who
had a degree in social work in Map v2, 49
(74.2%) requested continuing education
credits upon completion of the program.

Inner setting. in Map v2, substantial
effort was spent pretraining determining
the compatibility of the Map system with
each registrant’s implementation climate
(e.g., whether the program’s structure
would be able to support Map and meet
Map training requirements) as well as
individual discussions with clinic directors
and supervisors about their program’s
environment, available resources, and
appropriate staff to send to the training
(e.g., champions, key leaders, staff that are
tech-savvy and willing to participant in

eBts). this thorough assessment of train-
ing fit to clinic context increased the likeli-
hood of favorable attitudes and successful
completion of the training intervention.

Process of training implementation. We
implemented adaptations to the planning,
leadership engagement, participant
engagement, and the reflection and evalua-
tion of the original Map training to aug-
ment supports and target issues speculated
to have influenced engagement and clini-
cian dropout before and throughout the
training intervention. the Map v2 train-
ing implementation was facilitated by a
shift in administrative responsibilities from
the state to the Map training team. train-
ing registration followed a protocol that
included: (a) recruitment strategies target-
ing potential clinics identified by oMh; (b)
clear expectations for participation as
described in detailed informational webi-
nars; (c) outreach to interested sites about
the role of Map in a managed care context
(e.g., utilizing evidence-based care; dash-
boards that tracked treatment progress and
outcomes) and the specific program crite-
ria for the core training/certification



requirements (e.g., clinicians need anxiety,
depression, or disruptive behavior cases).
the eBtdc website was revamped by the
Map team to include training logistics,
detailed requirements and qualifications to
participate (i.e., have Microsoft excel and
Wi-Fi enabled laptop, have a child case-
load). the application processes were
streamlined from paper to electronic sub-
mission to decrease registration time,
burden, and introduce participant require-
ments for the training program immedi-
ately. a general interest form was devel-
oped for individuals who would like to
attend trainings in the future at a specific
location and date; this was later utilized for
outreach and potential recruitment. Fre-
quently asked questions about the training
program (e.g., where to download the
dashboard, how to conduct a pWeBs
search) were also posted on the website to
provide easily available information to
both participating staff and those inter-
ested in the training. these changes
increased the accessibility and clarity of the

training requirements, reducing potential
misunderstandings about the training.

With respect to leadership engagement,
recruitment efforts by the Map team
emphasized the need for clinic director and
supervisor involvement in the training
intervention (i.e., emails were specifically
sent to program directors/supervisors that
expressed interest in evidence-based train-
ings and were invited to informational
webinars). this aimed to increase the
accountability and support for participat-
ing clinical staff and may have contributed
to training engagement. the intervention
included specific questions for supervisors
to address throughout the entire training,
which aimed to increase their engagement
and support. Map v1 did not specifically
target supervisors during the recruitment
stage or training stage.

in terms of engagement, the Map
administrative staff monitored individual
comfort levels with technology during the
mandatory pretraining webinar and set up
a range of additional supports for partici-

pants with lower self-rated technology
skills. staff utilized this information to put
participants on a support radar and pro-
vided additional assistance accordingly
(i.e., on a 1–10 scale, those who self-rated
comfort with technology between 1–5
would likely need one-on-one support
throughout the entire training; those who
self-rated between 5–8 would likely need
periodic email correspondence, etc.).

With regards to reflecting and evaluat-
ing the Map v2 training intervention, the
Map team continuously monitored atten-
dance logs to gauge levels of clinician
engagement (i.e., number of webinar calls
attended, amount of consultation received)
and to increase supports for clinicians who
were at risk of dropping out (e.g., schedul-
ing additional phone calls and webinars
with these individuals to discuss potential
barriers for completing the program). indi-
vidualized support throughout the core
training and consultation period was tai-
lored to the specific needs of training par-
ticipants (e.g., one-on-one technical and
clinical support webinars as needed, efforts
to remind participants of requirements
necessary to receive certification and train-
ing deadlines).

Characteristics of individual training
participants. to target participant self-effi-
cacy around the use of technology in Map
v2, a mandatory pretraining webinar was
instituted to establish a foundational
knowledge of Microsoft excel. pretraining
ratings of self-efficacy and comfort with
technology were collected as monitoring
agents for older clinicians who were found
to have higher rates of self-efficacy but
struggled more with the technical aspect of
the training in Map v1 (olin et al., 2016).
it support was provided to this subset of
participants, who may have otherwise
dropped out of the training. Fit between
training, clinician role and patient popula-
tion (i.e., direct service provider with child
caseload) and it competency was also
assessed pretraining so that inappropriate
participants could be selected out prior to
training.

Data Sources
study data were extracted and merged

from a pretraining survey and attendance
logs. For both rollouts, participating clini-
cians completed the Map survey measures
on day 1, prior to the start of training.
Map survey measures included items on
demographics, clinician practice character-
istics, perceptions of their clinic program’s
climate and work attitudes. For Map v2,

V A R D A N I A N E T A L .

Table 3. Map v1 & Map v2 clinician and practice characteristics

Note. *Map v.1.0 – about n=30 clinicians with missing data for these variables. ¥data collected in first
training round in Map v.2.0 and all subsequent training rounds. §data collected in second training
round in Map v.2.0 and all subsequent training rounds (missing n=30 scores).
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we also included three questions assessing
clinicians’ comfort with technology. atten-
dance logs provided data on clinician
attendance, number of Map cases, and
portfolio submission. the u.s. depart-
ment of health and human services area
health resources Files (ahrF, 2014) pro-
vided county demographic data for both
Map v1 and Map v2.

Participants
the sample included all clinicians who

registered for the Map v1 (n = 186) or
Map v2 training (n = 154). in Map v1,
participants were on average 37.4 ± 10.8
years old, predominantly White (62.5 %),
female (83.9 %), and had master’s degrees
(87.6 %). the majority worked full time
(94.8 %), were licensed (93.8 %), spent on
average 20.9 ± 9.0 hours per week in direct
client contact. the majority of clinicians
were from outpatient programs (89.8%)
and from the downstate urban region
(70.1%). in Map v2, participants were on
average 43.0 ± 12.0 years old, predomi-
nantly white (70.5 %), female (82.8 %), and
had master’s degrees (81.1 %). the major-
ity worked full time (95.1 %), were licensed
(73.8 %), spent on average 18.5 ± 10.0
hours per week in direct client contact. the
majority of clinicians were from outpatient
programs (73.0%) but less than half were
from the downstate urban region (41.8%).

Measures
Outcome: Dropouts. dropouts are

defined as clinicians who attended less than
70% of consultation calls and did not
submit a Map portfolio for certification.

Clinician demographics. sociodemo-
graphic information included age, ethnic-
ity (categorized as White, non-hispanic;
Black/african american; hispanic; other),
gender (female, male), and education
(bachelor’s, master’s, doctorate).

Clinician practice characteristics. For
both Map v1 and Map v2, clinician prac-
tice characteristics included employment
status (full-time or part-time), licensure
status (yes/no), direct weekly client contact
hours, number of clients on current case-
load, and number of Map cases. addi-
tional measures were collected in Map v2,
including the evidence-Based practice
attitude scale (eBpas; aarons, 2004) and
clinician comfort with technology. the
language for the eBpas was edited to
specifically gauge clinician attitude toward
Map (instead of eBps in general) and were
collected from participants once before the

consultation period of the program and
once after participants submitted their final
portfolios. the three subscales of the
eBpas include (1) appeal, the extent to
which an eBp would be adopted if it were
intuitively appealing; (2) openness, the
extent to which the provider is generally
open to trying new interventions; and (3)
divergence, the extent to which the
provider perceives eBps as not useful and
less important than clinical experience
(aarons et al., 2010). Questions regarding
clinician comfort with technology included
frequency of Microsoft excel data entry;
frequency of reading Microsoft excel
graphs; and level of confidence in the abil-
ity to master a new computer program on a
1–4 scale.

Clinic-level variables. clinic level vari-
ables included the four program categories
that participated in both Map v1 and Map

v2: (1) outpatient services, which provide
treatment and rehabilitation in clinical set-
tings; (2) inpatient services, which provide
stabilization and intensive treatment and
rehabilitation care in a controlled environ-
ment; (3) residential services, which are
offered to children to provide short-term
assessment, treatment, and aftercare plan-
ning; and (4) support services, which are
community based and help children with
serious emotional challenges to remain
with their families (nys oMh, 2016).

Extra-organizational variables. clinics
were categorized by oMh administrative
regions (downstate representing new york
city, long island and upstate representing
central, hudson, Western regions) and as
rural or urban based on ahrF county
rural–urban continuum codes (olin et al.,
2016). however, downstate nys is only
urban, and a new variable denoting region-

T A R G E T E D A D A P T A T I O N S A N D R E T E N T I O N R A T E S

How can organizations like ABCT help to disseminate/implement
evidence-based treatments?

Dr. Chorpita: I think we need to encourage greater intellectual diversity within our
own ranks—to make ourselves a bit uncomfortable even, by inviting others into our
conversations and collaboration. Let me be clear, I think we will always be an organi-
zation that prioritizes science and its ever-growing yield as a way to guide strategic
action. But we can preserve and even spread those core principles and values while
we listen and learn from many other relevant disciplines and constituencies, both
within and beyond mental health. The depth of expertise of our membership is
unparalleled, but we will need breadth to take our work to the next level and to
achieve our mission—to improve lives—on a grander scale.

Dr. Dorsey: In ABCT, we want to have an impact. The best way we can accomplish
our desired impact is to be leaders in helping to figure out how all the research
we’ve done and will continue to do can inform actual practice, in usual care settings,
for the benefit of individuals served in those settings.

Dr. Garland: I’d love to see ABCT strengthen its relationship with other disciplines
(i.e., disciplines beyond psychology), specifically, professional organizations and train-
ing programs representing disciplines that comprise the mental health workforce
(e.g., master’s-level counseling, marital & family therapy, social work, etc.). One of
the great things about ABCT is that it is not discipline specific, but we need to find
ways to better engage trainees and clinicians from diverse disciplines. As I responded
to this question I received a timely announcement that the student representative for
DIS SIG is in a social work program—that’s terrific! This organization has the potential
to be a leading transdisciplinary driver of effective mental health care.
Dr. Hanson: Probably stating the obvious here, but in order to get EBTs to the folks
that need them, D&I remains critical to the field and to organizations, like ABCT.
Also, ABCT has one of the largest, and strongest, representation of students, which
gives the organization a tremendous opportunity to help "grow" new researchers
and support those with an interest in this area of study.

D&I Spotlight Interviews: http://www.abct.org/docs/PastIssue/40n7sup.pdf
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urbanicity was created to reflect three cate-
gories: downstate-urban, upstate-urban,
and upstate-rural (olin et al., 2016).

Statistical Analyses
Means and standard deviations were

used to summarize continuous measures,
and counts and percentages were used to
summarize categorical measures. data
from Map v1 and Map v2 were compared
using the two-sample t-test for normally
distributed measures, the Wilcoxon rank-
sum test for skewed measures, and the chi-
square test for categorical measures. For
Map v2, bivariate associations of clinician
sociodemographic and clinical characteris-
tics, attitudes and self-efficacy with
dropout were evaluated using the t-test,
Wilcoxon rank-sum test, and the chi-
square test. statistical significance was set
at p<.05, and analyses were performed
using sas version 9.4 (sas institute, cary,
nc).

Results
Analytic Sample

Map participants who attended the
first day of training, provided direct clinical
services, and gave consent to participate in
this study were included in the analytic
sample. For Map v1, 154 of the 186 indi-
viduals who registered for the training
attended the first day of training; of these
154 individuals, 27 individuals were
excluded because they did not provide
direct clinical services or did not consent to
participate in the study (olin et al., 2016).
For Map v2, 128 of the 168 individuals
who registered for the training attended the
first day of training; 4 of these 128 individ-
uals were excluded because they did not
provide direct clinical services. the ana-
lytic sample includes 127 participants from
Map v1 and 122 participants from Map
v2.

Cohorts. For both Map v1 and Map v2,
all clinicians who began consultation calls
attended the requisite number of in-person
training hours. notably, the two cohorts in
Map v1 and Map v2 varied significantly
on the two variables that previously pre-
dicted dropout in olin et al. (2016): age and
region (see table 3). Map v2 clinicians
were 5.6 years older on average than Map
v1 clinicians (p<.001) and a greater propor-
tion were from upstate urban areas (50.8%
vs. 20.5%, p<.001). in addition, Map v2
participants included more unlicensed
providers (26.2% vs. 6.2% p<.001) and

more participants from nonoutpatient
clinics (27.0% vs. 10.2%, p<.001).

Dropouts. the dropout rate for Map v2
was significantly lower than Map v2
(51.2% vs. 12.3%, p<.001). For both roll-
outs, clinicians who dropped out attended
fewer required calls than completers (Map
v1: 33% vs. 83%, p<.001; Map v2: 36% vs.
82%, p<.001). characteristics of clinicians
who dropped out in Map v2 were gener-
ally similar to those in Map v1 (see table
3).

due to the small number of dropouts in
Map v2 (n = 15), we examined bivariate
associations. unlike Map v1 where older
clinicians and downstate clinicians were
more likely to drop out, age and region
were not associated with dropout in Map
v2 (p=0.87 and p=.50, respectively). in
Map v2, the only significant predictor of
dropout was the rating on the eBpas
appeal subscale; dropouts had significantly
lower ratings on the eBpas appeal scale on
average compared to completers (2.03 vs.
2.55, p=.01). none of the clinician or clini-
cian practice characteristics, self-efficacy,
or comfort with technology questions was
associated with dropout in Map v2.

Discussion
targeted structural adaptions, although

not content changes, were made to the
second rollout of nys Map (Map v2) and
significant decreases in participant dropout
were observed when compared to data
from the first Map rollout (Map v2 n = 15
vs. Map v1 n = 65). it is important to note
that there were unexpected but significant
differences in the cohorts from Map v1 to
Map v2, particularly for two variables that
predicted dropout in the first rollout. the
Map v2 cohort was older, and consisted of
a significantly higher proportion of partic-
ipants from upstate urban regions and sig-
nificantly fewer participants from down-
state urban regions compared to Map v1.
While this cohort difference prevents us
from making meaningful comparisons
between the first and second Map rollouts,
it is notable that the dropout rate decreased
from 51.2% to 12.6%, despite Map v2 par-
ticipants being substantially older and
therefore at greater risk of dropping out of
the training. We speculate that a number of
service delivery changes influenced who
participated in these Map trainings.
posthoc analyses found that many more
participants in the second cohort came
from inpatient, residential, and support
facilities, which were not fee-for-service

providers. in essence, participants who
attended these two trainings were quite dif-
ferent. We believe that the shift to managed
health care may have influenced the types
of clinics that continued to be interested in
participating in the trainings.

the cost of eBts (e.g., sending clini-
cians to the training, lost productivity
during implementation and maintenance
stages) has been found to be a barrier to
successfully implementing eBps within
clinical settings (george et al., 2008; Kil-
bourne, neumann, pincus, Bauer, & stall,
2007; Moser, deluca, Bond, & rollins,
2004). importantly, continuing education
for social workers became mandatory in
nys during the second rollout of Map.
Map v2 offered 32 hours of free continu-
ing education credits to licensed social
workers who completed the program.
almost three-quarters of eligible partici-
pants utilized this opportunity, suggesting
that targeted incentives may be a potent
motivator for participation in and comple-
tion of eBts. another important and
potentially modifiable characteristic asso-
ciated with dropout was the eBpas appeal
subscale. eBpas appeal scores at baseline
were significantly lower among dropouts
than completers in Map v2; this was the
only variable significantly associated with
dropout in the second cohort. this sug-
gests that targeted attention to individuals
with low eBpas prior to training may also
improve retention. clinician characteris-
tics, practice characteristics, self-efficacy,
and comfort with technology questions
were not associated with dropout in Map
v2.

Limitations
Because there were significant differ-

ences between the two Map training
cohorts, we could not attribute improve-
ments in Map training retention to the
adaptations made to Map. While the sub-
stantial differences in dropout rates suggest
that targeted strategies to improve training
structure may have been effective in
improving clinician engagement and
retention, cohort differences make it
impossible to confirm this. nevertheless,
because the literature suggests the impor-
tance of innovation-fit, relevance, and ease
of use for training interventions (chor,
Wisdom, olin, hoagwood, & horwitz,
2015), the findings are provocative and
suggest areas for future research.

Conclusion
to our knowledge, this is the first paper

to evaluate targeted adaptations to a spe-
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cific state-wide eBt initiative. the adapta-
tions were based on observations from an
earlier Map training rollout (olin et al.,
2016); these targeted adaptations may have
had an influence on the significant
improvement in retention rates in the
second cohort. the findings from this
study support the notion of continuously
monitoring engagement and participation
levels of trainees during eBt. Further
investigation regarding targeted training
intervention adaptations and their impact
on trainee cohorts is needed to identify
core strategies that will improve an out-
come of significant relevance to states.
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findCBT.org

Find a CBT Therapist

ABCT’s Find a CBT Therapist
directory is a compilation of prac-

titioners schooled in cognitive and

behavioral techniques. In addition

to standard search capabilities

(name, location, and area of exper-

tise), ABCT’s Find a CBT Therapist

offers a range of advanced search

capabilities, enabling the user to

take a Symptom Checklist, review

specialties, link to self-help books,

and search for therapists based on

insurance accepted.

We urge you to sign up for the

Expanded Find a CBT Therapist
(an extra $50 per year). With this

addition, potential clients will see

what insurance you accept, your

practice philosophy, your website,

and other practice particulars.

To sign up for the Expanded Find

a CBT Therapist, click mEmBEr

logIn on the upper left-hand of the

home page and proceed to the

ABCT online store, where you will

click on “Find CBT Therapist.”

For further questions, call the

ABCT central office at 212-647-

1890.



n FELLOWSHIPS IN ADVANCED
COGNITIVE THERAPY FOR SCHIZO-
PHRENIA WITH AARON T. BECK
university of pennsylvania

We offer an exciting opportunity for post-
doctoral applicants in the aaron t. Beck psy-
chopathology research center at the univer-
sity of pennsylvania. specifically, our mission
is to develop professionals who will become
leaders in the field of psychosocial
approaches that promote recovery for indi-
viduals with schizophrenia. under the direc-
tion of aaron t. Beck, M.d., our program
includes clinical trials of innovative treat-
ments for the disorder, dissemination and
implementation of these treatment protocols
into community mental health centers and
psychiatric hospitals, as well as basic research.
We have been recognized for our cutting edge
work in this field. For more information, see
http://aaronbeckcenter.org.

applicants who have earned an ph.d.,
psy.d., or equivalent in psychology, social
work, medicine or other related field and
have had previous training in cognitive ther-
apy, severe mental illness, or recovery-ori-
ented services are encouraged to apply. Bilin-
gual candidates are especially encouraged to
apply.

please send a curriculum vita with a cover
letter and two letters of recommendation via
email to aaron t. Beck, M.d., at abeck@
mail.med.upenn.edu.

the university of pennsylvania is an
equal opportunity/affirmative action
employer. seeking applicants for current and
future positions. notes: 2 openings.

university of pennsylvania, 3451 Walnut
street, philadelphia, pa 19104. the univer-
sity of pennsylvania is an equal opportu-
nity/affirmative action employer.

n FULL TIME THERAPIST POSITION
AVAILABLE. due to our growth, Moun-
tain Valley treatment center seeks an addi-
tional licensed clinician to join our excep-
tional clinical team as a primary therapist at
its beautiful campus in pike, nh. Mountain
Valley, a short term residential treatment
program, serves male and female adoles-
cents and emerging adults, 13 – 20 years old,
from across the globe with debilitating anxi-
ety and ocd. located on the edge of the
White Mountains and connecticut river
Valley, 30 minutes north of the hanover,
nh and dartmouth college area,

Mountain Valley adds clinically intensive
cBt and erp within an experiential educa-
tion program and mindfulness-based milieu.

primary therapists manage a caseload of
3-5 private pay residents over their 90 day
treatment stay providing individual, group,
and family therapy. designing and imple-
menting exposures with their clients on its
iconic new england, 1800 acre conservation
land location and within local communities
provides a unique professional experience
unmatched at any other residential treatment
setting.

the ideal candidate will have at a mini-
mum a master’s degree, be currently licensed
or license-eligible in new hampshire clini-
cian with an understanding of cBt based
modalities such as dBt, act and erp. prior
experience serving clients with ocd and
anxiety disorders preferred.

above average salary, full benefits pack-
age, relocation and temporary housing assis-
tance, and annual professional development
opportunities such as attending aBct,
adaa and iocdF conferences. casual work
and team focused environment. Mountain
Valley supports the professional growth of all
its staff. please contact don Vardell, execu-
tive director at dvardell@mountainval-
leytreatment.org for more information or to
apply.

C L A S S I F I E D S
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Classified ads are only $4.00 per line. For a
free price estimate, attach the text of your ad
in the form of a Word document and email
Stephanie Schwartz at sschwartz@abct. For
information on display ads, deadlines, and
rates, contact S. Schwartz at the email above
or visit our website at www.abct.org and click
on ADVERTISE. Below are the 2013 deadlines:

IISSSSUUEE DDEEAADDLLIINNEE

January December 5

February January 5

March February 6

April March 6

June May 5

September July 27

October Sept. 6

December November 7

aDveRTISINg in tBT

And don’t forget ABCT’s on-line . . .

Resources for

• Grants
• Links to government funding

agencies

• Data collection tools
• Statistical software

• tBT articles related to professional
development in research

• Links to international scientific
organizations

PLUS: Questionnaire and interview
resources, and much more.

http://www.abct.org

Resources for Professionals
& Students

õ

researchers

JOB SEEKERS | EMPLOYERS

http://jobbank.abct.org
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Associate
renae Beaumont
Jeffrey Froh
shari pescatore
amy adolfo signore

Full Members
carolyn allard
daniel almirall
rachel ammirati
arthur andrews iii
aaron Baker
Karen Bearss
grace Bechle
Megan Bell
helen Black
Whitney Black
Mark Blanca
Mary Bonsu
richard Brouillette
christy capone
ambrose cheng
candice chow
christopher conley
Kitty dahl
Janine domingues
carey dowling
Michael dunn
colleen ehrnstrom
Jeffrey gambles
rachel gingold
patrick gosselin
tom hagesfeld
amy herschell
aaron hogue
Jason horowitz
suzannah iadarola
Bonita Klein-tasman
candice la lima
christa labouliere
courtney leclair
rick leichtweis
Wendi lev
Betty liao
georgina lopez
Jordan lyon
Melissa Marcus
claudia Mason
robert Maurer
haley Medlin
Joel Minden
christine Moberg
Frank Morelli
Frances Moyer
erica Musser
robert northcutt
catherine o hayer
Janine olthuis
Kenneth phelps

Vaishali raval
ashley ross
Jacklyn ruhl
pamela schippell
holly scott
christine sieberg
colleen sloan
diane smallwood
Melissa soo hoo
l stuart cody
erica tan
christopher udell
sagit Vishra
Jennifer Wachen
stephanie Waggel
anne Walters
carolyn Webster-
stratton
eanah Whaley
tetsuya yamamoto
Judith Zackson

New Professional 1
lena andersen
allison Brandt
lara Brodzinsky
Kaylee Burnham
nicole detore
ricardo eiraldi
lisa glassman
Jaclyn goldman
audrey harkness
lacey herrington
Karolina Kowarz
Florencia lebensohn-
chialvo
andrea niles
carissa philippi
Julina rattel
stephanie smith
adrian thompson

New Professional 2
gerald adamson
Jason duncan
clarissa gosney
nora Kline
Jessica Maples-Keller
stevie schein
nicole stadnick
Michelle Wilson

New Professional 3
chiaying Wei

Postbaccalaureate
emily ahles
allegra anderson
aishvarya arora

gina Belli
Kendal Binion
Mackenzie Brown
Wendy chu
alexandra convertino
caroline cusick
Jacob dinerman
layla elmi
cameron evans
lydia Federico
nicole Fossos-Wong
Kristen Frosio
amanda gentz
emi gilbert
alexandra golik
samantha hellberg
Kimberly henriquez
rafaella Jakubovic
Jessica Janos
stephanie Jeffirs
alexandra Jensen
Julia Johnston
paraskevi Kambanis
Kendra Knudsen
Maya Kratzer
ilana ladis
clara lee
isaac Mirzadegan
glory oh
asia perkins
Julie petersen
Meredith powers
dana schindler
aidan schmitt
Mary skapek
Bryan stiles
yael stovezky
sarah Wieman
paul young
Brianna young

Students
Mayesha alam
lorraine alire
adrienne anderson
Brenda arellano
inna arnaudova
Melissa aust
natasha Bailen
danielle Baker
Brittany Balassone
Meghan Bauer
Megan Baumgardner
Valerie Becker
Victoria Bennett
Madeline Benz
Kate Berghuis
Jasmine Berry
Joseph Bettcher

lia Bishop
alexis Blessing
Jennifer Blossom
John Brady
courtney Breiner
carolyn Brennan
sarah Brenner
rachel capps
abigail caserta
Joseph censor
alexa chandler
Kelly chen
grace cho
Bridget cho
spencer choy
Kimberly cimino
deja clement
adelyn cohen
elizabeth combs
allison conforte
cristian dacosta
chelsea day
Jasmine dayan
Kayla deFazio
Meaghan delcourt
lillian dobbs-Marsh
cole duncan
ashley Fedynich
alana Fenton
Michelle Fernando
danielle Fishbein
anna Franklin
anna gai
ashley galsky
christina gamache
Martin
diana gamez
caitlin gasperetti
christopher georgiadis
sarah ghose
rebecca ginat-Frolich
ali giusto
lara glenn
alison goldblatt
Julia goldmark
rogelio gonzalez
rebecca grekin
arryn guy
ashley hadwiger
renee hangartner
holly hauser
catherine hausman
emily he
hannah herc
ashley hicks
Veronica high
Megan higinbotham
leela holman
amanda howard

chloe hudson
nadia huq
alex irwin
lance Johns
emily Johnson
payton Jones
Katherine Jongsma
Joanna Kim
richard Kim
casey Kohen
Merdijana Kovacevic
Katie Krajewski
Maria Kryza-lacombe
nichole Kuck
Mary Kuckertz
Madeline lagacey
Jeanine lane
emily lang
nicole lange
Marla lauber
amina lazzouni
Jesse lee Wilde
navjeet lehal
gabriela lelakowska
Jordanna lembo
Katherine leppert
emily livermore
Mandi logsdon
laura long
erin long
daisy lopez
Jaclyn ludmer
Julie lutz
ellen Manegold
hannah Martinez
Margaret Martinez
Marilyn Mccune
hayley McMahon
alana McVey
ilayna Mehrtens
Jocelyn Meza
Jennifer Miller
rebekah Mitchell
Kimberly Morton
alexandra Muratore
andrea Murray
swap Mushiana
ashley Muskett
taylor nezich
abigail ngayan
derek novacek
sean o`hearn
Maggie o`reilly treter
gili ornan
rachel ouellette
courtney paisley
andrew paladino
caitlin paquet
nikita patel

ABCT | Welcome, New Members!
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Megan pejsa-reitz
david perlman
thomas peterson
amani piers
Kelsey pritchard
chandler puhy
christina Quach
paolo raymundo
hannah reas
sydney risley
adriana rodriguez
Margarita sala
carly salzberg
shelby savoree
emily scarpulla
hillary schiltz
Jessie schulman
Judah serrano
danielle shayani
caitlin simson
shaneika smith
matt smith
ampornpan solie
pauline song-choi
russell sorenson
anne sorrell
samuel spencer
sarah staats
taylor stephens
Julie stern
Kathleen stewart
Katerina stratigis
Karolyne stucki
ashley synger
Bayley taple
naomi tarlow
Johanna terry
hardian thamrin
Fiona thomas
anna tillery
aubrey toole
Mia trentadue
aleksandra usyatynsky
isabella Viducich
sarah Vitale
alison Vogelsang
elysha Walker
Katherine Walukevich
ewald Wefelmeyer
Jonathan Westman
nicole Wilberding
Kelsey Winters
Kerri Woodward
Wing yee Jackie Ma

We welcome your participation. It is

intended to both bring CBT to the

public and help provide information

on CBT's effectiveness to the media

in the press, on radio and TV, and

online. To join: click the SPEAKERS

BUREAU button on the demographic

section of your membership profile

or contact David Teisler, Director of

Communications at

teisler@abct.org. Please make sure

that your specialties are up to date

so that the media can find you.

Speakers
Bureau

ANNOUNCING

the FORMATION

of the ABCT

Dilemnas in Ethical Practice and Stategies for Decision Making
Melba J. T. Vasquez, Ph.D.

• 11:00 A.M.–12:30 P.M. Eastern | 10:00 A.M.–11:00 A.M. Central | 9:00 a.m.–10:30 A.M. Mountain |
8:00 A.M. – 9:30 A.M. Pacific

• $30 for members | $45 for nonmembers

This webinar will present an overview of the various dilemmas and challenges faced by psychol-
ogists in their clinical work. Available data of vulnerable areas for practitioners will be provided
to increase practitioner's awareness, including from the Insurance Trust regarding primary alle-
gations in losses; the Association of State and Provincial Psychology Boards (ASPPB) summary
of reported disciplinary actions for psychologists by licensing boards; and the American Psycho-
logical Association Ethics Office summary of number and types of complaints. Controversial
changes in the adjudication processes of cases in the latter will be briefly described. Strategies
to prevent violations will be reviewed, including basic tasks for professional ethics, moral princi-
ples that underlie the Ethics Code standards, and information from various guidelines. A model
for resolving ethical dilemmas will be provided as foundation for developing an ethical orienta-
tion to aid in ethical decision making.

NOV. 9

register at www.abct.org

Webinarthe next ABCT
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The ABCT Awards and Recognition Committee, chaired by Cassidy Gutner, Ph.D., of Boston University School of Medicine,
is pleased to announce the 2018 awards program. Nominations are requested in all categories listed below. Given the number
of submissions received for these awards, the committee is unable to consider additional letters of support or supplemental
materials beyond those specified in the instructions below. Please note that award nominations may not be submitted by cur-
rent members of the ABCT Board of Directors.

Career/Lifetime Achievement
Eligible candidates for this award should be members of ABCT in good standing who have made significant contributions
over a number of years to cognitive and/or behavior therapy. Recent recipients of this award include Thomas H.
Ollendick, Lauren B. Alloy, Lyn Abramson, David M. Clark, Marsha Linehan, and Dianne L. Chambless. Applications
should include a nomination form (available at www.abct.org/awards), three letters of support, and the nominee’s cur-
riculum vitae. Please e-mail the nomination materials as one pdf document to awards.abct@gmail.com. Include
“Career/Lifetime Achievement” in the subject line. Also, send a copy to the ABCT Central Office:
2018ABCTAwards@abct.org. Nomination deadline: March 1, 2018

Outstanding Mentor
This year we are seeking eligible candidates for the Outstanding Mentor award who are members of ABCT in good stand-
ing who have encouraged the clinical and/or academic and professional excellence of psychology graduate students,
interns, postdocs, and/or residents. Outstanding mentors are considered those who have provided exceptional guidance to
students through leadership, advisement, and activities aimed at providing opportunities for professional development,
networking, and future growth. Appropriate nominators are current or past students of the mentor. Previous recipients of
this award are Richard Heimberg, G.Terence Wilson, Richard J. McNally, Mitchell J. Prinstein, Bethany Teachman, and
Evan Forman. Please complete the nomination form found online at www.abct.org.Then e-mail the completed form and
associated materials as one pdf document to awards.abct@gmail.com. Include “Outstanding Mentor” in your subject head-
ing. Also, send a copy to the ABCT Central Office: 2018ABCTAwards@abct.org.
Nomination deadline: March 1, 2018

Distinguished Friend to Behavior Therapy
Eligible candidates for this award should NOT be members of ABCT, but are individuals who have promoted the mission
of cognitive and/or behavioral work outside of our organization. Applications should include a letter of nomination, three
letters of support, and a curriculum vitae of the nominee. Recent recipients of this award include Mark S. Bauer,Vikram
Patel, Benedict Carey, and Patrick J. Kennedy. Applications should include a nomination form (available at
www.abct.org/awards), three letters of support, and the nominee’s curriculum vitae. Please e-mail the nomination mate-
rials as one pdf document to awards.abct@gmail.com. Include “Distinguished Friend to BT” in the subject line. Also, send
a copy to the ABCT Central Office: 2018ABCTAwards@abct.org. Nomination deadline: March 1, 2018

Anne Marie Albano Early Career Award for Excellence
in the Integration of Science and Practice

Dr. Anne Marie Albano is recognized as an outstanding clinician, scientist, and teacher dedicated to ABCT’s mission. She is
known for her contagious enthusiasm for the advancement of cognitive and behavioral science and practice.The purpose of
this award is to recognize early career professionals who share Dr. Albano’s core commitments.This award includes a cash
prize to support travel to the ABCT Annual Meeting and to sponsor participation in a clinical treatment workshop.
Eligibility requirements are as follows: (1) Candidates must be active members of ABCT, (2) New/Early Career
Professionals within the first 5 years of receiving his or her doctoral degree (PhD, PsyD, EdD). Preference will be given to

Call for Award Nominations2018
����������������
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applicants with a demonstrated interest in and commitment to child and adolescent mental health care. Applicants should
submit: nominating cover letter, CV, personal statement up to three pages (statements exceeding 3 pages will not be
reviewed), and 2 to 3 supporting letters. Application materials should be emailed as one pdf document to
Awards.ABCT@gmail.com. Include candidate's last name and “Albano Award” in the subject line. Also, send a copy to
the ABCT Central Office: 2018ABCTAwards@abct.org.
This award is made possible by a generous donation to ABCT.A family who benefitted from CBT and knows of Dr.Albano’s work expressed
wanting to see others benefit from CBT and CBT-trained therapists.
Nomination deadline: March 1, 2018

Student Dissertation Awards
• Virginia A. Roswell Student Dissertation Award ($1,000)
• Leonard Krasner Student Dissertation Award ($1,000)
• John R. Z. Abela Student Dissertation Award ($500)
Each award will be given to one student based on his/her doctoral dissertation proposal. Accompanying this honor will be a
monetary award (see above) to be used in support of research (e.g., to pay participants, to purchase testing equipment)
and/or to facilitate travel to the ABCT convention. Eligibility requirements for these awards are as follows: 1) Candidates
must be student members of ABCT, 2) Topic area of dissertation research must be of direct relevance to cognitive-behavioral
therapy, broadly defined, 3) The dissertation must have been successfully proposed, and 4) The dissertation must not have
been defended prior to November 2017. Proposals with preliminary results included are preferred.To be considered for the
Abela Award, research should be relevant to the development, maintenance, and/or treatment of depression in children
and/or adolescents (i.e., under age 18). Self-nominations are accepted or a student's dissertation mentor may complete the
nomination.The nomination must include a letter of recommendation from the dissertation advisor. Please complete the
nomination form found online at www.abct.org/awards/. Then e-mail the nomination materials (including letter of recom-
mendation) as one pdf document to awards.abct@gmail.com. Include candidate’s last name and “Student Dissertation
Award” in the subject line. Also, send a copy to the ABCT Central Office: 2018ABCTAwards@abct.org.
Nomination deadline: March 1, 2018

President’s New Researcher Award
ABCT’s 2017-18 President, Sabine Wilhelm, Ph.D., invites submissions for the 40th Annual President’s New Researcher
Award.The winner will receive a certificate and a cash prize of $500.The award will be based upon an early program of
research that reflects factors such as: consistency with the mission of ABCT; independent work published in high-impact jour-
nals; and promise of developing theoretical or practical applications that represent clear advances to the field.While nomina-
tions consistent with the conference theme are particularly encouraged, submissions will be accepted on any topic relevant to
cognitive behavior therapy, including but not limited to topics such as the development and testing of models, innovative
practices, technical solutions, novel venues for service delivery, and new applications of well-established psychological princi-
ples. Requirements: candidates must be the first author, and self-nominations are accepted; 3 letters of recommendation must
be included; the author's CV, letters of support, and paper must be submitted in both electronic and paper form.
E-mail the nomination materials (including letter of recommendation) as one pdf document to PNRAward@abct.org. Include
candidate’s last name and “President's New Researcher” in the subject line. Nomination deadline: August 1, 2018

Nominations for the following award are solicited from members of the ABCT governance:

Outstanding Service to ABCT
Please complete the nomination form found online at www.abct.org/awards/.Then e-mail the completed form and associat-
ed materials as one pdf document to awards.abct@gmail.com. Include “Outstanding Service” in the subject line. Also, send a
copy to the ABCT Central Office: 2018ABCTAwards@abct.org. Nomination deadline: March 1, 2018
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For Me, liKe so Many oF you, aBct is one
of my most treasured professional homes.
indeed, i think of the annual convention
as akin to my "cBt family reunion" and
spend months looking forward to connect-
ing with new colleagues, and seeing old
friends, every year. For many years, i
thought of the elected leaders of the organi-
zation as "others," some rarefied cBt
deities with magical leadership powers.
however, over time—as i interacted with
them more, and as friends and colleagues
ascended into those roles—i realized that
those individuals are not some qualitatively
different type of human but, indeed, are just
"us"—but the "us" from among the mem-
bership who have chosen to step forward
and make a public commitment to give
their time, energy, and effort to this organi-
zation that we value so dearly (oK, arguably
some may actually have magical leadership
powers, but that is definitely not a prereq-
uisite).

this column signals the time of year
when our committee, the leadership and
elections committee, begins its task of
recruiting members to fill the slate of nom-
inees for elected offices. i have met so many
smart, dedicated, and committed members
of aBct, and many of them already serve
in leadership roles in their practices, their
departments, or in other professional orga-
nizations (which shall not be named). i
encourage you to think about whether you
might be in a position to run for one of

these elected offices or, if not this year,
whether you can think of any of the "us"
among the membership who might be well-
suited for that task.

there are many reasons why extremely
qualified members might count themselves
out from pursuing elected office at aBct.
some members might be concerned about
the time commitment being too great, or
they might be concerned that they know too
little about the governance structure of the
organization. others may worry, as i once
did, that leaders require some greater skill
and knowledge than we possess. to that
end, i would encourage anyone in that posi-
tion to engage heartily in some reality test-
ing, or to be in touch with any of the lead-
ership and elections committee members.
We would be happy to talk through any
member's potential candidacy with them
(and the chances are that you are ready
before you think you're ready).

For the 2018 election, we are recruiting
for the president-elect (2018-19), for a rep-
resentative-at-large (2018-21), and for a
secretary/treasurer (2019-2022). each of
the representatives-at-large serves as a liai-
son to one of the branches of the associa-
tion. the representative position up for
2018 election will serve as the liaison to the
convention & education issues coordina-
tor and committees. this individual's term
of office will be from november 2018 to
november 2021. the secretary/treasurer
serves the Board of directors as chair of the

Finance committee, overseeing the finan-
cial health of aBct, and consults with the
executive director about the administra-
tion of the central office. the secretary/
treasurer is elected a year in advance so
there is a good amount of time to learn the
basics of aBct financial operations.

all full members in good standing are
eligible to be nominated, and there is no
limit to the number of members you can
nominate for any of the positions. accord-
ing to aBct's bylaws, we require two can-
didates for president-elect and secretary/
treasurer, and three candidates for repre-
sentative-at-large to successfully run the
election. electioneering starts at the annual
convention. so, if you have a candidate in
mind, or wish to nominate yourself, start
the campaign now with the nominations
and go to the annual convention and start
making your case to the electorate. remem-
ber, the candidates with the most nomina-
tions will ultimately be the only official
names on the ballot: two for president-elect,
two for secretary/treasurer, and three for
representative-at-large.

the Board of directors approved lead-
ership and elections committee includes a
chair and two members, each serving con-
current 3-year terms (2016-19). the chair
is david pantalone (david.pantalone@
umb.edu), from the university of Massa-
chusetts Boston. the members are patricia
diBartolo (pdibarto@smith.edu), of smith
college, and Kristen lindgren (kpl9716@
u.washington.edu), of the university of
Washington school of Medicine.

one of the goals of the committee is to
increase participation in the election
process and, to that end, we are considering
ways to further streamline the nomination
and election process. please know that such
efforts are underway and, if you have any
feedback or ideas, please don't hesitate to
share them with me (david.pantalone@
umb.edu).

CALL FOR NOMINATIONS

Nominations for ABCT Officers:
The Time Is Now!
David Pantalone, Chair, Leadership and Elections Committee

I nominate the following individuals:
P R E S I D E N T- E L E C T ( 2 0 1 8 – 2 0 1 9 )

R E P R E S E N TAT I V E -AT- L A R G E ( 2 0 1 8 – 2 0 2 1 )

S E C R E TA RY-T R E A S U R E R ( 2 0 1 9 – 2 0 2 2 )

"

Every nomination counts! Encourage colleagues to run for office or con-
sider running yourself. Nominate as many full members as you like for
each office. The results will be tallied and the names of those individuals
who receive the most nominations will appear on the election ballot next
April. Only those nomination forms bearing a signature and postmark on
or before February 1, 2018, will be counted.

Nomination acknowledges an individual's leadership abilities and ded-
ication to behavior therapy and/or cognitive therapy, empirically supported
science, and to ABCT. When completing the nomination form, please take
into consideration that these individuals will be entrusted to represent the
interests of ABCT members in important policy decisions in the coming
years.Only full and new member professionals can nominate candidates.
Contact the Leadership and Elections Chair for more information about
serving ABCT or to get more information on the positions. Complete,
sign, and send form to: David Pantalone, Ph.D., Leadership &
Elections Chair, ABCT, 305 Seventh Ave., New York, NY 10001.

N A M E ( printed) S I G N AT U R E ( required)
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Workshops & Mini Workshops | Workshops cover concerns of
the practitioner/ educator/researcher. Workshops are 3 hours long, are general-
ly limited to 60 attendees, and are scheduled for Friday and Saturday. Please
limit to no more than 4 presenters. Mini Workshops address direct clinical
care or training at a broad introductory level. They are 90 minutes long and are
scheduled throughout the convention. Please limit to no more than 4 presen-
ters. When submitting for Workshops or mini Workshop, please indicate whether
you would like to be considered for the other format as well.

For more information or to answer any questions before you submit your
abstract, contact Lauren Weinstock, Workshop Committee Chair
workshops@abct.org

Institutes | Institutes, designed for clinical practitioners, are 5 hours or 7
hours long, are generally limited to 40 attendees, and are scheduled for
Thursday. Please limit to no more than 4 presenters.

For more information or to answer any questions before you submit your
abstract, contact Christina Boisseau, Institute Committee Chair
institutes@abct.org

Master Clinician Seminars | Master Clinician Seminars are opportu-
nities to hear the most skilled clinicians explain their methods and show taped
demonstrations of client sessions. They are 2 hours long, are limited to 40
attendees, and are scheduled Friday through Sunday. Please limit to no more
than 2 presenters.

For more information or to answer any questions before you submit your
abstract, contact Sarah Kertz, Master Clinician Seminar Committee Chair
masterclinicianseminars@abct.org

CCoonnttiinnuuiinngg
EEdduuccaattiioonn
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call
52nd Annual Convention
November 15–18, 2018
Washington, DC

for

Submissions will be accepted through the
online submission portal, which will open
on Tuesday, January 2, 2018.
Submit a 250-word abstract and a CV for each pre-
senter. For submission requirements and informa-
tion on the CE session selection process, please
visit www.abct.org and click on “Convention and
Continuing Education.”

Submission deadline:
February 1, 2018
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Lifetime Achievement
dianne l. chambless, ph.d.

Outstanding Contribution to Research
Jennifer p. read, ph.d.

Outstanding Training Program
clinical science ph.d. program,
Virginia polytechnic institute and state university,
director, lee d. cooper, ph.d.,

Outstanding Service to ABCT
david dilillo, ph.d.

Anne Marie Albano Early Career Award

Anne Marie Albano Early Career Award
for Excellence in the Integration of Science
and Practice

carmen p. Mclean, ph.d.

Virginia Roswell Student Dissertation Award
alexandra Kredlow, M.a.

Leonard Krasner Student Dissertation Award
shannon Blakey, M.s.

John R. Z. Abela Student Dissertation Award
carolyn spiro, B.sc.

awards Recognition
Congratulations to ABCT’s 2017 Award Winners&


