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Abstract Identifying predictors of evidence-based practice (EBP) use, such as supervision processes and therapist
characteristics, may support dissemination. Therapists
(N = 57) received training and supervision in EBPs to treat
community-based youth (N = 136). Supervision involving
modeling and role-play predicted higher overall practice
use than supervision involving discussion, and modeling
predicted practice use in the next therapy session. No
therapist characteristics predicted practice use, but therapist sex and age moderated the supervision and practice
use relation. Supervision involving discussion predicted
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practice use for male therapists only, and modeling and
role-play in supervision predicted practice use for older,
not younger, therapists.
Keywords Clinical supervision  Therapist
characteristics  Treatment adherence  Evidence based
practices

Introduction
Establishing effective, evidence-based care in community
practice contexts for youth has emerged as one of the dominant challenges of the past decade in mental health services
research and implementation. By community practice, we
are referring to community-based agencies that provide
mental health services to youth, both children and adolescents. Despite the wealth of treatments that have demonstrated efficacy in university-based randomized clinical
trials (Chorpita et al. 2011; Weisz 2004), the degree to which
the findings from research trials retain their effectiveness
when implemented in practice settings is a matter of some
concern (Weisz et al. 2006). Practices tested and found to be
effective in randomized clinical trials—hereafter referred to
as evidence-based practices (EBPs)—appear to outperform
‘‘treatment as usual’’ overall in head-to-head comparisons;
however, the magnitude of clinical effect is attenuated when
the study characteristics more closely approximate the circumstances of typical service settings (Baker et al. 2009;
Weisz and Gray 2008). Helping therapists who work in
typical, non-research service settings make use of scientifically supported practices requires a systematic understanding of the variables that support successful implementation.
The current study examined two hypothesized predictors of
treatment implementation—therapist characteristics and
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supervision processes—in an effectiveness study of EBPs for
youth in community mental health clinics.

Therapist Characteristics
Therapist attributes are among the variables theorized to be
critical when considering the dissemination and implementation of EBPs outside of the research context (Beidas et al.
2011). It has been noted that therapists tasked with delivering
interventions in the context of randomized clinical trials
(RCTs) may differ from the typical workforce found in
community mental health clinics (Persons and Silberschatz
1998; Weisz and Gray 2008). Only a handful of studies in the
evidence base employed any practicing therapists as treatment providers (Weisz et al. 2005a; Hoagwood et al. 2001).
The majority of RCTs use experienced, highly-trained
therapists, or highly motivated graduate students who are
trained by the treatment developer and receive expert
supervision and immediate feedback (Weisz and Gray
2008). In contrast, community therapists vary widely in
degree of specialized training and access to expert supervision or evaluative feedback (Glisson et al. 2008; Weisz and
Addis 2006). Categorizing unique qualities of community
therapists who are able to implement EBPs, versus those who
are less likely to implement these practices, may provide
some indication of how EBPs can best be supported in nonresearch service settings. Although there are many plausible
explanations for effect size differences between efficacy
trials and effectiveness trials, therapist attitudes, motivation,
learning history, and background are one set of variables to
consider. For example, the effects of such variables could
manifest in a given therapist’s tendency to implement an
agreed-upon service plan (as outlined by a manual or
supervisor) as opposed to straying from that plan.
Characteristics such as age, professional degree, years of
clinical experience, theoretical orientation and attitudes
towards EBPs may all play a role in identifying therapists who
are best suited to adopt evidence-based practices, and may also
impact factors such as treatment integrity and, ultimately, client
outcomes (Herschell et al. 2010). Some researchers have found
that therapists with doctoral degrees had more knowledge of
EBPs than their counterparts, and also held more positive
attitudes towards EBPs (Ashcraft et al. 2011; Nakamura et al.
2011), and that therapists with more clinical experience were
less likely to engage in EBP trainings (Stewart et al. 2012),
while those with less clinical experience were more likely to
use EBPs in session (Brookman-Frazee et al. 2010).
The findings from studies examining the influence of
therapist characteristics on various treatment outcomes,
however, call into question what role—if any—therapist
characteristics play. In the adult literature, therapist training,
experience, and discipline have been shown to impact
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outcomes in some studies (Beutler et al. 2004; Huppert et al.
2001), whereas others have found that these factors accounted
for little variability in outcome (Wampold and Brown 2005).
In youth psychotherapy outcome research, therapists’ years of
experience were associated with client satisfaction in one
study of disruptive behavior disorders (Garland et al. 2007),
whereas a review of 19 treatment studies of child and adolescent depression found that age and training level did not
differentially predict outcomes (Michael et al. 2005).
Much of the literature has focused on attitudes rather than
experience. Therapists with favorable attitudes towards
treatment manuals self-reported more frequent use of EBPs
in one study (Kolko et al. 2009); in another, therapists who
reported a negative view of manual-based treatments
reported less openness towards new treatments (Ashcraft
et al. 2011). Therapists may be more likely to implement
EBPs when they are consistent with their own theoretical
orientation. Therapists who self-identified as cognitivebehavioral or behavioral were more likely to use EBPs in
observed therapy sessions for youth disruptive behavior
problems (Brookman-Frazee et al. 2010). Taken together,
therapist characteristics may be important for some outcomes related to EBP implementation, such as who signs up
for a workshop or how much a therapist elects to use EBPs in
therapy, but few studies have found that therapist characteristics predict differential outcomes in studies testing the
benefits of EBPs, or have looked at their role in observed
EBP implementation. Successful diffusion of innovation in
healthcare may require selecting the ‘‘right target audience,’’—the therapists most capable of using EBPs in practice (Cain and Mittman 2002, p. 15)—but further
examination is warranted to determine the true influence of
therapist characteristics on the delivery and impact of
effective treatments.

Training and Supervision
In the RCTs used to determine a treatment’s efficacy, the
training and supervision model is usually well-defined and
carefully implemented, consisting most often of comprehensive pre-service training (in which the treatment protocol and theoretical underpinnings are learned and
practiced), a probationary period wherein the therapist
develops a minimal level of competency, and then ongoing
supervision with a treatment expert who has access to the
therapists’ sessions via recordings and can give evaluative
feedback (Crits-Christoph et al. 1998; Henggeler et al.
2002). In contrast, the development of new skill sets in
community practice usually consists of therapist selection
of pre-service trainings that offer continuing education
credits, with little—if any—follow-up during implementation (Bickman 1999; Herschell et al. 2010). A review of
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studies examining training in EBP from 1990 through 2008
noted that although perceived and declarative knowledge
increased following such trainings, none of the trainees met
proficiency standards for adherence in studies that independently rated behavior (Beidas and Kendall 2010).
Clinical supervision in typical community practice may
differ from what is routine in research trials, with standard
hour-long weekly meetings often encompassing both clinical supervision and administrative management (Bickman
1999; Garland et al. 2006). Characterizations of ‘‘supervision as usual’’ vary: A survey of 200 directors of mental
health clinics described supervision similar to the procedures
used in RCTs, with weekly meetings for almost all cases,
frequent live observation of sessions, and regular use of
session recordings (Schoenwald et al. 2008). In contrast,
20 % of therapists treating youth for child sexual abuse in
community mental health clinics reported monthly supervision or no supervision at all (Kolko et al. 2009). Therapists
and their supervisors treating youth for disruptive behavior
disorders in publicly funded clinics reported on how thoroughly they discussed EBP practice elements during supervision meetings, from ‘‘not at all’’ to ‘‘thoroughly.’’ Both
reported that ‘‘thorough’’ discussion of specific practices
occurred rarely (Accurso et al. 2011). In sum, it seems that
the quantity and quality of supervision in typical practice is
variable.
Even though anecdotal examples of the critical role of
coaching and supervision in EBP implementation abound
within the mental health literature (Murray et al. 2010;
Reinke et al. 2012; Woo et al. 2012), this process has not been
subjected to much systematic research. An exception to this
is Multisystemic Therapy (MST), one of the few scientifically-supported treatments to be effectively implemented
into multiple, independent service settings (Henggeler et al.
2002; Schoenwald et al. 2009; Schoenwald et al. 2004). The
MST model requires that community clinics provide, among
other services, weekly consultation with an MST expert
trained in a consultation protocol, booster trainings to bolster
the initial five-day orientation, and regular feedback
regarding therapist adherence to MST practice use during
sessions. Supervision has a demonstrated impact on both
therapist adherence, as well as youth outcomes, with greater
adherence to the MST supervision model predictive of both
(Schoenwald et al. 2009).
Apart from MST, the impact of training and supervision
procedures has not been well-documented in practice settings. A review of 18 published studies examining supervision in psychotherapy (Wheeler and Richards 2007) noted
only one study that examined the implementation of therapeutic skills in the client session (Borders 1990), and only
one, a single case-design, that documented a relation
between supervision and client outcomes (Milne et al. 2003).
In general, research on supervision has largely focused on
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relationship factors between therapist and supervisor, without explicitly examining supervisor behaviors, therapist
behaviors, or the relations of either to each other, or to
clinical outcomes. In one study that used random assignment
to evaluate the role of supervision on adherence, therapists
were assigned to (a) manual only, (b) manual and web-based
training, or (c) manual, didactic training, and supervision
conditions (Sholomskas et al. 2005). The supervision condition resulted in the highest levels of adherence using
behavioral observation in a role-play. In a similar vein, a
study by Miller, Yahne, Moyers, Martinez and Pirritano
(2004) randomly assigned licensed substance use professionals to different conditions for learning motivational
interviewing (MI). As in other studies, the therapists who
attended only a two-day workshop did not meet MI proficiency standards on selected work samples, whereas those
who received either additional coaching sessions, feedback,
or both, met MI proficiency standards at 4-month and
8-month follow-up.
In order to develop training and supervision models that
promote effective practice implementation, we need to identify
specific strategies that lead to changes in therapist behavior.
Candidate variables associated with effective training and
supervision include educational role-plays (Milne 1982),
defined as enacting or rehearsing the practice elements from
either the perspective of the therapist or the client, and modeling or demonstration (Baum and Gray 1992), which includes
watching others demonstrate a strategy (Bennett-Levy et al.
2009). Because it appears to be the primary method of
addressing practice use in supervision meetings, discussion of
practices should also be considered (Accurso et al. 2011).
Several decades of developing, testing, and refining
treatments for youth have resulted in an impressive evidence base with proven efficacy under optimal conditions.
The current challenge is to identify the factors that can
support effective use of these practices in community
practice settings (President’s New Freedom Commission
on Mental Health 2003; U.S. Public Health Service, Office
of the Surgeon General 1999). In the spirit of this challenge, the current study examined the relation of therapist
characteristics and supervision processes on therapist
implementation of EBPs for youth with anxiety, depression, and disruptive behavior in community clinics and
schools. Fifty-seven therapists employed by community
mental health clinics or school mental health programs
participating in a multi-site effectiveness trial (Weisz et al.
2012) were randomly assigned to receive training and
supervision in EBPs for anxiety, depression, and disruptive
conduct. To address the criticisms of prior trials of EBPs,
care was taken to ensure that participants and study contexts were clinically representative, and not recruited or
selected, and therapist report of in-session behavior was
validated with observational methods (Ward et al. 2013).
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Method
Participants
Therapist participants: The sample included 57 therapists
from 10 different partner clinical service organizations,
from Hawaii and Massachusetts, providing office- and
school-based outpatient treatment. All therapist participants had been hired by, and had worked in, their sites
before participating in our study, none was an employee of
the researchers or their institutions, and all were retained
regardless of demonstration of skill. Therapists delivered
EBPs using either a Standard Manual or a Modular Manual, described below; there were no significant differences
between these conditions on any of the therapist characteristics measured in this study. Because studies examining
provider settings have documented some differences
between school-based clinics and community mental health
clinics (Langley et al. 2010), we also compared therapist
characteristics (age, sex, ethnicity, years of experience,
degree, theoretical orientation, and attitudes toward EBPs)
by setting. Therapists in school settings differed from those
in community mental health clinics in terms of years of
experience, degree, mental health specialty, primary theoretical orientation, and licensure status.1 Characteristics of
participating therapists are described in Table 1.
Supervisor participants: Supervisors for this sample were
12 doctoral-level consultants located at each of the study
sites in Boston (N = 7) and Honolulu (N = 5), and
employed as members of the research team. Ninety-two
percent were women, and the sample was 51 % Caucasian
non-Hispanic, 33 % Asian, 8 % African-American, and 8 %
Hispanic. All supervisors received intensive training in
Cognitive Behavioral Therapy (CBT) for Depression, CBT
for Anxiety, and Behavioral Parent Training (BPT) for
Conduct Problems prior to the start of the study, and
had experience treating youth using these treatments.
Supervisors co-led all the pre-study trainings and led weekly
one-hour individual supervision with study therapists.
Supervisors participated in two weekly, one-hour conference
calls with national experts in child anxiety, depression, and
conduct treatment to discuss supervised cases.
Youth participants: Study therapists treated 136 youth
ages seven to 13 years (M age = 10.21), a subset of a larger
research sample (N = 174; Weisz et al. 2012) referred for
treatment at partner agencies for primary problems related to
1

We explored whether provider setting predicted the main study
outcome: overall percentage of concordance between planned and
subsequently reported EBP use, relative to total number of sessions in
a univariate regression model. Provider setting did not predict planned
EBP use in session (b = 0.47, t = 1.08, p = 0.281, r2 = 0.009), nor
did provider setting moderate the relations between supervision
processes and planned EBP use.
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anxiety (30.1 %), depression (25.0 %), and disruptive conduct (44.1 %). The current study included only those randomly assigned to the EBP conditions, excluding those
assigned to the usual care condition. The larger sample has
been described in detail (Weisz et al. 2012); the current
subset represented a similar distribution of characteristics
(67.6 % boys; 47.8 % Caucasian non-Hispanic, 28.4 %
multi-ethnic, 9.7 % African-American, 7.5 % Hispanic,
3.0 % Asian-American/Pacific Islander, and 3.6 % ‘‘Other’’).
The most common primary inclusion diagnosis was for disruptive conduct (44.1 %), followed by anxiety (30.1 %), and
depression (25.0 %); the majority (77.0 %) of youth had more
than one diagnosis.
Measures
Evidence-based practices attitudes scale: The EBPAS
(Aarons 2004) is a 15-item measure that generates four
scales: appeal, requirements, openness, and divergence.
Participants indicate level of agreement with each item,
ranging from 0, ‘‘not at all,’’ to 4, ‘‘a very great extent.’’
Total scores can range from 0 to 4, with 4 reflecting the
most positive attitude towards EBPs. Aarons (2004)
assessed the EBPAS in a study of 322 therapists across
various public mental health agencies. Internal consistency
was good, with Cronbach’s alpha ranging from 0.77 for the
EBPAS total scale to 0.90 for the requirements subscale.
Consultation Record—(MATCH and Standard Versions): Project supervisors completed a Consultation
Record (Ward et al. 2013) in collaboration with therapists
for each session discussed during weekly supervision
meetings. This measure was designed to facilitate a structured interview between supervisor and therapist regarding
their prior use (in the previous therapy session) and planned use (in the upcoming session) of activities or strategies
related to the practices represented in the EBT protocols,
for example ‘‘relaxation’’ or ‘‘problem solving.’’ For each
practice, supervisors noted whether an EBP practice content item was covered in the prior client session or planned
for the next, upcoming client session. For each EBP
practice content item planned for an upcoming client session, the supervisor further indicated whether it was discussed, modeled, or role-played during the supervision
meeting. Supervisors were trained on the use of the measure and definition of the terms prior to the collection of
data. The PIs (Weisz & Chorpita) operationalized discussion, role-play, and modeling behaviors and recorded these
definitions in the study supervision protocol; these were
reviewed on weekly phone calls with the study supervisors,
national treatment experts, and the PIs.
Data from the Consultation Record was used to determine
clinician actual use during client sessions of the EBP practice
elements planned in supervision. Treatment planning in the
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Table 1 Characteristics of 57 participating therapists
School setting

Clinic setting

(N = 19)

(N = 38)

Characteristic

N

%

N

%

N

%

Female

48

84

16

84

32

84

Age (M ± SD)a

41.9 ± 10.6

40.4 ± 9.9

42.70 ± 11.1

Years of clinical experience
(M ± SD)b

8.7 ± 8.1

5.9 ± 5.8

10.3 ± 8.9

Race-ethnicity
Caucasian

39

68

10

53

29

76

Asian

14

25

8

42

6

16

African American

4

7

1

5

3

8

Social work

22

39

5

26

17

47

Psychology

14

25

0

0

14

39

Masters level counselor

9

16

4

21

5

14

Other

10

17

10

53

0

0

Unknown

2

3

2

5

Bachelor’s

28

49

11

58

17

45

Master’s

18

32

8

42

10

26

11

19

0

0

11

29

Cognitive-behavioral/cognitive/behavioral

24

42

14

74

10

26

Eclectic

15

26

0

0

15

40

Psychodynamic

10

18

2

11

8

21

Family Systems

3

5

1

5

2

5

Mental health discipline

Highest degree obtained

Doctoral
Primary theoretical orientation

Other

2

4

1

5

1

3

Unknown

3

5

1

5

2

5

Licensed

38

67

8

42

30

79

a

Range: 25–60

b

Range: 0–35

current study took into consideration the clinical response of
the client, as reported weekly by the client and caregiver, and
agreement between the therapist, supervisors, and national
experts about the upcoming session (see Weisz et al. 2012,
for a more complete description), using the prescribed
treatment manual content as a guide. Thus, concordance,
considered to be a ‘‘match’’ between the practice content
item planned in supervision and the practice content item that
occurred in the next session, represented adherence to the
treatment implementation system.
To determine the reliability of clinician report of practice content items used in client sessions, the Consultation
Records were validated using agreement with observational coding of audio- or video-recordings of the same
session. Coders were trained to high levels of inter-coder
agreement (Average ICC = 0.80); average agreement for
session coverage between therapist report and coders was
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acceptable according to the standards of Cicchetti and
Sparrow (1981) for both standard manual delivery
(ICC = 0.71) and modular manual delivery (ICC = 0.74;
Ward et al. 2013).
Procedures
Training: Therapists participated in three, two-day trainings for CBT for Anxiety and Depression and BPT for
Disruptive Conduct. All therapists received identical
training, and were in the same room at the same tables at
the same time. Most of the training was spent discussing
the theoretical framework of the EBPs for each disorder,
and role-playing various treatment techniques. Training
sessions were organized by skills (i.e. behavioral exposure
or a time out procedure), and each event covered nine to 12
skills.
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Treatment: Therapists met with youths who were
referred to their clinic for treatment. Youths were randomly
assigned to therapists in the two EBP conditions (Standard
Manual and Modular Manual), as well as to usual care
therapists (not included in these analyses). In the Standard
Manual condition, therapists used three manuals that were
representative of (and included the common core elements
of) CBT for anxiety, CBT for depression, and BPT for
youth conduct problems: Coping Cat (Kendall 1994; Kendall
et al. 1990), Primary and Secondary Control Enhancement
Training (PASCET; Weisz et al. 1997; Weisz et al. 2005b),
and Defiant Children (Barkley 1997). In the Modular Manual
condition, therapists used a trans-diagnostic treatment protocol, Modular Approach to Therapy for Children with
Anxiety, Depression, and Conduct Problems (MATCHADC; Chorpita and Weisz 2005). MATCH-ADC included
modules for core treatment elements that systematic reviews
had found to be most common in CBT for anxiety, CBT for
depression, and BPT for youth conduct problems; the
MATCH modules functionally correspond to the treatment procedures included in Coping Cat, PASCET, and
Defiant Children. All therapy sessions were audio- or
video-recorded.
Supervision: Therapists met weekly for one-hour of
individual supervision with their assigned supervisor. On
average, therapists and supervisors met 18.2 times per
treatment case. Supervision was face-to-face, at the therapists’ service setting. During the meetings, supervisors
reviewed and recorded (a) events that happened prior to the
preceding therapy session, such as client homework completion; (b) events that took place during the preceding
therapy session, including the EBP practices that had been
implemented, the child or caregiver’s understanding of the
treatment content, and the use of homework assignments,
behavioral rehearsal, or in vivo activities during the session;
(c) events that occurred during the supervision meeting,
including discussion, live modeling, or role-playing of specific EBP practices; and (d) what EBP practices were planned for the upcoming session. When possible, supervisors
reviewed session recordings prior to meeting therapists.

as significant predictors of overall content matches in session. This model, and all the non-significant predictor
models, are presented in Table 2.
Univariate regression analyses were also performed to
examine the relation of supervision processes (discussion of
planned content, modeling of planned content, or role-play
of planned content) on the overall percentage of session
practice concordance, controlling for the number of supervision meetings. Modeling (b = 0.28, t = 2.70, p = 0.008,
r2 = 0.10) and role-play (b = 0.22, t = 2.49, p = 0.014,
r2 = 0.09) in supervision meetings significantly predicted
increased practice concordance; the relation between discussion of content in supervision and practice concordance
in session was not significant (b = -0.11, t = -0.74, p =
0.458, r2 = 0.05).
To further investigate the explanatory power of supervision processes, the effects of supervision processes on the
immediately following therapy session were examined for
clients over the course of treatment, modeling the probability of a match between planned and executed content in
the session, using HLM version 6.08 (Raudenbush et al.
2004). To manage the dichotomous variable, we used a
Bernoulli sampling model and a logit-link to examine the
relation of each prior session supervision procedure to
future content match. Intraclass correlations as calculated
from an empty (i.e., random intercept only) model were
0.93 for matches, suggesting that most of the variance for
content matching occurred between persons and was not
accounted for by time. Preliminary analyses suggested that
a fixed effects model for the likelihood of content match at
level 2 had acceptable fit; thus all conditional models were
examined using that structure as a baseline. Modeling
practices in supervision significantly predicted practice
concordance in the immediate next session (b = 1.02,
t = 7.84, p \ 0.001, OR = 2.77). Practice concordance
was not significantly predicted by discussion of practice
elements in supervision (b = -0.01, t = -0.39, p = 0.70,
OR = 0.99), or by role-play (b = -0.01, t = -0.84,
p = 0.43, OR = 0.99), in the immediately prior supervision meeting.

Results

Table 2 Univariate regression models for practice concordance
predicted by therapist characteristics

The first set of analyses examined whether therapist characteristics (age, sex, ethnicity, years of experience, degree,
theoretical orientation, and attitudes toward EBPs) predicted
the main study outcome: overall percentage of concordance
between planned and subsequently reported practices, relative to total number of sessions. Univariate regression
analyses separately modeled the percentage of concordance
for each client case, predicted by each of the therapist
characteristics. None of the therapist characteristics emerged

Predictor variable

b

Therapist age
Therapist sex
Therapist ethnicity
Years of experience

se

t

p Value

-0.00

0.00

-1.08

0.281

0.01
0.01

0.06
0.03

0.08
0.31

0.937
0.755

-0.00

0.00

-1.10

0.276

Therapist degree

0.03

0.03

0.96

0.339

Theoretical orientation

0.01

0.02

0.42

0.677

Attitudes towards EBPs

0.03

0.05

0.56

0.576
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Discussion

Percentage Practice Concordance

Increasing the use of EBPs by community therapists to
improve mental health care for youth requires a firm
100%
Male Therapists

90%

FemaleTherapists

80%
70%
60%
50%
40%
30%
20%
10%
0%
High Discussion

Low Discussion

Fig. 1 Therapist sex moderates the relation of supervision discussion
and practice concordance in session
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100%
Younger Therapists

OlderTherapists

90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
High Modeling

Low Modeling

Fig. 2 Therapist age moderates the relation of supervision modeling
and practice concordance in session
100%
Younger Therapists

Percentage Practice Concordance

To test whether the therapist characteristics moderated the
relation of supervision processes and EBP concordance, each
supervision process (discussion, modeling, role-play), therapist characteristic (age, degree, years of clinical experience,
attitudes toward EBTs, primary theoretical orientation), and
their interactions were entered into separate linear regression
models, controlling for total number of supervision meetings
(Baron and Kenny 1986). The interaction of therapist sex and
discussion of planned content was significant (b = 0.43,
t = 2.14, p = 0.034, r2 = 0.08); follow-up analyses completed separately by sex demonstrated that discussion in
supervision predicted content match for male therapists
(b = 1.25, t = 3.15, p = 0.007, r2 = 0.46), but not for
female therapists (b = -0.27, t = -1.73, p = 0.087, r2 =
0.06). These interactions are illustrated in Fig. 1. The interaction of therapist age and modeling was significant (b =
0.96, t = 2.47, p = 0.015, r2 = 0.16), and therapist age and
role-play approached significance (b = 0.74, t = 1.80,
p = 0.074, r2 = 0.13). Simple slope analyses probed the
form of significant interactions at 1 SD (10.61) above and
below the mean of the moderator, age (M age = 41.91)
following Aiken and West (1991). For older therapists
([53 years of age), modeling (b = 1.11, t = 5.67, p \ 0.001,
r2 = 0.73) and role-play (b = 0.85, t = 5.68, p \ 0.001,
r2 = 0.73) in supervision meetings predicted content matches
in session, whereas neither modeling (b = 0.81, t = 0.32,
p = 0.755, r2 = 0.00) nor role-plays (b = 0.04, t = 0.02,
p = 0.984, r2 = 0.00) were significant predictors for younger
(\31 years of age) therapists. Mean concordance for older
therapists (M = 59.82 %) and younger therapists (M =
52.31 %) did not differ significantly. These interactions are
illustrated in Figs. 2 and 3.

Percentage Practice Concordance
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OlderTherapists

90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
High Role-play

Low Role-play

Fig. 3 Therapist age moderates the relation of supervision role-play
and practice concordance in session

understanding of the processes that support their effective
application. Possible explanations for the decreased benefit
of practices, sometimes seen in service settings relative to
research trials, have included the heterogeneity of therapists
in typical practice on a number of demographic, professional, and philosophical characteristics (Weisz and Gray
2008). It is also possible that supervision processes play a
role in effective EBP implementation. The current study
examined whether therapist characteristics, supervision
processes, and the interaction of these factors predicted the
use of planned EBPs in treatment sessions. As has been
noted, ensuring that therapist EBP skills and techniques are
used with fidelity is critical to a clearer understanding of
whether practices are beneficial, and under what conditions
this benefit can be maximized (Schoenwald et al. 2011).
In the current study, we measured one type of treatment
adherence: congruence, or ‘‘match’’ between the EBP
element planned in supervision meetings with supervisors,
and the actual use of the practice element in session. This
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differs somewhat from the typical measurement of treatment adherence, in which the content of a session is
evaluated in terms of how well it approximates the content
described in the treatment protocol (Schoenwald et al.
2010). Supervisors in the current study generally recommended the use of practices delineated in the EBP protocols and the sequence of practice elements indicated by the
EBP programs. However, therapists and supervisors also
received weekly input about client progress from the youth
and caregiver, and specific practice recommendations from
national treatment experts. Therefore, the execution of the
weekly supervision ‘‘plan’’ as agreed upon by the therapist
and the supervisor represented adherence to the overall
treatment system used in this study, and appears to fit
the APA definition of EBP as ‘‘the integration of the
best available research with clinical expertise in the context of patient characteristics, culture, and preferences,’’
(2001, p.1).
We examined both therapist characteristics and processes that occurred in supervision meetings to determine
their relation to planned practice use. Despite research
suggesting that therapist degree, clinical experience, and
attitudes towards EBPs may be related to use of EBPs
(Ashcraft et al. 2011; Nakamura et al. 2011; Nelson and
Steele 2007; Stewart et al. 2012), in this study no therapist
characteristic emerged as a predictor of the match between
planned and implemented practices, and therapists’ practice use in session was concordant more than half of the
time (57 %). This bodes well for efforts to increase EBP
use among community therapists, given that the front-line
work force will vary widely with regard to variables such
as training, degree, years of experience, and theoretical
orientation (Brookman-Frazee et al. 2009; Kolko et al.
2009). The current study suggests that therapists who vary
along these dimensions may be equally capable of delivering EBP practice elements as planned in supervision.
Additionally, we assessed the cumulative and immediate
impact of supervision processes hypothesized to be associated with therapist practice use in session. Overall, the
supervision strategies that predicted greater concordance
were the use of supervisor modeling practices and use of
therapist-enacted role-plays. Discussion of practices did
not predict whether those practices occurred. The same
variables were examined in terms of their immediate
impact: modeling of practices in supervision predicted
concordance in the session that immediately followed,
whereas discussion and role-play did not predict greater
concordance in the next session. Although role-play in
supervision appears to increase the likelihood that therapists will use EBP practices in session over the course of
treatment, perhaps the observation of expert modeling is
most essential to EBP use in the immediate future. Innovative presentations of expert demonstration, such as via
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multimedia online training demonstrations, may be a useful, low-cost way to influence practice behaviors of therapists in community practice settings (Dimeff et al. 2009;
Ruzek and Rosen 2009).
Supervision processes such as focused discussion, expert
demonstration, and therapist behavioral rehearsal of practices may be commonplace in efficacy trials; in practice
settings, supervision may vary in terms of time and attention
paid to administrative tasks, discussion of practices, and
active learning strategies (Accurso et al. 2011; Bickman
1999; Schoenwald et al. 2009). There is a growing evidence
base supporting the use of active learning strategies to augment the traditional training structure of continuing education workshops (Baum and Gray 1992; Miller and Mount
2001). This study supports the use of these same strategies in
ongoing community practice supervision in order to increase
the likelihood that practices will be executed in session as
planned. This dovetails with a recent review of empirical
studies suggesting that educational role-play and modeling
should be considered supported methods of supervision
(Milne et al. 2011). It is also consistent with survey research
examining the development of skills among CBT therapists
(Bennett-Levy et al. 2009), and with experiential learning
educational models (Kolb 1984).
The relation of supervision processes on EBP use in
session may vary with certain therapist characteristics. In
this sample, discussion of EBP practices predicted use of
those practices for male therapists, but not for female. The
implications of this result are unclear; male and female
therapists in this study did not significantly differ in terms
of age, years of experience, level of degree, or primary
theoretical orientation. There were significant ethnic differences between the samples of male and female therapists, with more female therapists (75.0 %) than male
therapists (33.3 %) who identified as Caucasian, non-Hispanic. The vast majority of therapists in our study were
women, who saw 80 % of the cases in this sample, as in
similar studies of child and adolescent mental health
therapists (Garland et al. 2010; Kolko et al. 2009). Such a
small sample of cases with male therapists (N = 18) limits
our confidence in this finding.
Discussion of practice elements appears to be a common
part of ‘‘supervision as usual,’’ (Accurso et al. 2011);
modeling and role-playing may be less typical, but were
especially potent predictors of planned practice use for
older therapists. Although years of clinical experience did
not moderate the effect of supervision processes on concordance, it is possible that older therapists may be less
familiar with EBPs, and therefore benefit from the opportunity to see demonstrations or to rehearse in supervision.
Other studies have likewise found differences in therapist
attitudes towards EBPs and use of EBPs, indicating that
less experience, or closer proximity to formal training, may

123

526

result in more willingness to use EBPs (Brookman-Frazee,
et al. 2010; Stewart et al. 2012). Perhaps active learning
strategies are less crucial with these types of therapists
relative to their older colleagues.
The promise of practices that have been found effective
is predicated on the actual delivery of these practices in the
service settings; identifying the variables that foster EBP
use is therefore an important step in services research.
Nonetheless, several limitations of the research must be
acknowledged. All of the therapists in the current study
volunteered to participate in the RCT of EBPs at their site,
and may differ from those who did not volunteer, particularly in terms of their willingness to use EBPs. Nonetheless, the therapists who participated in this project were
employees in community service settings and represented a
broad continuum in terms of age, degree, theoretical orientation and attitudes towards EBPs. Secondly, while
implementation of planned content is an important part of
treatment integrity, this study did not measure the skillfulness with which practice elements were delivered.
Therapist competency with EBPs is another variable that
may differ between typical practice and research-based
trials, and may play a part in the attenuation of effects as
treatments move from research into practice (Fairburn and
Cooper 2011). Finally, this study did not randomly assign
supervisors or therapists to conditions that manipulated the
supervision processes of interest, such as discussion,
modeling, or role-play. A trial that used an experimental
design to examine the role of these supervision processes
and practice concordance would increase confidence in the
causal relations of these variables.
This study used therapist report of in-session behaviors
as a measure of practices implemented in session, and
therapists in this study demonstrated acceptable agreement
with observational coders regarding the presence and
absence of practice content items. However, it is important
to view this within the parameters of the current study:
therapists discussed the sessions at length with expert study
consultants, and in the presence of session recordings.
Accordingly, while we are confident in the reliability of
therapist report in the current study, the reliability of
therapist self-report in the absence of these conditions is
not known, and has been found to be discordant with
observational coding in another study of in-session
behavior (Hurlburt et al. 2010). The fact that therapy sessions in this study were recorded may have inflated the rate
of therapist adherence with the supervision plan; future
studies should consider other ways of measuring standard
practice, such as random ‘‘work samples.’’
In this study, supervisors were research staff and were
fairly homogenous in terms of degree, professional specialty, primary theoretical orientation, and years of experience. This study did not measure supervisor variables,
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such as adherence to supervision, or clinician development,
that have been found to predict therapist and client
behaviors in other studies (Schoenwald et al. 2009). Future
studies should consider the role that supervisor characteristics, and the alliance between the therapist and supervisor, may play in determining therapist behavior as well as
other indicators of EBP implementation.
Despite these caveats, the results of this study have
important implications for the up-scaling of effective
practices in service settings. Therapists of varying age,
degrees, experience, theoretical orientations, and attitudes
towards EBPs can deliver these practices in session as
planned. Additionally, the supervision processes related to
practice execution are modifiable, can be systematically
included in efforts to support the use of EBPs in practice
settings, and may be especially helpful for older therapists.
Given that clinical supervision has been judged a
‘‘core professional competency’’ for the mental health field
(Falender et al. 2004), identifying the specific aspects that
impact therapist behavior could inform efforts to standardize its application and increase the availability of
effective, evidence-based treatments for youth outside the
context of research settings. There is increasing evidence
that didactic trainings without behavioral rehearsal or
ongoing support are not sufficient to change therapist
behavior (Beidas and Kendall 2010); the current study
suggests that modeling and role-play may be two important
behaviors to include in training and supervision of EBPs,
and that therapists in community practice are able to
implement these EBP practices.
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