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ABSTRACT OF THE DISSERTATION 

 

Supervisors as Trainers: Strategies for Improving Supervisor-to-Therapist Transfer of Training  

 

by 

 

Jonathan George Westman 

Doctoral Candidate of Philosophy in Psychology 

University of California, Los Angeles, 2021 

Professor Bruce Frederick Chorpita, Chair 

 

 Development and evaluation of evidence-based treatments (EBTs) for mental health 

disorders have proceeded at an impressive rate in recent years (Kazdin, 2008). However, such 

EBTs have often proved less effective in community settings, as compared with randomized 

controlled trials (Warren, Nelson, & Burlingame, 2009; Weisz et al., 2013). Community 

behavioral health organizations face several challenges that contribute to such findings. 

Specifically, many community organizations struggle to develop and maintain an appropriately 

trained therapist workforce in light of high therapist turnover rates and limited training resources 

(Gallon, Gabriel, & Knudsen, 2003). The Agency Supervisor model, in which interventions are 

disseminated sequentially from master trainers to supervisors to therapists, has shown promise as 

a potential solution for community organizations that need to quickly train new therapists while 

maintaining strong therapist performance outcomes (Southam-Gerow et al., 2014; Weisz et al., 

2018). The Agency Supervisor pathway depends on agency-based supervisors to transfer 
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training: to disseminate interventions (including EBTs) to therapists, and ensure that therapists 

apply those interventions as intended. Such transfer of training is especially difficult in 

community settings where therapists often assume large caseloads with complex clinical 

presentations. A broad literature covering human resource development, medicine, mental health, 

public health and technology has identified supervisory techniques designed to support therapist 

transfer of training (Baldwin, Ford, & Blume, 2012; Ford, Baldwin, & Prasad, 2018a). It is 

unclear, however, whether such transfer supports are applied with any regularity or effectiveness 

in supervision in community behavioral health.  

 This dissertation sought to identify and measure transfer supports in the service of 

increasing dissemination and implementation of EBTs in community settings. The first study 

examined the effectiveness of the Agency Supervisor model in developing (1) supervisors who 

engage in transfer supporting behaviors, and (2) therapists who apply their learning in 

supervision to their clinical work. Findings highlighted the quality of training offered by the 

Agency Supervisor approach, and advanced an instrument designed to capture therapist 

perceptions of supervisory behaviors within Managing and Adapting Practice (MAP), a system 

of evidence-informed care. The second study examined supervisory implementation of transfer-

supporting strategies outside of the MAP framework through the development the Transfer of 

Training Inventory (TTI), a therapist-reported measure of supervisory implementation of transfer 

supports. Findings suggest that therapist evaluations of supervisory behavior are heavily 

influenced by the supervisory working alliance, and are flawed indicators of supervisor 

implementation of transfer supports. Taken together, findings from this dissertation highlight the 

importance of using behaviorally-anchored measures to evaluate supervisor behavior. 
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CHAPTER 1: 

The Agency Supervisor Model: Developing Supervisors Who Facilitate Therapist Transfer of 

Training in Community Behavioral Health Service Organizations 
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Abstract 
 

The Agency Supervisor training model, which accentuates the training function of 

clinical supervision, is an innovative strategy for scaling evidence-informed behavioral health 

services. The present study introduced a new measure, the Supervision Evaluation Form (SEF) 

(N = 1,264), to examine the effectiveness of agency supervisors in implementing strategies that 

facilitate transfer of training. The SEF was described by two correlated factors, and SEF total 

scores were positive predictors of therapist performance, as measured by independent reviews of 

treatment case materials (N = 832). Findings indicate that providing more supervisory transfer 

support within the Agency Supervisor model may contribute to higher quality treatment 

episodes.  
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Introduction 

 An estimated 20% of youths in the United States suffer from a mental health disorder 

(Costello, Copeland, & Angold, 2011; O’Connell, Boat, & Warner, 2009). However, the present 

provider workforce is insufficient for meeting these high rates of mental health need – both in the 

number of available behavioral health professionals (Thomas, Ellis, Konrad, Holzer, & 

Morrissey, 2009) and in their ability to deliver interventions supported by research (Park, Tsai, 

Guan, & Chorpita, 2018). Traditional training workshops, which typically include a large 

didactic component, have been employed in attempts to train the existing behavioral health 

provider workforce in evidence-informed treatments. However, time- and cost-intensive 

supervision and feedback is often necessary to promote routine use of these interventions (Beidas 

& Kendall, 2010; Herschell, Kolko, Baumann, & Davis, 2010). Additionally, high rates of 

provider turnover can make it difficult to maintain a trained workforce (Gallon, Gabriel, & 

Knudsen, 2003). Accordingly, it is imperative to explore additional training pathways that can 

leverage existing resources to facilitate the delivery of high-quality mental health services. 

Managing and Adapting Practice 

The application of Managing and Adapting Practice (MAP) within community settings 

provides an opportunity to examine the effectiveness of several training pathways (Chorpita, 

Daleiden, & Collins, 2014). Managing and Adapting Practice is a system whose direct service 

component provides evidence-informed care for youths from birth to age 18 and uses an 

extensive database of literature on evidence-informed treatments, as well as a series of 

flowcharts and guides to facilitate the selection, customization, and delivery of treatment 

(Chorpita & Daleiden, 2014; Chorpita, Daleiden, & Collins, 2014). The core treatment 

architecture of MAP was used to design a manualized treatment for anxiety, depression, conduct 
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disorders, and trauma (MATCH-ADTC; Chorpita & Weisz, 2009) so that it could be tested in a 

randomized clinical trial. The resulting protocol yielded greater clinical and functional outcomes 

as compared to usual community care and standard evidence-based treatments in two 

randomized effectiveness trials (Chorpita et al., 2017; Weisz et al., 2012), and showed superior 

long-term outcomes relative to usual community care (Chorpita et al., 2013). The MAP system is 

compatible with a variety of professional development pathways, such as National Training 

(workshop plus supervision and feedback) and Agency Supervisor training (train-the-trainer 

model), as well as hybrid models incorporating online distance learning, university-taught, and 

community-trained components (Southam-Gerow et al., 2014).  

The primary goal of MAP training is to produce therapists who apply the MAP system 

with integrity. Integrity is often addressed in the literature as fidelity to a clinical model in terms 

of execution of specific practices within a limited time frame (e.g., Schoenwald et al., 2011). 

However, given the diversity of clinical presentations within community behavioral health 

systems, it is imperative for therapists to know not just how to apply practices, but what practices 

to use and when to use them. To that end, Regan and colleagues (2013) defined integrity to 

include the coordination of activities and resources, such as the selection and sequencing of 

practices within and across treatment sessions. For example, coordination involves monitoring 

client outcomes using relevant measures (e.g., tracking mood ratings for a depressed client), 

selecting practices that are recommended by the evidence base to address such outcomes (e.g., 

exposure and response prevention for an individual with a phobia), and delivering practices in a 

coherent order (e.g., providing psychoeducation about mindfulness before teaching mindfulness). 

Because the MAP system emphasizes real-time decision-making within and between sessions, 

coordination skills are critical indicators of clinical performance.  
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Agency Supervisor Training 

 The Agency Supervisor model is a variation of the train-the-trainer approach that may 

hold promise for behavioral health organizations that must develop and maintain a large therapist 

workforce without the resources to conduct frequent workshops and consultation sessions. This 

training model operates within a multilevel framework, such that supervisors acquire knowledge, 

skills, and dissemination strategies from master trainers that they subsequently disseminate to 

therapists. The Agency Supervisor model enables new therapists to begin working with a 

supervisor immediately upon arrival at a behavioral health clinic instead of waiting for a training 

workshop. Moreover, because they are locally-based, agency supervisors often have some degree 

of familiarity with organizational policies and cultural considerations of clients. The Agency 

Supervisor model has been implemented across a variety of evidence-informed interventions 

including MAP (Southam-Gerow et al., 2014), Motivational Interviewing (Martino et al., 2011), 

Multisystemic therapy (Schoenwald, 2008), and Treatment Foster Care (Murray, Southerland, 

Farmer, & Ballentine, 2010). Findings indicate that clinicians trained by agency supervisors 

perform at a comparable level as clinicians instructed by members of the training development 

team (National Training pathway) with respect to practice execution fidelity and clinical 

outcomes (Buchanan, Chamberlain, Price, & Sprengelmeyer, 2013; Southam-Gerow et al., 2014; 

Weisz et al., 2018).   

The Agency Supervisor model depends on the successful transfer of training from the 

learning environment to on-the-job performance, as evidenced by the extent to which therapists 

utilize the skills they learned in supervision, during actual therapy episodes (i.e., a full course of 

treatment from intake to termination) (Baldwin, Ford, & Blume, 2009). Successful transfer 

represents an important development in therapist learning in which therapists apply their didactic 
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knowledge to organize and deliver an episode of care, and then reflect on their application of 

such procedures to facilitate further learning (Bennett-Levy, 2006). Accordingly, the 

effectiveness of the MAP Agency Supervisor approach can be evaluated in part by measuring 

transfer outcomes themselves. In the context of MAP, the primary measures for training 

outcomes are obtained through case material reviews, which are third-party evaluations of 

therapist performance. However, in order to replicate transfer successes and rectify transfer 

failures, it is also critical to understand why certain transfer outcomes occur. To that end, 

examination of transfer supports, supervisory strategies and behaviors that contribute to transfer 

outcomes, is warranted (Figure 1). Fortunately, a considerable body of research has examined 

factors related to the transfer of training from learning environments to on-the-job performance 

(cf. Blume, Ford, Baldwin, & Huang, 2010). 

Models of Transfer Supports 

There is no consensus regarding the factors or mechanisms supporting transfer of 

training. However, many reviews have worked within Baldwin and Ford's (1988) three-factor 

framework consisting of trainee characteristics (motivation, perception of training utility, and 

self-efficacy), training design and delivery (training content and presentation of content), and 

work environment (supervisor support and feedback, and peer support) (Burke & Hutchins, 

2007; Ford, Baldwin, & Prasad, 2018; Grossman & Salas, 2011). These transfer supports are 

thought to influence trainee learning, as well as the transfer of such learning over time, across 

work contexts. For example, supervisors can influence trainee characteristics by convincing the 

supervisee that a given intervention will improve client outcomes and by motivating the 

supervisee to transfer the intervention (Chiaburu & Lindsay, 2008; Colquitt, LePine, & Noe, 

2000). Supervisors may further support transfer outcomes by incorporating active learning 



 7 

strategies, such as behavior modeling and role play, into the training design (Bearman et al., 

2013; Bearman, Schneiderman, & Zoloth, 2017; Milne & James, 2000). Training design may 

also include error management strategies and opportunities to implement interventions shortly 

after they are acquired in supervision (Brown & McCracken, 2009; Keith & Frese, 2008). 

Supervisors may influence the work environment by establishing expectations that supervisees 

will transfer training, and by providing feedback to reinforce adherence and remediate non-

adherence (Bates & Khasawneh, 2005; Egan, Yang, & Bartlett, 2004). Implementation of work 

environment factors such as goal-setting, restorative support, and peer support also increase the 

likelihood that transfer will occur (Britt & Gleaves, 2011; Grossman & Salas, 2011; Martin, 

2010). 

 Alternatively, Holton (1996) introduced an interactive model of transfer supports in 

which motivation, training design, and work climate (aspects of the work environment that 

facilitate or inhibit transfer) combine to influence the transfer of trainee learning to work 

performance. For example, Holton’s (1996) conceptualization suggests that a work culture that 

reinforces transfer will also increase trainee motivation to transfer, and subsequently lead to 

further reinforcement. The transfer literature has also extended to include measurement of 

transfer outcomes as a critical support for transfer of training, as evaluating the effectiveness of 

existing training outcomes can facilitate future improvements in training programs (Blume, Ford, 

Baldwin, & Huang, 2010; Ford et al., 2018; Grossman & Salas, 2011). 

Limitations of Current Transfer Support Measures 

Existing instruments capture important transfer supports including motivation and work 

environment (Cromwell & Kolb, 2004; Rouiller & Goldstein, 1993; Seyler, Holton, Bates, 

Burnett, & Carvalho, 1998). However, many of these instruments were created for use in 
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individual studies, such that they are limited to certain transfer supports, are not validated, and 

cannot be generalized to behavioral health contexts. The Learning Transfer System Inventory 

(LTSI), which assesses 16 transfer supports and has been validated in a number of settings and 

languages, is the most comprehensive instrument that measures transfer supports (Holton, Bates, 

& Ruona, 2000). However, the authors of the LTSI acknowledged a need for “situation-specific 

scales,” because the instrument was only designed to examine transfer supports across industries 

such as manufacturing, shipping, insurance and government, and has not been validated in the 

context of behavioral health training (Holton et al., 2000).  

Supervision Evaluation Form 

The Supervision Evaluation Form (SEF, PracticeWise, 2010) is a 17-item, therapist-

reported scale that was integrated into the MAP Agency Supervisor training curriculum to 

facilitate rehearsal and shaping of supervisor behaviors that support therapist implementation of 

MAP services. It captures the three main transfer support dimensions (trainee characteristics, 

training design and delivery, and work environment) through the extent to which such supports 

are implemented by supervisors, and the extent to which they are received by therapists (Baldwin 

et al., 2009). The SEF is the first measure of transfer supports intended for use in behavioral 

health care settings, and consequently contains a parsimonious selection of items hypothesized to 

be relevant to clinical supervisors. 

Study Aims 

The MAP Agency Supervisor model is an evidence-informed system of behavioral health 

care that depends on supervisors to support the transfer of therapist learning to job performance. 

Examination of the SEF in an archival dataset of MAP agency supervisors and therapists allows 

for an evaluation of the effectiveness of the MAP Agency Supervisor model, and provides a 
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preliminary look at the operating characteristics of the SEF. Therefore, goals of this study were 

the following: 1) evaluate the SEF as an instrument for measuring MAP transfer supports by 

exploring its factor structure; 2) assess supervisory implementation of transfer supporting 

behaviors, as indexed by therapist responses to the SEF; and 3) determine whether 

implementation of transfer supports during supervision predicted improved work performance, 

as measured by independent quality reviews of actual case material.  

Method 

Participants  

Data were collected from applications for MAP credentialing by clinical supervisors in 

California, Kentucky, Maryland, Minnesota, Mississippi, and New York between 2010 and 

2017. A total of 1,264 SEF submissions were included in item and factor analyses. Because 

participants were identifiable only by numeric code, this study was exempted from IRB review at 

the University of California, Los Angeles. To date, there are no other published reports of the 

SEF. 

Training Procedure 

Therapists in the study were in the process of earning a MAP Therapist credential. 

Therapists obtain this credential by completing 52 hours of MAP learning experiences (which 

can be completed in a variety of ways) and passing a MAP Therapist promotion review. The 

learning experiences consisted of instruction and consultation under the direction of either MAP 

Training Professionals (“National Training pathway”), or a qualified MAP Agency Supervisor 

(“Agency Supervisor pathway”). The promotion review requires candidates to submit a 

completed MAP Therapist Portfolio, including material from at least two therapy cases, on 

which they document their experience and expertise.  
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Supervisors in the study had previously earned a MAP Therapist credential and were 

working towards a MAP Agency Supervisor credential. To become a MAP Agency Supervisor, 

candidates participate in an additional 22 hours of learning experiences (representing a “train the 

trainer” model), and must pass an Agency Supervisor promotion review, which includes 

submission of SEFs and Therapist Portfolios completed by at least six supervisees. The 

supervisory learning experiences consist of instruction and consultation under the direction of a 

MAP Training Professional (Southam-Gerow et al., 2014).  

Measures 

Supervision Evaluation Form (SEF, PracticeWise, 2010). MAP agency supervisors are 

expected to demonstrate the normative (gatekeeping and monitoring), formative (instruction and 

therapist development), and restorative (support) functions of supervision (Milne, 2007). Studies 

on supervisor best practices from the transfer of training and clinical supervision literatures were 

reviewed to determine indicators of supervisor competencies (Burke & Hutchins, 2008; 

Falender, Shafranske, & Ofek, 2014; Ford et al., 2018; Govaerts, Kyndt, Vreye, & Dochy, 2017; 

Grossman & Salas, 2011; Rodolfa et al., 2005). Items on the SEF capture whether such 

indicators are implemented by MAP supervisors and perceived by MAP therapists. Therapists 

were asked to rate their agreement with each of 17 statements as they pertained to their 

supervision experiences over the past three months, with agreement rated from one (Strongly 

Disagree) to four (Strongly Agree) on a Likert scale. The scale developers chose not to include a 

midpoint because many therapists in training exhibit a social desirability bias when rating their 

supervisors (Inman, 2006), and such bias can lead to over-endorsement of a midpoint (Chyung, 

Roberts, Swanson, & Hankinson, 2017). In addition to the four-point scale, participants were 

provided with a Don’t Know option for each item.  
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The SEF was organized into three sections, reflecting different methodologies for 

measuring implementation of transfer supports. Six items were written to capture supervisor 

implementation of transfer support behaviors (e.g., “My supervisor reminds and encourages me 

to use my MAP skills”). Nine items were written to indicate the extent to which the therapists 

reacted favorably to supervisor transfer supports (e.g., “I have clear, specific, and achievable 

goals for learning and using the MAP system”). Two items did not appear in the transfer support 

literature, and were instead designed to measure the therapist’s general satisfaction with 

supervision (e.g., “The supervision and consultation I received was useful”).  

Although the SEF was not organized to reflect a specific model of transfer supports, it 

does capture the three domains of transfer supports outlined by Baldwin and Ford (1988). Four 

items represented aspects of trainee characteristics including trainee motivation, self-efficacy, 

and perceived utility of training (e.g., “I believe that the MAP system can help my clients and 

improve our services”). Five items captured elements of training design and delivery, such as 

behavior modeling, and role play (e.g., “My supervisor teaches, demonstrates, and practices 

MAP skills with me”). Six items were devoted to work environment supports, including 

performance feedback, supervisor support, goal-setting, and opportunity to perform (e.g., “I have 

the opportunity to practice and use new MAP skills in my daily work”).  

Case material review (PracticeWise, 2010). As part of their credentialing process, MAP 

therapists are required to submit a record of cases with whom they used MAP services, and more 

detailed case materials for at least two of the cases of their choosing. The case record form 

contained information about the targets, measurement, integration of knowledge and resources, 

practices delivered, and outcome achievement for each case. The detailed case materials included 

a clinical dashboard, treatment literature summary, and textual progress notes. The clinical 
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dashboard is a convenient visual and textual summary of the treatment context, client progress, 

and the history of practices delivered during the treatment episode that is developed and used as 

a key component of MAP service implementation. The treatment literature summary is generated 

by therapists using the PracticeWise Evidence-Based Services (PWEBS) database to aggregate 

information from research studies that meet therapist-specified criterion with respect to strength 

of evidence, treatment target (e.g., anxiety, depression, trauma, or conduct disorders), client age, 

ethnicity, gender, and treatment context (Chorpita et al., 2014). For example, therapists may 

search for practice elements common among treatments with strong empirical support for 

treatment of 12-year old girls suffering from anxiety. 

The case material review is an evaluation of the case materials by independent reviewers 

with specialized training in the MAP system. The 10-item case material review covers the 

domains of client information, progress and practice monitoring, and service quality. Client 

information refers to the extent to which MAP therapists recorded client demographic 

information and presenting problems in a culturally sensitive manner. Review of progress 

monitoring covers the domains of measure selection (e.g., selection of reliable, valid outcome 

measures and reference to target scores), visual display of progress (e.g., presentation of 

expected and observed progress benchmarks in graphical format), and availability of progress 

data (e.g., consistent collection of progress measures). Review of practice monitoring covers 

event selection (e.g., whether selected interventions are supported by empirical evidence for 

treatment of the selected problem), visual display of practices (e.g., practices are documented 

and displayed graphically in an easily interpretable format), and availability of practice data 

(e.g., practices are recorded in a timely manner). Review of service quality covers the domains of 

practice quality (e.g., application of evidence-informed practices at an appropriate dose, at 
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reasonable time intervals), progress-practice integration (e.g., implementation of practices was 

consistent with client progress), and progress quality (e.g., outcome measures indicated some 

improvement with respect to treatment goals). Each item is rated on a 3-point scale as “needs 

work,” “proficient,” or “advanced,” or endorsed as “not observed” if a reviewer determines that 

the available information is insufficient to make a rating.  

Reviewers were independent consultants with extensive experience in the MAP system. 

All reviewers completed a rigorous training process consisting of self-review of a set of 

instructional case material, didactic instruction about the case materials, and review of at least 

two case materials submitted by MAP therapists. Reviews of case materials were then compared 

to a criterion reviewer, and reliability was established when the potential reviewer’s judgment 

matched that of the criterion reviewer on at least two cases with no individual dimension rating 

deviating by more than one point. Potential reviewers received individualized feedback from a 

MAP Training Professional to discuss discrepancies between scores of the potential reviewer and 

the criterion reviewer. This feedback process was repeated until reliability was achieved. 

Additionally, a MAP Training Professional was required to subjectively endorse the readiness of 

all potential reviewers. Thirteen independent reviewers completed case material reviews for this 

study following completion of reliability training.  

Analyses of Supervisor Evaluation Form 

Item analysis. Descriptive properties (mean, standard deviation, kurtosis, skewness) of 

each item were calculated in order to observe response patterns. Cronbach’s alpha was calculated 

for the SEF composite score and factor scores as an index of internal consistency. Corrected 

item-total correlations were conducted by running Pearson correlations between each individual 
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item and the sum of the remaining items in the scale, and served as indices of item 

discrimination.  

Factor analysis. Although the SEF was informed by the transfer literature, it was not 

intended to directly reflect Baldwin and Ford’s (1988) categorization of transfer supports. 

Exploratory factor analysis was selected over confirmatory factor analysis because it is well 

suited for instruments whose factor structure is not designed to reflect a scientific theory, and 

may include items that do not capture the intended construct (Hurley et al., 1997; Schmitt, 2011; 

Worthington & Whittaker, 2006). Factor analysis was conducted using MPLUS version 6.12 

(Muthen & Muthen, 1998). Promax rotation was applied because it is recommended for scales 

whose items are correlated, as is often the case with psychological instruments (Costello & 

Osborne, 2005). To facilitate factor extraction, additional strategies of retaining factors with 

eigenvalues greater than 1 and observing a scree plot were applied. The root-mean-square error 

of approximation (RMSEA) and the root-mean-square residual (SRMR) were calculated as 

indicators of model fit. Hu and Bentler (1999) advised that in the best fitting models, RMSEA £ 

.06, and SRMR £ .08.  

Predictive validity analysis. Case material review data were multilevel, such that 

individual therapists were nested within supervisors within agencies. Data met the assumptions 

of multilevel modeling, which include normality, homogeneity of variance, and linearity. Only 

case material submitted by therapists for whom we could identify a supervisor were included for 

analyses.  Reviewer effects were determined by calculating the slope of the relationship between 

individual reviewers and case material scores. To control for these effects, the difference 

between each case material score and the unique effect (slope) of each reviewer was computed, 

producing a residual score for each case material submission. Only case materials that therapists 
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submitted in their first application to obtain a MAP credential were used because, in some 

instances (e.g., failure to meet minimum performance standards, or complete case material), 

multiple case materials were submitted per client. Because therapists submitted case material for 

multiple clients, the study outcome measure was calculated as the average of the residual case 

material scores for initial case material submissions by each therapist. A similar procedure was 

applied with regard to SEF scores, wherein average SEF composite and factor scores were 

generated for each therapist. The final sample included case material and SEF submissions from 

832 therapists (1,818 cases) who practiced under 159 supervisors within 66 community 

organizations. Associations among SEF and case material scores were analyzed using the 

multilevel modeling procedure PROC MIXED in SAS Studio version 3.6 (Singer, 1998). All 

models contained three levels with level one predictor (SEF score) and outcome (case material 

score) variables nested within supervisors within agencies. Intercepts and slopes were allowed to 

vary randomly at the supervisor and agency levels.  

Results 

Case Material Reviews 

 Case material scores from 832 therapists were examined to assess the quality of case 

material submissions. The mean case material score was 2.10 (SD = .21), indicating proficiency, 

and 95% of initial submissions met the minimum cutoff score for competence (1.7).  

SEF Descriptive Statistics 

Therapists worked with their supervisors for an average of 6.98 (SD = 2.42) months 

before submitting the SEF, with 98.6% of therapists spending at least 3 months with their 

supervisor before submitting the SEF. Therapists who worked with their supervisors for a period 

of time shorter than 3 months before completing the SEF typically did so because they changed 
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roles within their agency or their original supervisor left the agency. Because the Don’t Know 

option was selected infrequently (between 0.2% and 2.8% responses per item), it was treated as 

missing data.  

Although participants utilized a full range of responses, item scores were negatively 

skewed, with most respondents primarily endorsing high levels of agreement with the statements. 

Descriptive statistics for the SEF are displayed in Table 1. Reliability analysis was conducted on 

the full scale, and yielded a Cronbach’s alpha value of .91, indicating that the SEF has high 

internal consistency (Gliem & Gliem, 2003).   

 Corrected item-total correlations were applied to the SEF to determine the discriminative 

properties of each item (Table 1). Each item-total correlation was significant at the p < .001 

level, and ranged from .45 (“I am confident that I can use the MAP system successfully”) to .72 

(“My supervisor reminds and encourages me to use my MAP skills”), uniformly above the 

recommended .30 threshold for acceptable item discrimination (Field, 2013). 

Exploratory Factor Analysis 

 One of the core aims of the present study was to determine the factor structure of the 

SEF. Results supported a two-factor, 15-item solution that demonstrated excellent fit (c2(88) = 

471.65, p < .001), with fit indicators RMSEA (.059) and SRMR (.027) meeting established 

cutoff criteria (Hu & Bentler, 1999) (Table 2). One factor that met the aforementioned criteria 

was discarded because it contained two items, violating the guideline that each factor contain at 

least three items (Costello & Osborne, 2005). The items that loaded on to the discarded factor 

(“The supervision and consultation that I received was useful,” and “I have a good relationship 

with my supervisor”) were not retained because their loadings on the remaining two factors were 

less than .40, and because they reflect supervisory working alliance rather than transfer supports. 
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Six items loaded strongly (.75 - .83) on what we have conceptualized as “Supervisory 

Activities,” or supervisory behaviors supporting therapist transfer of training. The nine 

remaining items loaded (.51 - .76) onto a factor reflecting favorable therapist responses to 

supervision, hereafter referred to as “Supervisee Reactions.” Three items representing therapist 

knowledge and skill improvement, as well as responses to supervisory feedback and instruction, 

loaded strongly onto both factors. These items were retained because they improved model fit, as 

well as the predictive validity of the instrument (Costello & Osborne, 2005). 

Supervisor Evaluation Form and Case Material Review Scores 

To test the hypothesis that positive supervision experiences improve clinical 

performance, SEF scores were examined as predictors of aggregated case material scores. Higher 

composite SEF ratings predicted improved performance on case material submissions (β = 0.03, 

SE = 0.01, t = 2.47, p < .05), indicating that therapists who had better experiences in supervision 

submitted higher quality case material, as compared with therapists who had relatively less 

favorable supervision experiences.  Similarly, higher ratings on the Supervisee Reactions 

subscale significantly predicted higher case material scores (β = 0.03, SE = 0.01, t = 2.36, p < 

.05), demonstrating that positive therapist responses to supervision were associated with better 

case material submissions. Supervisory Activities scores were not associated with case material 

scores (β = 0.02, SE = 0.01, t = 1.57, p > .05).  

Discussion 

 The present study used an archival dataset to explore the effectiveness of the MAP 

Agency Supervisor model by examining the extent to which therapists trained by agency 

supervisors successfully transferred training, as well as the effectiveness of agency supervisors in 
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supporting such transfer. To determine the quality of the SEF as an indicator of supervisory 

transfer supports, the instrument’s factor structure and predictive validity were explored. 

Effectiveness of MAP Therapists 

Case material scores indicated that MAP therapists trained by the agency supervisors 

demonstrated strong performance outcomes, as indicated by identification and monitoring of 

clients’ symptoms, as well as competent selection and application of interventions designed to 

address such symptoms. Average case material scores for therapists trained by agency 

supervisors (M = 2.10, SD = .21) were comparable to scores for therapists who received training 

through the MAP National Training pathway (M = 2.15, SD = .27), as reported by Southam-

Gerow and colleagues (2014) in a study of MAP implementation in Los Angeles County. Taken 

together, these findings contribute to a growing literature demonstrating that the therapists 

trained through the Agency Supervisor approach consistently deliver evidence-informed 

interventions in a skillful manner (Southam-Gerow et al., 2014; Weisz et al., 2018) 

Effectiveness of MAP Agency Supervisors 

The SEF was examined as an indicator of the effectiveness of the MAP agency 

supervisors in supporting therapist transfer of training. Mean scores were high for the Supervisee 

Reactions and Supervisory Activities factors, suggesting that therapists reacted favorably to 

transfer supports, and perceived that their supervisors competently implemented such supports. 

Although the perceived quality of MAP supervision was high, examination of item means 

suggests that certain transfer supports may be implemented more often or effectively than others. 

Mean endorsement of the item, “I am reminded and encouraged to use my MAP skills by my 

colleagues,” was lowest among all items. We speculate that this finding reflects the relative 

scarcity of MAP therapists, and thus opportunities for peer collaboration, at some organizations. 
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Mean ratings were also comparatively lower for the item, “Using the MAP system has helped my 

clients and improved my practice.” Such ratings may indicate that, at times, therapists were not 

obtaining the desired results during their training period, or that they did not attribute their 

clients’ progress to their MAP training. Items assessing work climate, professional development, 

and enhancement of skills and knowledge were rated most highly by therapists, indicating that 

MAP therapists perceived that their supervisors were implementing critical transfer supports 

(Burke & Hutchins, 2007; Grossman & Salas, 2011). Further examination of the SEF is needed 

to determine the statistical and clinical significance of the differences in item means.  

Exploratory Factor Analysis 

Analysis identified two methods for evaluating implementation of transfer supports: 

Supervisory Activities and Supervisee Reactions. All six items comprising the Supervisory 

Activities factor reflect constructs previously identified in the literature as important transfer 

supports, including behavior modeling, creating a realistic training environment, progress 

monitoring, provision of cues to use skills, and supervisor support (Baldwin et al., 2009; Burke 

& Hutchins, 2007; Grossman & Salas, 2011). The Supervisee Reactions factor contains nine 

items capturing the extent to which therapist involvement in the supervision process was 

associated with the therapist’s perception of supervisor effectiveness. It is possible that certain 

supervisory techniques (e.g., performance review) may encourage therapists to engage in 

developmentally beneficial activities (e.g., goal-setting or skill improvement), or that therapist-

initiated action may encourage supervisors to more effectively implement transfer supports. The 

SEF and both factors demonstrated excellent internal consistency, and all items were positively 

correlated with corrected item-total SEF scores.   



 20 

The two-factor structure of the SEF diverged from three- and four-factor conceptual 

models of transfer supports found in the literature (Burke & Hutchins, 2007; Ford et al., 2018; 

Holton, 1996). One explanation for this divergence is that the SEF’s factors were constructed to 

reflect different approaches to measuring transfer supports (supervisor implementation vs. 

therapist receipt), rather than differentiating between types of transfer supports. Additionally, the 

SEF was designed to assess multiple components of a therapist’s experience in supervision, 

including, but not limited to, factors influencing transfer of training. Although items that were 

unrelated to transfer of training were discarded in the factor analysis process, the remaining 

items do not reflect the entire scope of transfer supports that have been identified in the 

literature. Specifically, the SEF lacks items pertaining to error management (e.g., avoiding errors 

or learning from them) and identical elements training (rehearsing the same practices in 

supervision that will be used in session), which have been identified in multiple reviews as 

important transfer supports (Burke & Hutchins, 2007; Keith & Frese, 2008). Finally, because the 

SEF was created for the purpose of supervisor evaluation, it does not measure critical therapist 

characteristics that support transfer and cannot be influenced by supervision (e.g., pre-training 

motivation, cognitive ability).  

Establishing the Predictive Validity of the SEF 

Nevertheless, the present study yielded initial evidence for the validity of the SEF as a 

predictor of transfer outcomes by examining the relationship between SEF responses and case 

material scores. Findings suggest that therapists who reported more favorable supervision 

experiences and reactions also produced the highest scoring case materials. Thus, consistent with 

the broader transfer of training literature, higher integrity supervision was associated with higher 

quality on-the-job performance (Ford et al., 2018; Govaerts et al., 2017; Grossman & Salas, 
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2011). Although statistically significant, the size of this prediction effect was small. This small 

effect is consistent with the meta-analysis of Blume and colleagues (2010) who found transfer of 

training effects were moderated by the measurement source (single vs. multi-source), time lag 

(near vs. far), and type of skill (closed vs. open) being transferred. The current study used 

different methods at different time points and measured skills that may be adapted to fit 

individual cases in the clinical context rather than applied exactly as trained. Thus, within the 

framework of Blume and colleagues (2010), the current study is a multi-source test of the far 

transfer of open skills. Blume and colleagues (2010) found small effect sizes in the few studies 

that they identified testing this challenging type of transfer. 

With regard to subscales, the Supervisory Activities factor was not a significant predictor 

of case material scores. One explanation for this finding is that the case material score may not 

reflect the full extent of transfer outcomes elicited by supervisor transfer supports. The case 

material score represents the extent to which MAP therapists performed important on-the-job 

responsibilities that are associated with strong coordination integrity (e.g., intervention and 

outcome monitoring). However, it does not capture other indices of therapist performance such 

as fidelity to treatment execution or cultural sensitivity (e.g., Bellg et al., 2004; Kumpfer, 

Alvarado, Smith, & Bellamy, 2002). To that end, a multi-measure approach may be necessary to 

more comprehensively represent therapist performance, as well as to make more substantive 

claims regarding the validity of the SEF.  

Limitations 

Findings should be interpreted in light of several limitations. First, although the high case 

material scores demonstrated that therapists trained by MAP agency supervisors were effective 

in transferring coordination of practice skills, the study did not examine therapist implementation 
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of practice within sessions. Second, the study relied on a therapist-report measure of supervision. 

Therapist evaluations of supervisors are often subject to leniency bias, and may account for the 

skewness in composite SEF scores (Chapman, McCart, Letourneau, & Sheidow, 2013; Martino, 

Ball, Nich, Frankforter, & Carroll, 2009). Third, several items loaded strongly onto both SEF 

factors, suggesting that these items may capture important components of reactions to 

supervision as well as supervisor behaviors. Although cross-loading items create some ambiguity 

regarding the interpretation of the factors, they were retained because they captured important 

shared variance and improved the predictive validity of the SEF. Specifically, when cross-

loading items were eliminated, the shorter SEF composite was not significantly associated with 

case material scores (β = 0.002, SE = 0.001, t = 1.84, p > .05). Finally, because data were 

collected for training purposes, the demographics of therapists and supervisors were not 

examined. Differences in general supervision experience and familiarity with MAP may have 

influenced how effectively supervisors were able to implement transfer supports, and thus, how 

they were rated on the SEF. 

Future Directions 

In spite of these limitations, the current findings support the application of the Agency 

Supervisor approach for eliciting strong therapist transfer of training in community behavioral 

health service organizations. Direct comparison of transfer supports and outcomes across the 

MAP Agency Supervisor and MAP National Trainer models would further elucidate the relative 

strengths and weaknesses of these training approaches (Southam-Gerow et al., 2014; Weisz et 

al., 2018). Additionally, more research is needed to determine the effectiveness of the Agency 

Supervisor model for instruction of other evidence-informed behavioral treatments. Finally, 
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comparison of SEF scores with observational coding of supervisory behaviors would address the 

potential effects of therapist leniency bias on the SEF.  
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Table 1 
 
Full Descriptive Statistics and Corrected Item-Total Correlations 

 

Item Mean SD Skewness Kurtosis Min Max 
Item-
Total 
Corr. 

My supervisor helps create a 
supportive work environment  3.8 0.5 -1.8 3.7 1 4 .65 

My supervisor helps me plan 
and supports my professional 
growth  

3.7 0.5 -1.3 1.4 1 4 .67 

My supervisor prepares me to 
learn skills by telling me what 
to expect and what is 
important 

3.7 0.5 -1.1 0.0 1 4 .71 

My supervisor reminds and 
encourages me to use my 
MAP skills 

3.7 0.5 -1.2 0.7 1 4 .72 

My supervisor teaches, 
demonstrates, and practices 
MAP skills with me  

3.7 0.5 -1.1 0.4 1 4 .67 

My knowledge and skills have 
improved as the result of the 
supervision and consultation 
that I received 

3.6 0.5 -0.9 0.4 1 4 .64 

My supervisor and I regularly 
review my progress and 
performance  

3.6 0.5 -0.9 0.3 1 4 .65 

I have the opportunity to 
practice and use new MAP 
skills in my daily work 

3.6 0.5 -0.8 0.1 1 4 .56 

Supervision helps me identify 
specific things that I can do to 
help particular clients 

3.6 0.5 -1.0 -0.1 1 4 .64 

I am confident that I can use 
the MAP system successfully  3.6 0.5 -0.4 -1.6 2 4 .45 

I believe that the MAP system 
can help my clients and 
improve our services 

3.5 0.5 -0.6 -0.3 1 4 .61 
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I have clear, specific, and 
achievable goals for learning 
and using the MAP system 

3.5 0.5 -0.3 -0.6 1 4 .61 

The feedback I receive helps 
me know how well I am doing 
with my MAP skills  

3.5 0.6 -0.8 0.3 1 4 .70 

Using the MAP system has 
helped my clients and 
improved my practice 

3.4 0.6 -0.7 0.4 1 4 .61 

I am reminded and 
encouraged to use my MAP 
skills by my colleagues 

3.3 0.6 -0.5 0.3 1 4 .48 

p<.001 for all corrected item-total correlations 
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Table 2 
 
Supervision Evaluation Form Factor Loadings 
 

 
 
Abbreviated SEF Items 

Factor 1 
Supervisory 
Activities 

Factor 2 
Supervisee 
Reactions 

Self-Efficacy .32 .53 
Perceived Utility for Clients .34 .68 
Knowledge and Skills Improved* .53 .70 
Supervisor Instructs* .58 .62 
Goal Setting .47 .68 
Opportunity to Use .39 .66 
Peer Cues .39 .51 
MAP Helped .43 .76 
Feedback* .65 .67 
Supervisor Prepares .74 .52 
Supervisor Models .78 .52 
Supervisor Monitors .77 .49 
Supervisor Cues .81 .54 
Professional Growth .83 .51 
Work Environment .79 .48 

Values for items comprising each factor are bolded 
Asterisks indicate items loading strongly onto both factors 
 
  



 36 

Figure 1 
 
Evaluation of MAP Agency Supervisor Model 

 

 
 

 
Within the MAP Agency Supervisor model, knowledge and skills are transferred from training 
professionals to agency supervisors to therapists to clients. Implementation of transfer supports, 
as indicated by the Supervision Evaluation Form, predict therapist job performance, as indicated 
by Case Material Reviews. 
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CHAPTER 2: 

From Practice to Application: Measuring Supervisory Supports for Therapist Transfer of 

Training 
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Abstract 
 
 Successful implementation of evidence-based treatments (EBTs) requires therapists not 

only to participate in training, but also to apply that training in practice. Supervisors stand at the 

interface between training and practice, and therefore, can implement specific strategies to 

support therapist transfer of EBT learning to practice. However, there is significant variance in 

supervisory techniques, and few pragmatic, efficient methods exist for behavioral health service 

organizations to assess the effectiveness of their supervisors. Thus, the present study examined 

the development and validation of the 48-item Transfer of Training Inventory (TTI-48), which 

measures supervisory implementation of transfer supports (techniques that enhance the 

likelihood of therapists transferring training). The TTI-48 was administered to 78 therapists (25 

supervisors) and validated against coded transfer supports that occurred as part of a larger study 

of clinical supervision. The TTI-48 was a poor indicator of the observed transfer supports and 

was highly correlated with the Supervisory Working Alliance Inventory – Therapist Report 

(SWAI-T). Subsequently, we created the TTI-10 by selecting 10 items to minimize the impact of 

the supervisory working alliance.  Higher TTI-10 scores predicted a greater likelihood that 

supervisors selected and rehearsed a given practice, but were not associated with the quality of 

such practice selection or rehearsal. Analyses did not reveal significant relationships between the 

TTI-10 and review and measurement of practice implementation. Strong positive correlations 

between the SWAI-T and both versions of the TTI indicate a pattern of leniency and halo bias in 

therapists’ evaluations of their supervisors, and suggest that community therapists may have 

difficulty distinguishing between transfer supports and the supervisory relationship. 
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Introduction 
 

The past 60 years in psychotherapy research have been characterized by marked 

development and implementation of evidence-based treatments (EBTs), interventions which 

have demonstrated efficacy in randomized clinical trials (Chorpita, Bernstein, & Daleiden, 

2011). There is considerable incentive to apply EBTs in community settings where usual care 

has yielded low effect sizes and, in some cases, increases in symptomatology (Warren et al., 

2009; Weisz et al., 2013). However, EBTs are often more effective when implemented in 

controlled trials, as compared with community settings (Kazdin, 2008; Weisz, Donenberg, Han, 

& Weiss, 1995). This research-to-practice gap arises, in part, because efforts by community 

therapists to address the complexity of their clients’ presentations may result in ineffective 

adaptations to the EBTs (Garland et al., 2014; Stirman, Crits-Christoph, & DeRubeis, 2004; 

Weisz et al., 2009). In other words, the uniquely challenging circumstances of providing mental 

health treatment in community settings makes it especially difficult for therapists to transfer 

skills to their work with clients.  Transfer breakdowns have been observed in a number of 

contexts and have negative implications for community behavioral health organizations whose 

investments in training efforts often yield increases in therapist knowledge without 

corresponding changes in job performance (Beidas & Kendall, 2010; Bunch, 2007).    

Theoretical models of transfer are helpful in identifying breakdowns in the transfer 

process. Baldwin and Ford (1988) introduced the most widely-cited model for conceptualizing 

the transfer process involving training inputs, training outputs, and conditions of transfer. 

Training inputs refer to three broad constructs - trainee characteristics (e.g., self-efficacy, 

motivation), training design and delivery (e.g., structure and quality of instruction), and work 

environment (e.g., training culture) - that influence training outputs, or the learning that occurs as 
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a result of training.  Conditions of transfer constitute the final outcome of the transfer process – 

the extent to which training outputs are generalized and maintained over time. Recent transfer 

reviews have adapted this model to include measurement of transfer outcomes (Ford, Baldwin, & 

Prasad, 2018), organizational factors (Burke & Hutchins, 2007), and the sequencing of training 

inputs (e.g., before, during or after training; Broad, 2005) as critical indicators of transfer 

success. Furthermore, recent findings suggest that the context of training (lab or field setting), 

source of the transfer outcome measure (self-report or objective ratings), and whether the 

transferred skill is open (application of the learned skill changes in new contexts) or closed 

(application of the skill at work is identical to application in training) affects transfer outcomes 

(Blume, Ford, Baldwin, & Huang, 2010). Holton (1996) developed an alternative model based 

on three intended training outcomes: trainee learning, trainee work performance and 

organizational results. Specifically, it was proposed that a variety of factors including trainee 

motivation, environmental factors and intrinsic trainee abilities interact to determine whether or 

not learning is transferred to job performance, and whether that performance services 

organizational goals.  

Although theoretical models of transfer differ in their conceptualizations of transfer 

outcomes, there is significant overlap regarding the factors that that influence such outcomes, 

hereafter referred to as “transfer supports.” Transfer supports include trainee characteristics, such 

as motivation, self-efficacy, cognitive ability and perception of training utility, which have been 

strongly linked to transfer outcomes (Blume et al., 2010; Kontoghiorghes, 2002; Van der Klink, 

Gielen, & Nauta, 2001). Additional transfer supports pertain to the design and delivery of the 

training program. Such supports include supervisory strategies that promote active rehearsal of 

practices (e.g., behavior modeling and role play), goal-setting, error management procedures, 
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and applicability of training content to the workplace, each of which are strongly associated with 

improved transfer outcomes (Bearman et al., 2013; Bearman, Schneiderman, & Zoloth, 2017; 

Burke & Hutchins, 2007; Cohen & Lotan, 1990; Heimbeck, Frese, Sonnetag, & Keith, 2003; 

Taylor, Russ-Eft, & Chan, 2005). Transfer supports within the work environment refer to the 

extent to which a work setting supports or inhibits transfer of learned skills (Rouiller & 

Goldstein, 1993; Tracey, Tannenbaum, & Kavanagh, 1995). Factors most strongly linked to 

successful transfer include perceived supervisor and peer support, and provision of opportunities 

for trainees to use the skills they learned in training at work (Blume et al., 2010; Burke & 

Hutchins, 2007; Gilpin-Jackson & Bushe, 2007; Grossman & Salas, 2011). Additionally, 

organizations that promote a culture of continuous learning and an expectation that trainees will 

transfer training, tend to elicit strong transfer outcomes from employees (Bates & Khasawneh, 

2005). 

 Supervisors play a fundamental role in the training of developing therapists, and as such, 

are uniquely positioned to influence the implementation of transfer supports (Beidas & Kendall, 

2010; Milne & James, 2002; Sholomskas et al., 2005). While some transfer supports are beyond 

the scope of a supervisor’s influence (e.g., personality, cognitive ability), quality of supervision 

has been shown to increase other trainee characteristics such as self-efficacy and motivation 

(Cromwell & Kolb, 2004).  Supervisors are also the primary purveyors of training design 

features including instruction strategies, review of completed practices, and provision of 

feedback (Bearman et al., 2017; Neher, Gordon, Meyer, & Stevens, 1992). With respect to work 

environment, supervisor attitudes and behaviors have been shown to exert substantial influence 

on supervisees’ opportunities to use new skills, and on their perceptions of organizational 
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support (Eisenberger, Stinglhamber, Vandenberghe, Sucharski, & Rhoades, 2002; Ford, 

Quiñones, Sego, & Sorra, 1992).  

 In addition to affecting transfer supports, there is ample evidence supporting the positive 

effects of supervision on both therapist and client outcomes. Bambling and colleagues (2006), 

for example, found that depressed clients receiving treatment from supervised therapists 

exhibited steeper symptom reductions and greater client-therapist working alliance than clients 

receiving treatment from unsupervised therapists. Callahan and colleagues (2009) reported a 

moderate effect of supervision on client outcomes above and beyond the effects of clients’ initial 

symptom severity and the individual characteristics of therapists. Medical and business industries 

have also realized positive effects of supervision on employee competency, productivity, and 

satisfaction (Gumuseli & Ergin, 2002; Heaven, Clegg, & Maguire, 2006). By contrast, a 

naturalistic study of community therapy concluded that supervisors accounted for little variance 

in client outcomes (Rousmaniere, Swift, Babins-Wagner, Whipple, & Berzins, 2016).  On 

aggregate, however, findings have supported a relationship between supervision and client 

outcomes, leading some to conclude that supervision is a necessary component of clinical 

training (Beidas & Kendall, 2010; Rakovshik, McManus, Vazquez-Montes, Muse, & Ougrin, 

2016).  

 Advances in the understanding of transfer supports, and of supervisors as important 

administrators of such supports, have created a need to measure supervisory implementation of 

transfer supports. Proper instrumentation would: (1) provide a mechanism for organizational 

quality assurance, (2) facilitate supervisor self-improvement efforts by enabling them to monitor 

their transfer promoting and inhibiting behaviors, (3) enable therapists to provide meaningful 

feedback to their supervisors, and (4) help to explain possible causes of transfer failure 
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(Tannenbaum & Yukl, 1992).  However, many studies employ un-validated, study-specific 

instruments whose contents do not generalize to alternate settings (Rothwell, 1996; Williams, 

1994). Other scales provide comprehensive measurement of a single transfer support (e.g., work 

climate, motivation) while neglecting other factors (Facteau, Dobbins, Russell, Ladd, & Kudisch, 

1995; Rouiller & Goldstein, 1993; Seyler, Holton, Bates, Burnett, & Carvalho, 1998; Tracey & 

Tews, 2005). The Learning Transfer System Inventory (LTSI; Holton, Bates, & Ruona, 2000), 

which measures transfer supports along 16 factors and was developed for use in industries such 

as sales, customer service and technical services, effectively addressed the aforementioned 

shortcomings in instrumentation. However, the LTSI’s length (112 items) and breadth render it 

somewhat impractical as a measure of clinical supervision.  

 Measurement tools are needed to understand the extent to which transfer supports are 

implemented in behavioral health clinics and to identify supports that best facilitate the transfer 

of clinician training. To that end, the Supervision Evaluation Form (SEF), a 17-item, clinician-

report instrument, was developed to capture a limited scope of supervisory transfer supports 

within Managing and Adapting Practice (MAP), a system of psychological care that utilizes a 

database of EBTs and decision-making instruments to inform the selection, specification and 

implementation of treatment (Chorpita et al., 2014). Exploration of the SEF demonstrated the 

feasibility of measuring transfer supports in the context of clinical supervision (Westman, 

Daleiden, & Chorpita, 2019). However, the SEF’s applicability is limited to MAP supervision 

because it assesses a narrow set of behaviors through which MAP supervisors facilitate use of 

MAP-specific skills.   

To address these concerns, the Transfer of Training Inventory (TTI) was created to 

examine a broad scope of supervisory behaviors that have been identified as transfer supports 
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and can be used across a variety of training models. The TTI was created from a pool of 48 items 

representing 16 transfer support constructs, and was evaluated as an index of transfer supports in 

clinical supervision. Therefore, the present study aimed to: (1) determine item and scale response 

patterns, (2) develop a reduced, linear composite score, and (3) evaluate the convergent validity 

of the TTI by examining the relationship between TTI scores and observed supervisor transfer 

supports, as indexed by independent coding of supervisor selection, preparation, measurement 

and review of practices.  Practice selection is a pre-requisite for transfer of training because 

therapists cannot transfer a practice that they did not select in supervision. Preparation of such 

practices encompasses transfer supports such as role play and behavior modeling. Developing a 

plan to measure practice implementation may increase therapist accountability for transferring a 

selected practice by setting an expectation that transfer success or failure will be reviewed. 

Finally, supervisors support transfer through practice review by providing feedback on transfer 

successes and failures. The TTI was administered to therapists receiving supervision and treating 

school-aged children through a randomized control trial. 

Method 
Participants 

Participants included 78 therapists working under the guidance of 25 supervisors within 

the Reaching Families study, an ongoing investigation of the effects of a systematic knowledge 

dissemination strategy on client engagement in school mental health services. Therapists were 

predominantly female (93%) and averaged 41.11 years of age at the time of assessment. Most 

therapists identified as Latinx or Hispanic (49%) or Black or African-American (37%), with 

others identifying as White or European-American (11%), or Asian or Asian-American (3%). 

Therapists held master’s (99%) and doctorate (1%) degrees and identified their specialties as 

social work (64%), clinical or counseling psychology (17%), rehabilitation counseling (6%), 
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marriage and family therapy (1%), and other (12%). All of the supervisors who participated in 

the study were female and averaged 48.58 years of age at the time of assessment. Supervisors 

identified as Black or African-American (36%), White or European-American (32%), Latinx or 

Hispanic (23%), Asian or Asian-American (4.5%) and of mixed ethnicity (4.5%). Supervisors 

held master’s degrees in social work (65%), arts (25%), and education (5%), with a  

Supervisors held master’s (95%) and doctorate degrees (5%) and specialized in social work 

(65%), clinical or counseling psychology (15%), rehabilitation counseling (10%), and other 

(10%). 

Therapists recruited for this study were employed either by the Los Angeles Unified 

School District School Mental Health Clinic and Wellness Center, or in one of seven school 

districts in South Carolina. Therapy clients consisted of youths (ages 5-18) and caregivers who 

reported low levels of engagement with their treatment providers on the My Thoughts About 

Therapy questionnaire (MTT). The MTT consists of 35 questions reflecting youth and caregiver 

perceptions of engagement across the domains of relationships (e.g., I feel like I am part of a 

team with my counselor), expectancy (e.g., I believe the work I do with my counselor will help 

me), attendance (e.g., I make sure I get to my appointments with my counselor), clarity (e.g., I 

understand what I am supposed to do in counseling), and homework (e.g., I actively participate 

during appointments with my counselor). 

Training Procedure 

Supervisors and therapists in the training condition attended a large, two-day workshop 

where they were randomized to receive training via the Coordinated Knowledge System (CKS), 

or the Delayed Training (DT) condition. The CKS training protocol is a system of resources 

(e.g., checklists, measurement tools and worksheets) designed to streamline decision-making in 
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supervision, and ultimately, promote client engagement outcomes through the use of engagement 

practices found to be effective in the youth behavioral health literature (Becker, Boustani, 

Gellatly, & Chorpita, 2018). Therapist-supervisor dyads in the Delayed Training (DT) condition 

attended a one-day workshop where they received brief guidelines regarding engagement 

practices. The present study included supervisors in the CKS and DT conditions because neither 

condition was expected to affect the relationship between reported (TTI) and observed (coded) 

transfer supports. Following workshop training and case assignment, therapist-supervisor dyads 

in each condition met for an initial supervision session, and then alternated between therapy 

(therapist-youth) and supervision (supervisor-therapist) sessions for the remainder of the study. 

The TTI was administered to therapists when the therapists completed the Reaching Families 

study via the online platform, SurveyGizmo.  

Scale Development 

This author identified over 25 constructs in the transfer of training and supervisor 

competencies literatures that could support therapist transfer of training (Burke & Hutchins, 

2008; Grossman & Salas, 2011). Several transfer supports were discarded because they could not 

be meaningfully influenced by supervision (e.g., cognitive ability). Other supports were 

discarded because there was limited research supporting their association with transfer outcomes. 

Thirteen transfer supports were retained because there was strong evidence suggesting that their 

implementation could influence transfer outcomes. A total of three constructs that have not been 

examined in the context of transfer of training were retained because they were identified as 

critical to the supervision process (developmental instruction, meta-competence, and multi-

cultural competency).  
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To optimize item development and minimize measurement error, the author organized 

two focus groups consisting of clinical psychology graduate students who had participated in at 

least one year of clinical supervision. Pre-testing was conducted within the focus groups to 

identify and remediate comprehension, validity, processing and response problems noted by the 

focus group members (Collins, Insel, Chockalingam, Daar, & Maddox, 2013). The final version 

of the TTI -48 (Appendix B) contained 48 items representing 16 transfer supports. 

Scale Response Procedure 

Within the online survey, the TTI prompted participating therapists to rate their 

agreement with 48 items pertaining to their current supervisor within the Reaching Families 

study. Because most therapists (76%) had worked with their assigned supervisor outside of the 

Reaching Families context, the instructions prompted participants to consider their supervisor 

only with respect to Reaching Families cases. Participants rated their agreement with each item 

from one (Strongly Disagree) to four (Strongly Agree) on a Likert scale. For each item, stronger 

agreement indicated greater supervisory implementation of transfer supports.  

Scale Constructs 

A summary of scale constructs is presented in Table 1, and each of the 16 constructs is 

described in detail below.  

Behavior Modeling. Behavior modeling was developed based on social learning 

principles, such that supervisors are encouraged to provide clear guidelines for effective 

application of a given skill, demonstrate the skill, enable the therapist to practice the skill, offer 

feedback to the therapist, and encourage use of the skill in session (Bandura, 1977; Taylor et al., 

2005). According to a meta-analysis by Taylor and colleagues (2005), behavior modeling most 

strongly facilitates transfer when the supervisor encourages the therapist to set learning goals, 
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models positive and negative applications of techniques, and reinforces the therapist’s effective 

use of skills. Additionally, transfer outcomes are strongest when supervisors elicit active 

participation from therapists during behavior modeling (e.g., asking clarifying questions, 

commenting on the material).   

Content and Environmental Validity. On aggregate, research suggests that training is 

most likely to transfer when it occurs in a practice setting that closely resembles the work 

environment, and when application of learned skills occurs shortly after the conclusion of 

training (Blume et al., 2010). Such findings indicate that practice techniques such as role play are 

most effective when they simulate the actual conditions of the therapist-client relationship. In 

addition to ensuring resemblance of the practice setting to the work context, Kraiger (2003) 

recommended that supervisors convey the rationale supporting the use of certain skills and alter 

practice examples to increase generalization and maintenance of learning. Generalization of 

learning is especially critical in the context of behavioral health where therapists encounter 

clients with a variety of clinical presentations and interactional styles. 

 Developmental Instruction. Supervisees who believe that the skills they learn and 

practice in supervision will help their career, are generally more motivated to use those skills in 

practice (Burke & Hutchins, 2007). In the service of attending to the therapist’s professional 

development, it is recommended that the supervisor discuss the therapist’s career goals, assign 

developmentally appropriate tasks, and afford the therapist a level of independence 

commensurate with his or her experience (progressive independence) (Borders, 2014; Kennedy, 

Regehr, Baker, & Lingard, 2005). It is unclear whether the principles of developmental 

instruction are associated with transfer of training in clinical settings. 
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Error Management. Whereas traditional error-avoidant supervision approaches 

discourage therapists from making mistakes, error management techniques treat mistakes as 

important elements of the learning process. To that end, effective supervisor error management 

techniques include normalizing errors and framing errors as learning opportunities. A meta-

analysis of 24 studies primarily in the software development industry found that employees who 

received error management supervision transferred their training at a higher rate than employees 

who received error-avoidant supervision (d = .44) (Keith & Frese, 2008). Such effects were 

heightened (d = .80) when employees were asked to apply their training, flexibly, to novel 

situations at work (Keith & Frese, 2008). 

Learning Goals. Effective supervisors collaborate with therapists to create specific, 

measurable learning objectives. Goal-setting increases transfer outcomes by improving 

supervisee attention, motivation, and persistence (Burke & Hutchins, 2007; Locke & Latham, 

2013). Combining goal-setting with positive, goal-oriented feedback increases goal attainment, 

and emboldens supervisees to set and pursue more challenging goals (Locke & Latham, 2013; 

West & Thorn, 2001). Additionally, there is some evidence indicating that supervisees who set 

short- and long-term goals achieve better transfer outcomes than those who set exclusively long-

term goals (Brown & Warren, 2005). 

Learner Utility Reactions. Training utility refers to the belief that training will have a 

positive impact on job performance. To that end, supervisees who have high levels of belief in 

the utility of their training are more inclined to apply learned skills on-the-job, as compared to 

supervisees who perceive training to be of little use (Burke & Hutchins, 2007; Chiaburu & 

Lindsay, 2008; Grossman & Salas, 2011). Clinical supervisors can influence training utility 



 50 

perceptions by highlighting the potential for certain interventions to increase the therapist’s 

clinical competence.  

Meta-competence. Supervisors who demonstrate meta-competence critically reflect on 

their strengths and limitations (Falender, Shafranske, & Ofek, 2014). Such reflection is thought 

to affect the supervisor’s ability to adjust his or her teaching approach to meet the therapist’s 

individual learning and development needs (Roth & Pilling, 2008). Meta-competence has not 

been examined with respect to transfer outcomes. 

Motivation. Motivation to learn and transfer new skills is one of the strongest predictors 

of transfer of training, such that it predicts transfer over and above the effects of trainee 

intelligence (Colquitt, LePine, & Noe, 2000). Motivated, as compared to unmotivated 

supervisees, have more positive attitudes towards training as well as a greater capacity to persist 

in mastering challenging skills (Grant, 2008). Studies demonstrating the association between 

motivation and transfer outcomes have generally focused on pre-training, intrinsic motivation 

(Cheng & Hampson, 2008). The present study, by contrast, seeks to explore how supervision 

may influence therapist motivation.   

Multicultural Commitment. Multicultural commitment refers to the supervisor’s 

awareness of how multicultural identities and experiences (e.g., age, ethnicity, sexual 

orientation) affect the therapist, as well as the extent to which the supervisor addresses 

multicultural issues within the supervision dyad. Although the impact of multicultural 

commitment has not been examined in relation to transfer outcomes, it was identified as a 

supervisor competency that exerts significant impact on the training experiences of therapists 

(Falender, Burnes, & Ellis, 2013). For example, many therapists of Color who perceive their 

supervisors as resistant to discussions about the role of race in the supervision dyad, feel 
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invalidated, distrustful and isolated (Jernigan, Green, Helms, Perez-Gualdron, & Henze, 2010). 

Furthermore, the manner in which supervisors address issues pertaining to the multicultural 

identities and experiences of therapists has been shown to affect therapist engagement and 

learning (Kaduvettoor et al., 2009). Finally, perceived multicultural commitment is positively 

related to supervisory working alliance and therapist satisfaction (Inman, 2006). Such findings 

suggest that multicultural commitment is a critical component of the work environment, and may 

facilitate or impede transfer outcomes. 

Opportunity to Perform. Transfer is far more likely to occur when supervisees have 

opportunities to use the skills they learned in supervision, on-the-job (Burke & Hutchins, 2007; 

Grossman & Salas, 2011). Participants working as resource development professionals, for 

example, perceived lack of opportunities to perform learned skills as the primary explanation for 

low transfer outcomes (Lim & Johnson, 2002). Opportunity to perform is time-linked, such that 

longer delays between skill acquisition and use are associated with lower transfer outcomes 

(Brown & McCracken, 2009). 

 Peer Support. Therapists may increase the transfer outcomes of their colleagues by 

encouraging them to transfer the skills they learned in supervision, and by holding them 

accountable for using such skills. Studies in the human resource development field have 

demonstrated strong effects of peer support on transfer outcomes, such that they partially 

mitigate the negative effects of a poor work climate (Clarke, 2002; Martin, 2010). Although the 

effect of peer support on transfer of training has not been investigated in the context of clinical 

supervision, the benefits of collegial support among health care providers have been documented 

(Van Pelt, 2008). Clinical supervisors may facilitate peer support by encouraging therapists to 

solicit feedback and restorative support from colleagues. 
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Performance Feedback. Performance feedback refers to the timely and specific 

supervisor reinforcement or correction of therapist behavior. By reinforcing the therapist’s in-

session application of certain interventions, the supervisor increases the likelihood that the 

therapist will continue to transfer those interventions. By contrast, provision of corrective 

feedback when transfer does not occur enables therapists to identify and remediate transfer 

failures. Notably, effective performance feedback may be delivered through formal evaluations 

such as Likert scales, or through informal methods such as labelled praise, and non-verbal 

indicators (Smith-Jentsch, Salas, & Brannick, 2001; Velada, Caetano, Michel, Lyons, & 

Kavanagh, 2007). 

 Restorative Support. The provision of restorative support by supervisors to therapists is 

one of the pillars of competent supervision (Falender & Shafranske, 2007). Supervisors  

provide restorative support by offering empathy and processing emotions with therapists. Within 

corporate settings, restorative support improves transfer outcomes indirectly by increasing 

supervisee motivation and improving organizational work climate (Facteau et al., 1995; Nijman, 

Nijhof, Wognum, & Veldkamp, 2006). In clinical supervision contexts, therapists who perceive 

their supervisors as providing more restorative support (e.g., genuineness, mutual understanding) 

are more satisfied with their supervision experiences than therapists who perceive their 

supervisors as guarded and withholding of validation (Britt & Gleaves, 2011). 

Role Play. Role play is a training technique wherein the supervisor assumes the role of 

the client to enable the therapist to practice administering an intervention. A study of community 

behavioral health providers found that therapists receiving supervision that included regular role 

play and behavior modeling carried out the interventions they had planned in supervision at 

higher rates than therapists receiving supervision as usual (Bearman et al., 2013). Active training 
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elements, including role play, have also contributed to enhanced transfer outcomes (Bearman et 

al., 2017).   

Self-Efficacy. Supervisees who are self-efficacious have confidence in their ability to 

effectively deliver a given intervention, and are thus more motivated to apply learned skills on-

the-job (Chiaburu & Lindsay, 2008; Colquitt et al., 2000). Self-efficacy and motivation are 

highly correlated, and together prompt supervisees to pursue challenging training opportunities 

and use difficult skills at work (Chiaburu & Lindsay, 2008).  

Work Climate. Supervisors who expect that their supervisees will continuously seek 

learning experiences and apply such learning at work, elicit favorable transfer outcomes (Bates 

& Khasawneh, 2005; Rouiller & Goldstein, 1993). One explanation for these findings is that 

supervisees who value learning report high job satisfaction, and are therefore more motivated to 

transfer training (Egan, Yang, & Bartlett, 2004). Additionally, it is possible that a strong work 

culture clarifies the supervisor’s expectations for the supervisee, therein reducing role ambiguity 

(Ladany & Friedlander, 1995). 

Behavioral Observation Coding System 

A common feature of many psychological studies is the use of qualitative data to capture 

constructs that cannot be easily measured by scales or questionnaires (Palinkas, 2014). To that 

end, supervision recordings were collected and transcribed as part of the Reaching Families 

project. All transcripts were coded using the Action Cycle and Use of Evidence Behavioral 

Observational Coding System (ACE-BOCS), which characterizes supervisor behavior and 

supervisor-therapist interactions at the episode (multiple supervision sessions), event (single 

supervision session) and excerpt (periods of time within a supervision session) levels. Due to the 

extensiveness and complexity of the coding procedure, the present study examined event-level 
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codes across a single supervision episode (approximately 3 taped supervision sessions.) Four 

ACE-BOCS codes (Selects Practice, Prepares for Application, Plans to Measure Practice, and 

Reviews Use of Practice) were selected as indicators of supervisor transfer supports, and were 

coded on the basis of completion (binary scale) and extensiveness (5-point scale with a score of 1 

indicating low extensiveness and a score of 5 indicating high extensiveness).  

Selects practice. The Selects Practice code reflected the therapist’s and supervisor’s 

agreement on an intervention to implement in the next therapy session. Supervisors who did not 

provide any rationale for their selection of interventions received low extensiveness scores, while 

those who initiated a discussion regarding the relative strengths and weaknesses of various 

interventions received high extensiveness scores. Intervention selection is a prerequisite for 

transfer to occur because therapists may not transfer an intervention that was not agreed upon in 

supervision. The Selects Practice code reflects several transfer supports including work climate, 

developmental instruction, multicultural competence, and opportunity to perform. For example, 

supervisors who engage in transfer-supporting behavior such as establishing a continuous 

learning culture (work climate) are likely to facilitate extensive discussion regarding intervention 

selection. Consideration of the therapist’s experience level (developmental instruction), as well 

as the cultural characteristics of the therapist and client (multicultural competence) may further 

guide intervention selection. Finally, explicitly selecting an intervention to apply in the next 

therapy session provides therapists with opportunities to use the skills they practiced in 

supervision, in a work setting (opportunity to perform).  

Prepares for application. The Prepares for Application code captured the extent to 

which an intervention was reviewed and practiced in supervision. Supervisors who engaged in 

behavior modeling and role play received high extensiveness scores, while those who did not 
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review a selected intervention received low extensiveness scores. The Prepares for Application 

code reflected critical transfer supports such as behavior modeling and role play, which enable 

the therapist to practice a given intervention in work conditions, under the guidance of the 

supervisor. Actively reviewing interventions in a practice environment increases the likelihood 

that the interventions will be transferred successfully (Bearman et al., 2013). 

Plans to measure practice. The Plans to Measure Practice code reflected the 

supervisor’s intention measure the therapist’s implementation of the selected intervention. 

Supervisors who defined specific benchmarks for measuring therapist implementation of an 

intervention received high extensiveness scores, while supervisors who made vague plans to 

measure practice implementation earned low extensiveness scores. The Plans to Measure 

Practice code captured transfer supports including work culture, performance feedback, and 

error management. For example, developing a plan to measure practice implementation 

establishes a work culture in which the therapist will be held accountable for transferring the 

selected intervention to the therapy session. Measurement of intervention application also 

informs implementation of performance feedback and error management by indicating the extent 

to which an intervention was applied by the therapist in session, and providing supervisors with 

opportunities to deliver corrective feedback.  

Reviews use of practice. The Reviews Use of Practice code measured the extent to 

which the supervisor reviewed the therapist’s delivery of a previously selected intervention. As 

part of this review, supervisors who determined whether the therapist delivered an intervention 

with fidelity, discussed whether the client responded to the intervention as intended, and 

provided performance feedback and error management training to the therapist, received high 

extensiveness ratings. Supervisors received low extensiveness scores if they did not review 
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therapist implementation of a previously planned intervention, or conducted cursory reviews 

without examining therapist fidelity or client responses. The Reviews Use of Practice code 

reflected transfer supports including performance feedback, error management, work culture, 

motivation, self-efficacy and learner utility reactions. Consistent performance review supports 

transfer of training by holding therapists to be accountable for enacting planned interventions, 

and enabling supervisors to instruct therapists on appropriate intervention strategies. If an 

intervention was not applied to standard, supervisors may support transfer by considering 

explanations for why transfer did not occur (e.g., self-efficacy, motivation, learner utility 

reactions).  

Coding was conducted by a team of eight graduate student and post-doctoral level 

investigators. Intra-class correlation (ICC) coefficients were calculated to determine the 

reliability of event-level codes. Reliability was fair to good for Selects Practice (ICC = .67), 

Prepares for Application (ICC = .58), and Reviews Use of Practice (ICC = .70) and poor for 

Plans to Measure Practice (ICC = .39) (Fleiss, Levin, & Paik, 2003). We decided not to retain 

the Plan to Measure Practice code for analyses due to its low reliability and base rates. 

Behavioral Data Processing  

Each of the three ACE-BOCS codes that were retained were recoded into variables that 

represented the binary presence/absence of that behavior (transfer completion score) as well as 

several variables that represented the extensiveness of that behavior. A maximum transfer score 

was computed to indicate the highest extensiveness rating for a given code (e.g., Selects 

Practice) in a single supervision session. In addition, we created five extensiveness variables that 

reflected the number of therapy practices for which the supervisor obtained a given level of 

extensiveness (extensiveness scores greater than or equal to 1, extensiveness scores greater than 
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or equal to 2, extensiveness scores greater than or equal to 3, and extensiveness scores greater 

than or equal to 4, and extensiveness scores of 5).  For example, if practices A and B were 

selected each with extensiveness ratings of 1 and 4, respectively, the transfer completion score 

would be encoded as “1,” indicating that a practice was selected in session. The maximum 

extensiveness score would be encoded as “4,” reflecting the practice selected with the highest 

extensiveness. The Selects Practice code with a cutoff of 1 would receive a score of “2” because 

there are two practices with an extensiveness rating of 1 or higher. Setting the cutoff point at “2-

4 would be encoded as “1” because only practice B meets those cutoff criteria, and establishing a 

cutoff point at 5 would be encoded as “0” because no practice was selected with an extensiveness 

rating of 5. 

ACE-BOCS events were measured in different supervision sessions based on whether the 

occurrence of each event was indicated. Selects Practice and Prepares for Application were 

investigated in the first supervision session because these behaviors were indicated for all clients 

during the first supervision session in the study. The second and third supervision sessions 

offered opportunities for therapists to review implementation of the practice that was delivered 

during the initial therapy session. Therefore, Reviews Practice was examined in the second and 

third supervision sessions. 

Data Analytic Plan 

To observe response patterns to the TTI, descriptive statistics (mean and standard 

deviation) were calculated for each item. Cronbach’s was calculated for the TTI composite score 

as an index of internal consistency. Corrected item-total correlations were conducted by running 

Pearson correlations between each individual item and the sum of the remaining items in the 

scale, and served as indices of item discrimination.  
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The TTI was subjected to principal components analysis (PCA) to develop a linear 

composite against which we could measure the criterion variables. We used a Promax rotation 

because it is recommended for instruments whose items are correlated, as is common for 

psychological constructs (Costello & Osborne, 2005). We determined which components to 

retain by examining components with eigenvalues greater than 1, and by observing a Scree Plot. 

All dimension reduction analyses were conducted in SPSS version 26. 

 To establish the convergent validity of the TTI, we examined the relationship between 

TTI composite scores and ACE-BOCS criterion codes. Responses to the TTI were multilevel, 

necessitating the use of multilevel modeling procedures PROC MIXED and PROC GLIMMIX in 

SAS Studio version 3.6 (Singer, 1998). All models contained three levels with level one study 

cases nested within level two therapists and level three supervisors. Intercepts were allowed to 

vary randomly at the therapist and supervisor levels. We included the Supervisory Working 

Alliance Inventory – Therapist report version (SWAI-T; Efstation, Patton, & Kardash, 1990) as a 

covariate in all analyses because it was highly correlated with the TTI and we wanted to examine 

whether the transfer supports represented on the TTI beyond working alliance (i.e. work 

environment) were valuable indicators of observed transfer behaviors. We also controlled for 

study condition and tested the interaction between study condition and TTI scores because ACE-

BOCS scores tended to be higher in the CKS, as compared to the Delayed Training condition. 

Results 

A total of 78 therapists working under 25 supervisors submitted TTI questionnaires 

between May, 2019 and February, 2020. Forty-one TTIs were submitted by therapists in the 

CKS condition while 37 were submitted by therapists in the Delayed Training condition. 

Participating therapists were practicing in Los Angeles County (N=49), South Carolina (N=27) 
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and North Carolina (N=2). Fifty-nine of the 78 therapists (76%) who submitted a TTI had 

previously worked with their study supervisor, while 29 therapists (24%) were working with 

their study supervisor for the first time. 

Principal Components Analysis 

 We chose to conduct PCA to reduce the number of items in the TTI and develop 

composite scores. All items on the TTI were examined to determine their suitability for PCA. 

The Kaiser-Meyer-Olkin Test yielded a coefficient of .88, indicating adequate sampling, and 

Bartlett’s test of sphericity was significant (c2 (1128) = 5294.33, p < .05). Communalities 

exceeded .40 for all items, suggesting that the components accounted for significant variance in 

each item. Based on these indicators, we determined that all 48 TTI items were appropriate for 

PCA. Principal components analysis yielded four components that explained 66%, 6%, 4% and 

3% of the variance in the TTI (Table 2). Because there was no theoretical justification for 

distinguishing the components and items representing the work environment were distributed 

across the four components, a 48-item full-scale composite score was computed for use in 

subsequent analyses. 

TTI-48 

Although therapists utilized the full range of responses for each item and composite 

scores ranged from 4 to 144, composite scores were negatively skewed (M = 100.74, SD = 

31.20). Reliability analysis was conducted on the full scale, and yielded a Cronbach’s alpha 

value of .99, indicating that the TTI-48 had high internal consistency (Gliem & Gliem, 2003). 

The intra-class correlation coefficient (ICC) was .25, suggesting that the 25% of the variance in 

TTI-48 score was explained by supervisors, and approximately 75% was explained by therapists. 

Analyses did not reveal TTI-48 differences by location (β = 13.45, SE = 9.43, t = 1.43, p > .05) 
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or study condition (β = 3.81, SE = 9.05, t = 0.42, p > .05). Notably, there was a strong correlation 

between the TTI-48 and the SWAI-T (r = .81). Descriptive properties of the TTI-48 are 

presented in Table 3.  

ACE-BOCS Code Frequencies 

 Base rates were calculated to determine the prevalence of the observed transfer supports 

in the present sample. Selects Practice was coded in 78% of first supervision sessions, and 

occurred with high extensiveness (score of 5) in 13% of sessions, indicating that relatively few 

supervisors prioritized selecting one intervention over another. Prepares for Application was 

observed in 57% of first supervision sessions, and behavior modeling (extensiveness score of 4) 

and role play (extensiveness score of 5) occurred in 15% and 2% of supervision sessions, 

respectively. Supervisors made plans to measure practice implementation in 30% of first 

sessions, generally with low extensiveness, as 1% of supervision sessions received extensiveness 

scores greater than or equal to 4. Reviews Practice was coded in 92% and 93% in the second and 

third supervisions, respectively. Approximately half of the second (50%) and third (47%) 

supervision sessions included some performance feedback (extensiveness scores of 3 and above). 

A full description of base rates are provided in Table 5. 

TTI-48 and ACE-BOCS Codes 

To test the hypothesis that therapist-reported transfer supports predict whether or not such 

transfer supports occur, TTI-48 scores were examined as predictors of binary ACE-BOCS codes. 

We also tested whether therapist-reported transfer supports predicted the quality of observed 

transfer supports by examining the association between TTI-48 scores and ACE-BOCS 

extensiveness codes. Only 63 of the 78 therapists who submitted a TTI-48 were included in the 

validation analysis because 11 therapists did not participate in a study session and 4 therapists 
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did not submit recordings from their first supervision session. Analyses of the first study 

supervision session were conducted with respect to 155 study cases within 62 therapists 

practicing under 22 supervisors. There was attrition of therapy cases and therapists between the 

first and second supervision sessions resulting in a sample of 151 cases within 61 therapists 

within 22 supervisors for analyses conducted on the second supervision session. Further attrition 

between the second and third supervision sessions resulted in a sample of 142 cases, 60 

therapists, and 22 supervisors for the third supervision session. 

Selects Practice: The TTI-48 was examined in relation to Selects Practice codes in the 

first supervision session, when practice selection was most highly indicated. TTI-48 scores did 

not predict whether or not therapists selected an intervention (β = .02, SE = .01, t = 1.81, p > 

.05), nor were they associated with the maximum extensiveness rating for Selects Practice (β = 

.01, SE = .01, t = 0.71, p > .05). Finally, TTI-48 scores were not significant predictors of Selects 

Practice when the extensiveness threshold was set at 1 (β = -.001, SE = .004, t = -0.30, p > .05), 

2 (β = -.004, SE = .003, t = -1.12, p > .05), 3 (β = -.003, SE = .003, t = -0.94, p > .05), 4 (β = 

.0003, SE = .003, t = 0.10, p > .05), or 5 (β = .001, SE = .002, t = 0.57, p > .05).  

Prepares for Application: We investigated the relationship between the TTI-48 and 

Prepares for Application codes in the first supervision session. Analyses did not reveal a 

significant relationship between TTI-48 scores and whether or not therapists rehearsed an 

intervention during the first supervision session (β = .02, SE = .01, t = 1.57, p > .05). 

Furthermore, TTI-48 scores did not predict maximum Prepares for Application extensiveness 

scores (β = .01, SE = .01 , t = 1.44, p > .05), or Prepares for Application scores when the 

extensiveness cutoff was set at 1 (β = .004, SE = .003 , t = 1.07, p > .05), 2 (β = .004, SE = .003, t 
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= 1.47, p > .05), 3 (β = .001, SE = .002, t = 0.35, p > .05), 4 (β = .001, SE = .002, t = 0.09, p > 

.05), or 5 (β = .001, SE = .001, t = 1.07, p > .05). 

 Reviews Practice: TTI-48 scores were assessed in relation to Reviews Practice codes 

from the second and third study supervision sessions. TTI-48 scores did not predict whether or 

not interventions were reviewed during the second (β = .01, SE = .02, t = 0.45, p > .05) 

supervision session. There was a significant negative relationship between the TTI-48 scores and 

the number of interventions that received a Reviews Practice score of 4 and above in the second 

supervision session (β = -.004, SE = .002, t = -2.07, p < .05), such that higher TTI-48 scores were 

associated with a reduced likelihood of thoroughly reviewing an intervention. Analyses of the 

second supervision session did not detect a significant association between TTI-48 ratings and 

Reviews Practice quality with respect to Reviews Practice maximum scores (β = -.004, SE = 

.005, t = -0.71, p > .05), or scores when extensiveness cutoff values were set at 1 (β = .002, SE = 

.004, t = 0.36, p > .05), 2 (β = .001, SE = .004, t = 0.22, p > .05), 3 (β = -.001, SE = .003, t = -

0.43, p > .05), or 5 (β = -.0004, SE = .001, t = -0.38, p > .05). 

 The TTI-48 did not predict whether or not practices were reviewed during the third 

supervision session (β = .01, SE = .02, t = 0.71, p > .05). Similarly, there was no relationship 

between the TTI-48 and practice review in the third supervision session with respect to 

maximum extensiveness scores (β = -.001, SE = .01, t = -0.15, p > .05), or extensiveness scores 

greater than or equal to 1 (β = .002, SE = .01, t = 0.50, p > .05), 2 (β = .01, SE = .01, t = 1.09, p > 

.05), 3 (β = .001, SE = .001, t = 0.26, p > .05), 4 (β = .00003, SE = .002, t = 0.01, p > .05), or 5 (β 

= .001, SE = .001, t = 0.80, p > .05). 

TTI-10  
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 The high correlation between the TTI-48 and the SWAI-T suggested that much of the 

TTI-48 captured work environment (i.e., working alliance) transfer supports. Thus, we created a 

TTI-10 in an attempt to account for transfer supports related to training design and delivery. The 

TTI-10 was constructed by rationally selecting ten, non-redundant items that we believed were 

unrelated to work environment (Table 4). Therapists used the full range of response options for 

each item and composite scores ranged from 1 to 30 (M = 18.80, SD = 7.03). Cronbach’s alpha 

was .93, indicating high internal consistency and the ICC was .26, reflecting that 26% of the 

variance in TTI-10 scores was explained by supervisors, and approximately 72% was accounted 

for by therapists. There were no differences in TTI-10 score by location (β = 2.79, SE = 2.18, t = 

1.28, p > .05) or study condition (β = 0.76, SE = 2.08, t = 0.37, p > .05). The TTI-10 was highly 

correlated with the SWAI-T (r = .73) and its factors, Rapport (r = .76) and Client Focus (r = .70). 

TTI-10 and ACE-BOCS Scores 

We assessed the convergent validity of the TTI-10 by testing whether TTI-10 scores 

predicted a number of criterion variables. First, we examined whether therapist-reported transfer 

supports were associated with the presence of observed transfer supports by determining the 

relationship between TTI-10 scores and the ACE-BOCS completion variables. We further 

assessed whether therapist-reported transfer supports predicted the quality of observed transfer 

supports by exploring the relationship between the TTI-10 and ACE-BOCS extensiveness codes. 

We included the Rapport subscale from the SWAI-T as a covariate because we wanted to partial 

out variance in the TTI-10 that was accounted for by work environment and relationship factors. 

Study condition was included as a covariate in all analyses.  

Selects Practice: The TTI-10 was examined in relation to the ACE-BOCS practice 

selection codes to test the hypothesis that therapist perceptions of transfer supports were 



 64 

associated with the presence and quality of observed practice selection. There was a trend-level 

effect of the TTI-10 on Selects Practice, such that higher TTI scores were associated with an 

increased likelihood that a practice was selected in the first supervision session (β = .12, SE = 

.06, t = 1.93, p = .057). However, TTI-10 scores were not associated with the maximum Selects 

Practice extensiveness scores (β = .03, SE = .03, t = 0.86, p > .05), or extensiveness scores when 

the cutoff value was set at 1 (β = -.01, SE = .02, t = -0.37, p > .05), 2 (β = -.02, SE = .01, t = -

1.05, p > .05), 3 (β = -.01, SE = .01, t = -0.71, p > .05), 4 (β = .002, SE = .01, t = 0.23, p > .05), 

or 5 (β = .004, SE = .007, t = 0.57, p > .05).  

Prepares for Application: We examined the relationship between the TTI-10 and 

Prepares for Application codes to determine whether therapist-reported transfer supports 

predicted the presence or quality of intervention preparation in the first supervision session. The 

TTI-10 predicted whether Prepares for Application occurred, such that higher TTI-10 scores 

were associated with a greater likelihood that therapists and supervisors practiced a given 

intervention during the first supervision session (β = .12, SE = .06, t = 2.10, p < .05). However, 

TTI-10 scores were not associated with the quality of observed intervention preparation as 

indexed by maximum Prepares for Application extensiveness scores (β = .04, SE = .02, t = 1.59, 

p > .05), or the number of practices that received Prepares for Application ratings greater than or 

equal to 1 (β = .01, SE = .01, t = 0.84, p > .05), 2 (β = .02, SE = .01, t = 1.43, p > .05), 3 (β = 

.001, SE = .01, t = 0.10, p > .05), 4 (β = -.002, SE = .01, t = -0.24, p > .05), or 5 (β = .003, SE = 

.002, t = 0.72, p > .05). 

Reviews Practice: The TTI-10 was assessed in relation to Reviews Practice codes to 

determine whether therapist-reported transfer supports predicted whether interventions were 

reviewed in the second and third supervision sessions, and the extent to which such review took 
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place. Within the second supervision session, higher TTI-10 scores were not associated with a 

greater likelihood of reviewing an intervention (β = .02, SE = .10, t = 0.25, p > .05), nor did TTI-

10 scores predict the quality of review as indexed by the maximum extensiveness Reviews 

Practice scores (β = -.01, SE = .02, t = -0.27, p > .05) or extensiveness scores matching or 

exceeding the thresholds of 1 (β = .01, SE = .02, t = 0.58, p > .05), 2 (β = .002, SE = .02, t = 0.13, 

p > .05), 3 (β = -.01, SE = .01, t = -0.41, p > .05), 4 (β = -.02, SE = .01, t = -1.74, p > .05), or 5 (β 

= -.0002, SE = .0042, t = -0.04, p > .05). 

Within the third supervision session, there was no association between the TTI-10 and the 

likelihood of practice review occurring (β = .08, SE = .09, t = 0.93, p > .05). Likewise, TTI-10 

scores did not predict Reviews Practice with respect to maximum extensiveness ratings (β = -.01, 

SE = .02, t = -0.24, p > .05), or extensiveness ratings greater than or equal to 1 (β = .003, SE = 

.02, t = 0.12, p > .05), 2 (β = .02, SE = .02, t = 0.78, p > .05), 3 (β = .002, SE = .01, t = 0.11, p > 

.05), 4 (β = .004, SE = .01, t = 0.42, p > .05), and 5 (β = .01, SE = .004, t = 1.36, p > .05). 

Discussion 

 Neither the TTI-48 nor the TTI-10 replicated the 3-component transfer support structure 

outlined by Baldwin and Ford (1988), or other theoretical representations of transfer supports 

(Colquitt et al., 2000; Naquin & Holton, 2006). The present study yielded a TTI-48 with four 

components that were difficult to interpret because items representing the work environment 

were distributed throughout each of the components. Moreover, the TTI-48 was highly correlated 

with the SWAI-T, suggesting that it over-represented work environment transfer supports at the 

expense of training design and delivery supports. To minimize the influence of work 

environment factors, we created the TTI-10 by removing items that we believed were influenced 

by the work environment and rationally selecting 10 items that most strongly reflected training 
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design and delivery. However, the TTI-10 was also highly correlated with the SWAI-T and 

SWAI-T: Rapport subscale, indicating that it, too, over-represented the work environment. 

The interaction between transfer supports may explain why the component structure of 

the TTI-48 and TTI-10 did not reflect the existing transfer theory. Baldwin and Ford’s (1988) 

transfer inputs were intended to be conceptualized as interactive constructs, rather than the 

isolated components reflected in most existing transfer instruments (Cromwell & Kolb, 2004; 

Rouiller & Goldstein, 1993). For example, an enthusiastic therapist (trainee characteristics) 

might elicit more supportive reactions from a supervisor (work environment), which in turn, 

might result in more effective feedback (training design). In light of findings that a strong work 

environment is a prerequisite for some training design elements, it is possible that items 

developed to measure training design and delivery could have also been explained by the work 

environment (Ladany, Brittan-Powell, & Pannu, 1997; Smith-Jentsch et al., 2001).  

Items Analysis 

 Therapists perceived the quality of supervision favorably, with items and composite 

scores exhibiting a negative skew. Examination of item means indicate that certain transfer 

supports may be implemented more often or more effectively than others. Within the TTI-48, 

ratings were highest and variance was lowest for the items that were highly correlated with 

SWAI-T scores (e.g., “My supervisor is empathetic”). By contrast, scores were lowest and 

variance was highest for items that were not as highly associated with the SWAI-T (e.g., “My 

supervisor observes my sessions either live, or through audio or video media”). Taken together, 

these observations indicate a tendency for therapists to recognize and endorse supervisory 

strategies that are relationship-driven more often than task-driven techniques. It is further 

possible that items reflecting behaviors that occur relatively infrequently (e.g., watching therapy 
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sessions) produce a wider array of responses than more common behaviors (e.g., normalizing 

mistakes).  

Predictive Validity  

 To determine the predictive validity of the TTI-48 and TTI-10, we examined composite 

scores as predictors of observed transfer supports within supervision. Composite TTI-48 scores 

did not predict the presence or extensiveness of practice selection or rehearsal. However, higher 

TTI-48 ratings were associated with a lower probability that supervisors reviewed practices at 

the highest extensiveness level. This finding may suggest that therapists perceive their 

supervisors more favorably when supervisors provide less change feedback. However, given that 

the Reviews Practice code did not account for the valence of feedback, we are hesitant to draw 

strong conclusions regarding this finding. Selecting items that were designed to capture training 

design and delivery improved criterion validity insofar as higher TTI-10 scores were associated 

with a greater likelihood of practice selection and rehearsal. However, TTI-10 ratings were not 

associated with the extensiveness of practice selection or rehearsal, nor did they predict 

completion or extensiveness of practice review. These findings indicate that the TTI-10 lacks 

sensitivity to detect high quality practice selection and rehearsal techniques such as prioritizing 

practices, behavior modeling, and role play. Such shortcomings limit its ability to distinguish 

between supervisors who exceed a minimum benchmark for transfer supports.  

 One explanation for the weak association between the TTI and ACE-BOCS codes is that 

the ACE-BOCS codes were designed to reflect use of evidence in treatment decision-making, not 

transfer supports specifically (Park, Becker, Boustani, & Chorpita, 2019). Thus, the codes we 

used in the present study captured a limited scope and complexity of transfer supports. Prepares 

for Application, for example, was a strong indicator of role play and behavior modeling, but it 
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did not account for whether supervisors made cultural adaptations to a practice, or considered 

whether the therapist was capable of implementing a practice. Reviews Practice captured the 

extent to which a supervisor provided performance feedback, but did not reflect whether the 

supervisor provided labelled praise or change feedback, or whether they administered change 

feedback in a growth-oriented or punitive manner. Finally, although practice selection is a pre-

requisite to transfer of training, it is not a transfer support. We included Selects Practice in our 

analyses because we believed that supervisors who set goals, provided opportunities to perform a 

practice, and accounted for their supervisee’s level of training would be more likely to identify 

an intervention to use in the next therapy session.  

 Low base rates of high-extensiveness supervisor strategies further compromised the 

ACE-BOCS codes in representing the TTI items. Coders recognized that supervisors provided 

high-extensiveness review of implemented practices in less than 20% of second and third 

supervision sessions. This suggests that the Reviews Practice code was a poor indicator of the 

performance feedback which therapists endorsed most strongly on the TTI. Several other critical 

transfer supports included on the TTI including behavior modeling and role play, occurred in just 

15% and 2% of recorded supervision sessions, respectively. Coders observed behavior modeling 

in 27% of CKS supervision sessions, as compared to just 1% of Delayed Training supervision 

sessions. Role play was documented in 4% of CKS supervisions and no Delayed Training 

supervisions, reflecting the significant influence of the study condition on ACE-BOCS codes.  

 Strong positive correlations between both versions of the TTI and the SWAI-T indicate 

that leniency and halo response biases may further account for the lack of relationship between 

TTI scores and ACE-BOCS codes. There is strong evidence demonstrating the tendency of 

supervisors to provide inflated ratings of supervisees (Gonsalvez & Crowe, 2014; Gonsalvez & 
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Freestone, 2007). The present findings suggest that therapists exhibit similar biases when 

evaluating their supervisors. Both therapists and supervisors are trained to identify positive 

qualities in others and provide empathic support. Such training may create difficulties for 

therapists in maintaining objectivity with supervisors with whom they have developed a close 

connection. More than three quarters of therapists in the present study had previously worked 

with their study supervisors, and may have given supervisors credit for behaviors that were 

implemented before the study began, or defaulted to global perceptions of their supervisors 

rather than evaluating specific behaviors (especially those with low base rates). It is further 

possible that therapists misperceived their supervisor’s restorative support as enhancing transfer 

by increasing their confidence when, in fact, such support had little effect on their ability to 

implement a practice. Additionally, therapists varied in their level of experience in supervision, 

which might have led some to identify supervisory strategies more frequently and accurately 

than others.  

 The strong effects of study condition created additional complications for this analysis. 

Although the CKS intervention did not train supervisors to implement transfer supports, it did 

facilitate the use of the coded transfer supports by providing a logical framework for supervision. 

Thus, supervisors in the intervention condition disproportionately performed transfer supports 

measured by ACE-BOCS codes. Combined with the fact that there was no effect of condition on 

TTI scores, it is possible that condition effects on transfer supports only applied to transfer 

supports that were represented by ACE-BOCS codes, and not to supports that were not reflected 

in the ACE-BOCS coding system. We attempted to examine the relationship between the TTI 

and ACE-BOCS codes in dyads engaged in supervision-as-usual, but did not have enough power 

to detect potential effects.    
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Finally, supervisors accounted for approximately 25% of variance in TTI scores, 

indicating that supervisor implementation of transfer supports is likely the product of interactions 

between organizational training policies, and supervisor and therapist characteristics. For 

example, mental health organizations can promote or de-emphasize transfer supporting behavior 

through supervisor training and evaluation practices (Bearman et al., 2017; Westman et al., 

2019). Therapists, too, may elicit supervisor implementation of transfer supports, through 

explicit requests (e.g., “Can we practice this intervention?”), as well as reactions to supervisor 

behavior (e.g., “Reviewing goals was helpful”). Items on the TTI were designed to highlight the 

supervisor’s responsibility for the presence or absence of a given construct (“My supervisor asks 

me for feedback on supervision”). By emphasizing the supervisor’s role in transfer, we may have 

unintentionally de-emphasized the influence of organizations and therapists on supervision. We 

recommend that future studies account for the effects of organization, supervisor and therapist 

factors by evaluating the supervision, rather than the supervisor. 

Limitations 

Findings from the present study should be interpreted while accounting for several 

limitations. First, the small sample of supervisors observed in the validation analyses may have 

limited our power to detect associations between the TTI and criterion variables, and resulted in 

biased findings. Clusters of cases nested within therapists, and therapists nested within 

supervisors fell short of recommended 20- and 30-units-per-cluster guidelines and may have 

introduced bias in our findings (McNeish & Stapleton, 2016; Snijders & Bosker, 2011). Our also 

analyses omitted a fourth level – location – due to the limited sample of supervisors practicing in 

South Carolina. Given that therapists and supervisors in South Carolina and Los Angeles had 
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different levels of training, it is possible that not accounting for the effects of location introduced 

additional bias to the results. 

Future Directions  

Results demonstrate that therapists have difficulty in separating the effects of the 

supervisory relationship from their evaluations of supervisor performance, extending findings 

that supervisors are lenient evaluators of therapist competencies (Gonsalvez & Crowe, 2014; 

Gonsalvez & Freestone, 2007). Future studies may seek to attenuate inflated therapist 

evaluations of supervisors by developing items that frame transfer supports as a property of 

supervision rather than supervisors (e.g., “How often did role play occur in supervision?” vs. 

“My supervisor used role plays.”), and by including descriptive, as oppose to subjective, scale 

anchors (e.g., “0%, 33%, 67%, 100%” vs. “Strongly Disagree, Disagree, Agree, Strongly 

Agree”). Future examinations of transfer support instruments may also benefit from using a 

criterion that more closely reflects the transfer of training construct, such as measurement of 

whether practices that were selected in supervision were implemented in the following therapy 

session.  
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Summary of transfer supports with the number of items addressing each construct in parentheses. 

  

Table 1 
 
Summary of Transfer Supports 
 
Behavioral Modeling: Supervisor effectively models correct implementation of interventions. 
(2) 
Content Validity: Material discussed in supervision is relevant to the therapist’s planned 
intervention. (3) 
Developmental Instruction: Supervisor supports the therapist’s professional development, and 
communicates expectations that are congruent with the supervisee’s level of training. (5) 
Error Management: Supervisor acknowledges that therapist will make mistakes, and frame 
such errors as learning experiences. (3) 
Learning Goals: Supervisor initiates therapist goal-setting, and monitors progress towards 
achievement of goals. (3) 
Learner Utility Reactions: Therapist considers the knowledge and interventions practiced in 
supervision to be useful for his or her own professional development and for helping clients. 
(3) 
Meta-competence: Supervisor is aware of his or her own limitations, and is responsive to 
feedback from the therapist. (3) 
Motivation: Therapist is motivated to implement the interventions that were planned and 
discussed in supervision. (2) 
Multicultural Competence: Supervisor considers the influence of culture both in the 
supervisor-supervisee and the therapist-client relationships. (2) 
Opportunity to Perform: Supervisor ensures that therapist has an opportunity to use planned 
interventions in session with clients. (2) 
Peer Support: Supervisor facilitates an environment in which therapists collaborate with one 
another to learn and practice their skills. (3) 
Performance Feedback: Supervisor provides specific, behaviorally-anchored feedback on 
therapist’s performance. This includes reinforcing supervisee behavior and holding the 
therapist accountable to planned interventions. (5) 
Restorative Support: Supervisor provides positive reinforcement when the supervisee attempts 
to implement planned interventions. (4) 
Role Play: Supervisor assumes the role of the client to allow the supervisee to practice 
delivering interventions. (2) 
Self-Efficacy: Supervisee’s ability to deliver interventions have improved as a result of 
supervision. (2) 
Work Climate: Supervisor facilitates a continuous learning culture, and expects and encourages 
supervisees to transfer the skills they learned in supervision. (4) 
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Table 2 
 
TTI-48 Structure Matrix 
  

Component 
 

1 2 3 4 

34. I have a good relationship with my 
supervisor  

0.913 0.779 0.606 0.452 

24. My supervisor’s expectations are 
appropriate for my level of training 

0.91 0.671 0.639 0.464 

23. My supervisor adapts his or her teaching 
style to meet my learning needs 

0.905 0.709 0.629 0.414 

15. My supervisor is empathetic  0.885 0.667 0.614 0.432 
22. My supervisor is responsive to my 
feedback 

0.882 0.705 0.672 0.492 

33. My supervisor respects my level of 
competence 

0.875 0.743 0.514 0.386 

21. I like my supervisor 0.868 0.616 0.501 0.459 
31. My supervisor conveys and responds to 
humor 

0.861 0.747 0.536 0.472 

25. My supervisor helps me to anticipate the 
reactions of my clients 

0.845 0.712 0.667 0.482 

9. My supervisor supports my professional 
growth 

0.841 0.845 0.737 0.473 

17. My supervisor encourages me to set my 
own goals 

0.828 0.582 0.444 0.53 

18. My supervisor encourages me to 
continuously practice interventions 

0.825 0.819 0.728 0.561 

10. My supervisor normalizes my mistakes 0.81 0.744 0.575 0.377 
19. My supervisor shows patience when I 
make a mistake 

0.801 0.609 0.606 0.46 

27. Using interventions planned in 
supervision helps my clients 

0.769 0.724 0.758 0.606 

32. My supervisor motivates me to master 
new interventions 

0.793 0.933 0.719 0.554 

48. My supervisor helps me understand my 
strengths and weaknesses 

0.711 0.924 0.66 0.544 

41. My supervisor helps me learn from my 
mistakes 

0.688 0.91 0.703 0.684 

47. My supervisor provides timely and 
specific feedback on my performance 

0.668 0.909 0.666 0.557 
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36. My supervisor prepares me to apply 
interventions to a variety of cases 

0.738 0.905 0.749 0.693 

39. My supervisor provides helpful guidance 
when I am learning unfamiliar interventions  

0.756 0.903 0.713 0.62 

30. My supervisor praises me when I show 
progress  

0.786 0.901 0.649 0.446 

44. My supervisor is aware of his/her 
strengths 

0.753 0.894 0.665 0.658 

28. My supervisor teaches me interventions 
that I can use right away with clients  

0.719 0.887 0.772 0.609 

35. My supervisor addresses how my clients’ 
identities (e.g., age, class, ethnicity, gender) 
affect their responses to therapy  

0.761 0.882 0.624 0.556 

40. My supervisor encourages me to talk 
with my colleagues about our experiences 
using interventions  

0.684 0.881 0.748 0.709 

45. My supervisor shows me how to perform 
a variety of interventions 

0.632 0.879 0.76 0.756 

46. My supervisor helps me feel more 
confident in my use of difficult interventions  

0.664 0.874 0.776 0.666 

26. My supervisor collaborates with me to set 
concrete goals for my professional 
development  

0.792 0.863 0.638 0.626 

43. My supervisor and I revisit my goals at 
regular intervals 

0.738 0.85 0.683 0.663 

29. My supervisor provides resources (e.g., 
articles, books, instructional videos) to help 
me learn new interventions 

0.554 0.809 0.651 0.671 

42. My supervisor addresses how my identity 
(e.g., age, class, ethnicity, gender) affects the 
therapy I provide 

0.666 0.757 0.56 0.702 

7. My supervisor is aware of his/her 
weaknesses 

0.659 0.755 0.773 0.721 

20. My supervisor encourages me to learn 
from my colleagues 

0.633 0.619 0.509 0.676 

16. I can effectively use the interventions I 
worked on in supervision with many of my 
clients 

0.706 0.738 0.89 0.611 

1. The supervision I receive is useful 0.572 0.671 0.884 0.535 
8. My supervisor explains the most important 
elements of the interventions (s)he 
demonstrates 

0.612 0.749 0.882 0.587 

11. My supervisor motivates me to use the 
interventions we plan in supervision  

0.673 0.851 0.874 0.618 
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4. My supervisor checks in to see if I’ve 
implemented the interventions we reviewed 
during treatment planning 

0.452 0.637 0.855 0.517 

14. My supervisor provides helpful 
suggestions when I struggle to use an 
intervention 

0.772 0.748 0.847 0.518 

6. Using the interventions planned in 
supervision is helping me become a better 
clinician 

0.465 0.549 0.841 0.67 

13. My supervisor reviews interventions that 
are relevant to my next therapy session   

0.753 0.809 0.82 0.553 

3. My supervisor asks me for feedback on 
supervision 

0.582 0.509 0.772 0.529 

5. My supervisor encourages me to support 
my colleagues 

0.557 0.705 0.742 0.707 

2. My supervisor expects me to use the 
interventions we have discussed in 
supervision 

0.433 0.485 0.651 0.204 

38. My supervisor and I practice 
interventions together before I use them in 
session 

0.482 0.664 0.583 0.905 

37. My supervisor observes my sessions 
either live, or through audio or video media  

0.358 0.484 0.458 0.845 

12. My supervisor uses role-plays 0.566 0.64 0.664 0.832 
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Table 3 
 
TTI-48 Descriptive Statistics 
 
Item Mean SD Item-Total 

Correlations 
1. The supervision I receive is useful 2.24 0.77 0.76 
2. My supervisor expects me to use the interventions we 
have discussed in supervision 

2.31 0.67 0.54 

3. My supervisor asks me for feedback on supervision 2.08 0.87 0.67 
4. My supervisor checks in to see if I’ve implemented 
the interventions we reviewed during treatment 
planning 

2.12 0.75 0.70 

5. My supervisor encourages me to support my 
colleagues 

2.00 0.89 0.77 

6. Using the interventions planned in supervision is 
helping me become a better clinician 

2.08 0.80 0.69 

7. My supervisor is aware of his/her weaknesses 1.78 0.83 0.83 
8. My supervisor explains the most important elements 
of the interventions (s)he demonstrates 

2.03 0.85 0.82 

9. My supervisor supports my professional growth 2.28 0.83 0.88 
10. My supervisor normalizes my mistakes 2.18 0.75 0.78 
11. My supervisor motivates me to use the interventions 
we plan in supervision  

2.15 0.83 0.88 

12. My supervisor uses role-plays 1.58 0.93 0.74 
13. My supervisor reviews interventions that are 
relevant to my next therapy session   

2.12 0.78 0.87 

14. My supervisor provides helpful suggestions when I 
struggle to use an intervention 

2.21 0.77 0.85 

15. My supervisor is empathetic  2.37 0.74 0.78 
16. I can effectively use the interventions I worked on 
in supervision with many of my clients 

2.18 0.71 0.85 

17. My supervisor encourages me to set my own goals 2.15 0.77 0.70 
18. My supervisor encourages me to continuously 
practice interventions 

2.13 0.76 0.87 

19. My supervisor shows patience when I make a 
mistake 

2.26 0.74 0.74 

20. My supervisor encourages me to learn from my 
colleagues 

2.08 0.86 0.69 

21. I like my supervisor 2.50 0.73 0.73 
22. My supervisor is responsive to my feedback 2.33 0.75 0.82 
23. My supervisor adapts his or her teaching style to 
meet my learning needs 

2.28 0.77 0.81 
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24. My supervisor’s expectations are appropriate for my 
level of training 

2.24 0.79 0.81 

25. My supervisor helps me to anticipate the reactions 
of my clients 

2.21 0.77 0.81 

26. My supervisor collaborates with me to set concrete 
goals for my professional development  

2.06 0.87 0.87 

27. Using interventions planned in supervision helps my 
clients 

2.19 0.64 0.83 

28. My supervisor teaches me interventions that I can 
use right away with clients  

2.12 0.83 0.88 

29. My supervisor provides resources (e.g., articles, 
books, instructional videos) to help me learn new 
interventions 

1.95 0.90 0.78 

30. My supervisor praises me when I show progress  2.23 0.83 0.86 
31. My supervisor conveys and responds to humor 2.35 0.64 0.80 
32. My supervisor motivates me to master new 
interventions 

2.22 0.83 0.91 

33. My supervisor respects my level of competence 2.32 0.71 0.78 
34. I have a good relationship with my supervisor  2.44 0.69 0.84 
35. My supervisor addresses how my clients’ identities 
(e.g., age, class, ethnicity, gender) affect their responses 
to therapy  

2.12 0.85 0.85 

36. My supervisor prepares me to apply interventions to 
a variety of cases 

2.06 0.82 0.91 

37. My supervisor observes my sessions either live, or 
through audio or video media  

1.23 1.10 0.57 

38. My supervisor and I practice interventions together 
before I use them in session 

1.55 0.93 0.72 

39. My supervisor provides helpful guidance when I am 
learning unfamiliar interventions  

2.05 0.86 0.89 

40. My supervisor encourages me to talk with my 
colleagues about our experiences using interventions  

1.95 0.85 0.88 

41. My supervisor helps me learn from my mistakes 2.06 0.84 0.88 
42. My supervisor addresses how my identity (e.g., age, 
class, ethnicity, gender) affects the therapy I provide 

1.79 0.91 0.78 

43. My supervisor and I revisit my goals at regular 
intervals 

1.94 0.77 0.86 

44. My supervisor is aware of his/her strengths 2.09 0.79 0.88 
45. My supervisor shows me how to perform a variety 
of interventions 

1.90 0.90 0.88 

46. My supervisor helps me feel more confident in my 
use of difficult interventions  

2.06 0.88 0.87 
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47. My supervisor provides timely and specific 
feedback on my performance 

2.10 0.86 0.85 

48. My supervisor helps me understand my strengths 
and weaknesses 

2.09 0.82 0.86 
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Table 4 
 

TTI-10 Descriptive Statistics 
 
Item Mean SD Item-

Total 
Correl
ations 

My supervisor checks in to see if I’ve implemented the 
interventions we reviewed during treatment planning 

2.12 0.75 0.75 

My supervisor explains the most important elements of the 
interventions (s)he demonstrates 

2.03 0.85 0.79 

My supervisor normalizes my mistakes 2.18 0.75 0.69 
My supervisor uses role-plays 1.58 0.93 0.82 
My supervisor provides resources (e.g., articles, books, 
instructional videos) to help me learn new interventions 

1.95 0.90 0.88 

My supervisor addresses how my clients’ identities (e.g., age, class, 
ethnicity, gender) affect their responses to therapy  

2.12 0.85 0.81 

My supervisor observes my sessions either live, or through audio or 
video media  

1.23 1.10 0.71 

My supervisor and I practice interventions together before I use 
them in session 

1.55 0.93 0.83 

My supervisor and I revisit my goals at regular intervals 1.94 0.77 0.82 
My supervisor provides timely and specific feedback on my 
performance 

2.10 0.86 0.84 
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Table 5 
 

ACE-BOCS Base Rates 
 
Score Condition Selects 

Practice 
(Session 1) 

Prepares for 
Application 
(Session 1) 

Plans to 
Measure 
Practice 
(Session 1) 

Reviews 
Practice 
(Session 2) 

Reviews 
Practice 
(Session 3) 

≥ 1 Total 78% 57% 30% 93% 92% 
CKS 93% 80% 30% 99% 97% 
Delayed 
Training 

63% 31% 29% 88% 85% 

≥ 2 Total 53% 42% 4% 74% 69% 
CKS 71% 69% 7% 69% 82% 
Delayed 
Training 

25% 11% 1% 80% 53% 

≥ 3 Total 47% 34% 2% 50% 47% 
CKS 72% 58% 5% 48% 67% 
Delayed 
Training 

18% 8% 0% 53% 24% 

≥ 4 Total 30% 15% 1% 17% 14% 
CKS 52% 27% 1% 20% 23% 
Delayed 
Training 

7% 1% 0% 15% 4% 

≥ 5 Total 13% 2% 0% 6% 4% 
CKS 22% 4% 0% 5% 8% 
Delayed 
Training 

4% 0% 0% 8% 0% 
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Conclusion 

 In order to successfully implement evidence-based treatments (EBTs), therapists must not 

only learn EBTs, but also apply them in practice. The training process that prepares therapists to 

transfer knowledge and skills to their clients is contingent on the success of multiple transfer 

processes. Within the Agency Supervisor model, for example, transfer must occur between 

external trainers and agency supervisors, agency supervisors and therapists, and therapists and 

clients. The primary aim of the dissertation was to examine supervisor-to-therapist transfer 

because (1) poor supervision is a common source of transfer breakdowns (Grossman & Salas, 

2011), and (2) there is a well-defined set of strategies that supervisors can implement to support 

transfer (Falender et al., 2004; Ford, Baldwin, & Prasad, 2018b).  

The first study aimed to examine supervisor support of therapist transfer within 

community mental health organizations that used an Agency Supervisor model to train 

practitioners in Managing and Adapting Practice (MAP). Responses to the Supervision 

Evaluation Form (SEF) were negatively skewed and indicated that therapists perceived that their 

supervisors were implementing transfer supports frequently and effectively. Moreover, greater 

supervisor implementation of transfer supports was associated with better therapist performance 

on measures of coordination integrity. The second study sought to examine the transfer 

supporting behavior of supervisors outside of the MAP Agency Supervisor framework. 

Responses to the Transfer of Training Inventory (TTI) were similarly skewed, and highly 

correlated with the supervisory working alliance. Taken together, findings from the two 

dissertation studies demonstrated that the supervisory relationship may bias therapists’ ratings of 

supervisor performance. The biases that we detected in therapists’ evaluations of their 

supervisors were similar to those observed by Gonsalvez & Freestone (2007) in supervisors’ 
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evaluations of therapists, and together reflect the influence of the supervisory working alliance 

on both therapists’ and supervisors’ capacity to provide objective performance evaluations. 

Although the supervisory working alliance is a critical element of supervision, it is insufficient to 

promote transfer of training without supervisor implementation of formative strategies. Thus, 

lenient therapist evaluations of supervisors may reinforce unhelpful supervisor behavior, deprive 

supervisors of corrective feedback and training opportunities, and impede the development of 

supervisees.  

Efforts to counteract leniency bias will require investigators to shift away from isolated 

evaluations of supervisors and towards assessing the many factors that influence supervision  We 

found that therapists accounted for more than three times as much variance in supervisor 

evaluations than the supervisors themselves, perhaps because therapists elicit supervisory 

behavior through their own actions. Organizations also exert significant influence on supervisor 

evaluations by determining the method and frequency of feedback, whether evaluations are used 

for formative or summative purposes, and the consequences of positive or negative feedback 

(Egan et al., 2004). Thus, the supervisor is just one of several factors that contributes to the 

overall supervision. In order to account for organizational, supervisor and therapist effects on 

supervision we recommend the development of multi-source assessments (e.g., self, therapist, 

and external evaluations) with behaviorally-anchored items. Such measurement systems would 

combat rater bias by facilitating comparison between respondents and encouraging evaluation of 

behavior over likeability, and ultimately ensure that supervisors support therapists’ efforts to 

transfer EBTs to clients. 
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Appendix A (Study 1): Supervision Evaluation Form 

 

 

MAP Agency Supervisor  Portfolio: Promotion Review  

© 2012 PracticeWise, LLC  Page 6 

SUPERVISION EVALUATION FORM 

Supervisor’s Name: Supervisee Number: Today’s Date: 

Registered Agency: Months of Supervision:  

Instructions: Please complete this form with respect to your experiences in receiving supervision or consultation 
services from the named Supervisor over the previous three (3) months. 
 

Overall Impression Seldom Sometimes Frequently Usually Don’t 
Know 

1. The supervision and consultation that I received 
was useful. 

� � � � � 

2. I have a good relationship with my supervisor. � � � � � 
 

Please rate your agreement with each item Strongly 
Disagree 

Disagree Agree Strongly 
Agree 

Don’t 
Know 

3. I am confident that I can use the MAP system 
successfully. 

� � � � � 

4. I believe that the MAP system can help my clients 
and improve our services. 

� � � � � 

5. My knowledge and skills have improved as the 
result of the supervision and consultation that I 
received. 

� � � � � 

6. Supervision helps me identify specific things that I 
can do to help particular clients. 

� � � � � 

7. I have clear, specific, and achievable goals for 
learning and using the MAP system. 

� � � � � 

8. I have the opportunity to practice and use new 
MAP skills in my daily work. 

� � � � � 

9. I am reminded and encouraged to use my MAP 
skills by my colleagues. 

� � � � � 

10. The feedback I receive helps me know how well I 
am doing with my MAP skills. 

� � � � � 

11. Using the MAP system has helped my clients and 
improved my practice. 

� � � � � 

 

Please rate your supervisor Strongly 
Disagree 

Disagree Agree Strongly 
Agree 

Don’t 
Know 

12. My supervisor prepares me to learn skills by 
telling me what to expect and what is important. 

� � � � � 

13. My supervisor teaches, demonstrates, and 
practices MAP skills with me. 

� � � � � 

14. My supervisor and I regularly review my progress 
and performance. 

� � � � � 

15. My supervisor reminds and encourages me to use 
my MAP skills. 

� � � � � 

16. My supervisor helps me plan and supports my 
professional growth. 

� � � � � 

17. My supervisor helps create a supportive work 
environment. 

� � � � � 
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Appendix B (Study 2): Transfer of Training Inventory 

                              
Transfer of Training Inventory 
  
Name:  

Number of sessions with supervisor:     

Supervisor:      

Supervision context: Group 

Individual           

Date: 

 

Instructions: Please complete this form with respect to your experiences in receiving supervision 
from the named supervisor in this study. For each item, check the box corresponding to your 
level of agreement with the statement. 

Note: “Interventions” refer to any therapeutic skills or techniques applied throughout the course 
of therapy. 

 
Statement Strongly 

Disagree 
Disagree Agree Strongly 

Agree 
1. The supervision I receive is useful.     

2. My supervisor expects me to use 
the interventions we have discussed 
in supervision. 

    

3. My supervisor asks me for 
feedback on supervision. 

    

4. My supervisor checks in to see if 
I’ve implemented the interventions 
we reviewed during treatment 
planning. 

    

5. My supervisor encourages me to 
network with my colleagues. 

    

6. Using the interventions planned in 
supervision is helping me become a 
better clinician. 

    

7. My supervisor is aware of his/her 
weaknesses. 

    

8. My supervisor explains the most 
important elements of the 
interventions (s)he demonstrates.  

    

9. My supervisor supports my 
professional growth.  
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10. My supervisor normalizes my 
mistakes. 

    

11. My supervisor motivates me to 
use the interventions we plan in 
supervision. 

    

12. My supervisor uses role-plays.     

13. My supervisor reviews 
interventions that are relevant to my 
next therapy session. 

    

14. My supervisor provides helpful 
suggestions when I struggle to use an 
intervention. 

    

15. My supervisor is empathetic.     

16. I can effectively use the 
interventions I worked on in 
supervision with many of my clients. 

    

17. My supervisor encourages me to 
set my own goals. 

    

18. My supervisor encourages me to 
continuously practice interventions. 

    

19. My supervisor shows patience 
when I make a mistake. 

    

20. My supervisor encourages me to 
watch my colleagues apply 
interventions. 

    

21. I like my supervisor.     

22. My supervisor is responsive to 
my feedback. 

    

23. My supervisor adapts his or her 
teaching style to meet my learning 
needs. 

    

24. My supervisor’s expectations are 
appropriate for my level of training. 

    

25. My supervisor helps me to 
anticipate the reactions of my clients. 
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26. My supervisor collaborates with 
me to set concrete goals for my 
professional development. 

    

27. Using interventions planned in 
supervision helps my clients. 

    

28. My supervisor teaches me 
interventions that I can use right 
away with clients. 

    

29. My supervisor provides resources 
(e.g., articles, books, instructional 
videos) to help me learn new 
interventions. 

    

30. My supervisor praises me when I 
show progress. 

    

31. My supervisor conveys and 
responds to humor. 

    

32. My supervisor motivates me to 
master new interventions. 

    

33. My supervisor respects my level 
of competence. 

    

34. I have a good relationship with 
my supervisor. 

    

35. My supervisor addresses how my 
clients’ identities (e.g., age, class, 
ethnicity, gender) affect their 
responses to therapy. 

    

36. My supervisor prepares me to 
apply interventions to a variety of 
cases. 

    

37. My supervisor observes my 
sessions either live, or through audio 
or video media. 
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38. My supervisor and I practice 
interventions together before I use 
them in session. 

    

39. My supervisor provides helpful 
guidance when I am learning 
unfamiliar interventions. 

    

40. My supervisor encourages me to 
talk with my colleagues about our 
experiences using interventions. 

    

41. My supervisor helps me learn 
from my mistakes. 

    

42. My supervisor addresses how my 
identity (e.g., age, class, ethnicity, 
gender) affects the therapy I provide. 

    

43. My supervisor and I revisit my 
goals at regular intervals. 

    

44. My supervisor is aware of his/her 
strengths. 

    

45. My supervisor shows me how to 
perform a variety of interventions. 

    

46. My supervisor helps me feel 
more confident in my use of difficult 
interventions. 

    

47. My supervisor provides timely 
and specific feedback on my 
performance. 

    

48. My supervisor helps me 
understand my strengths and 
weaknesses. 
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Appendix C (Study 2): Supervisory Working Alliance Inventory: Trainee Form

 
 
 

Supervisory Working Alliance Inventory: Trainee Form 

 
Instructions: Please indicate the frequency with which the behavior described in each of the following items 
seems characteristic of your work with your supervisee. After each item, check (X) the space over the number 
corresponding to the appropriate point of the following seven- point scale:  

1 2 3 4 5 6 7 

Almost 
Never 

     Almos
t 
Alway
s 

I feel comfortable working with my supervisor. ___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

 My supervisor welcomes my explanations about the 
client's behavior.  

___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor makes the effort to understand me. ___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor encourages me to talk about my work with 
clients in ways that are comfortable for me.  

___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor is tactful when commenting about my 
performance.  

___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor encourages me to formulate my own 
interventions with the client. 

___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor helps me talk freely in our sessions. ___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

My supervisor stays in tune with me during supervision.. ___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 

I understand client behavior and treatment technique 
similar to the way my supervisor does. 

___ ___ ___ ___ ___ ___ ___ 

1 2 3 4 5 6 7 
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Appendix D (Study 2): Action Cycle and Use of Evidence Behavioral Observation Coding 

System (ACE-BOCS) 

Introduction 
 
The past 25 years have witnessed an increase in the role of science to guide practice (Chorpita & 
Regan, 2009; Flaspohler, Lesesne, Puddy, Smith, & Wandersman, 2012; Shlonsky, Nooan, 
Littell, & Montgomery, 2011; Tseng & Nutley, 2014). Findings from multiple service sectors, 
including education (e.g., Rones & Hoagwood, 2000; Slavin, Lake, & Groff, 2009), social 
welfare (e.g., Dawson & Berry, 2002; Gershater-Molko, Lutzker, & Wesch, 2003), health (e.g., 
Darmstadt et al., 2005; Vale, Jelinek, Best, & Santamaria, 2002), and mental health (Weisz et al., 
2006; 2013), have demonstrated consistently that some programs, interventions, or solutions are 
more effective than others. In the area of mental health care, this accumulation of positive 
findings has spurred policy that has increasingly prioritized mental health service delivery 
backed by evidence (e.g., Chambless & Hollon, 1998; National Advisory Mental Health Council 
Workgroup on Child and Adolescent Mental Health Invention and Deployment, 2001). 
 
Attempts to bridge this science-practice gap have adopted a diverse set of strategies. One 
especially dominant paradigm has involved the implementation of EBTs, whose ultimate strategy 
is to reproduce in a service context those therapeutic procedures that were demonstrated to be 
successful in research trials. This aim is typically pursued through fully-developed, manualized 
specification of those procedures, with implementation efforts ensuring that they are performed 
with fidelity to the manualized program, through various combinations of training, consultation, 
and practice measurement (Fixsen, Naoom, Blase, Friedman, & Wallace, 2005; Greenhalgh, 
Robert, Macfarlane, Bate, & Kyriakidou, 2004; Real & Poole, 2005). For example, an EBT 
manual for a child with fear of swimming might specify the therapeutic procedures to cover in 
each session (e.g., assess readiness for change in the first session, provide psychoeducation about 
anxiety in the second session, introduce exposures for anxiety in the third session, and so forth), 
and involve fidelity monitoring through consultation with treatment experts. This paradigm holds 
that application of science in practice depends on successful application of the manualized 
protocols produced by science. 
 
An independent long-standing paradigm seeking to connect science and practice involves the 
“use of evidence” (UE; Leslie et al., 2014; McDonell & Weatherford, 2013; Ness, 2010; Weiss, 
1977), which, although a complex construct with multiple definitions, is commonly defined as 
the application of knowledge gained from research studies to an imminent decision or set of 
decisions (Gray, Sharland, Heinsch, & Schubert, 2014; Weiss, 1979). The UE perspective differs 
from the EBT model in its relative emphasis on the consideration of the findings of science, as 
opposed to procedural specifications for how those findings are applied. For example, 
encouraging a child with fear of swimming to practice going into a pool in a graded sequence of 
steps (an approach supported by a diversity of findings from basic research through efficacy and 
effectiveness trials) could be considered UE, even though it might not employ a specific EBT 
protocol. Notably, opportunities to use evidence within mental health services extend far beyond 
selecting and delivering an EBT. These opportunities include behaviors that come before the 
intervention (e.g., using evidence to determine what the problem is and whether it requires 
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treatment) as well as after (e.g., using evidence to determine how well the intervention is 
working and what to do if progress is not occurring). Moreover, UE is important not only in 
clinical practice, but also to treatment planning, clinical supervision, and mental health 
administration. Because the UE perspective focuses on the general application of evidence or 
research findings, it easily extends beyond a direct service realm, such that it is possible to 
examine the degree to which evidence is used in management, policy meetings, or workforce 
development, to name but a few example contexts (Florin, Ehrenberg, Wallin, & Gustavsson, 
2012; Palinkas et al., 2016; Triantafillou, 2015). Across contexts, although UE is not as common 
as social scientists might hope, studies have elucidated facilitators and barriers to UE (Weiss & 
Weiss, 1981; Weiss, Murphy-Graham, Petrosino, & Gandhi, 2008); thus, more recent initiatives 
have focused on strategies to increase UE in various contexts. 
 
Given the value of science to improve service quality, it is important to have strategies at hand to 
measure the degree to which science or research is used. To date, service providers, researchers, 
and policymakers have heavily invested in developing and testing accountability tools according 
to the EBT paradigm. Measurement of UE within the EBT paradigm typically involves 
measuring practice fidelity, which is defined as the extent to which services were implemented 
as intended (Forgatch, Patterson, & DeGarmo, 2005; Perepletchikova & Kazdin, 2005; 
Perepletchikova, Hilt, Chereji, & Kazdin, 2009) and emphasizes adherence to predetermined, 
specific, event-by-event procedures (e.g., Did a provider competently implement Practice A as 
the first event, according to its specified steps?). There are now dozens of self-report, provider-
report, and observational fidelity measurement instruments (e.g., McLeod & Weisz, 2010), such 
that many EBTs have their own unique measurement approach to assess the integrity of program 
implementation (Schoenwald, Garland, Southam-Gerow, Chorpita, & Chapman, 2011).  
 
Strategies to measure UE more generally (i.e., beyond the application of specific EBTs) are more 
limited than those strategies within the EBT paradigm. Recent efforts have in fact been made to 
measure UE within the context of mental health services, with promising results (e.g., Palinkas 
2016); however, existing strategies typically rely on self-report of the provider or another 
professional, and there is currently no general method for measuring UE from direct observation 
of practice, planning, or clinical supervision. Given the potential for UE measurement to extend 
beyond the application of specific EBTs programs, to be “backwards compatible” with EBT 
fidelity (i.e., the UE metric could serve as a proxy for many standalone fidelity measurement 
systems), and to generalize to contexts beyond direct service, further attempts to develop UE 
measurement strategies appear warranted. 
 
To address this need, we therefore set out develop a generalized system that (a) could measure 
use of evidence through direct observation, (b) could span direct service activities as well as 
other activities such as supervision or management, and (c) was not specific to a particular 
treatment or program, but rather referenced the relevant research literature more generally. 
Graham and colleagues (2006) have written extensively about the application of knowledge in 
the context of the information management literature, and their model offered a highly relevant 
conceptual framework that guided our measurement development process.  
 
One particular advantage to Graham’s model relative to both the existing EBT and UE 
paradigms is that it positions UE or the use of knowledge (i.e., in this context, information based 
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on research evidence that is relevant to decision making; cf. Rowley, 2007) within a stream of 
behaviors that Graham et al. (2006) refer to as an action cycle. Graham’s action cycle involves: 
(a) identifying a problem that needs addressing (e.g., identifying a client’s presenting problem); 
(b) identifying, reviewing, and selecting evidence relevant to the problem (e.g., administering 
standardized measures for assessing the presenting problem); (c) adapting the evidence to the 
local context (e.g., determining appropriate informants for completing standardized measures); 
(d) assessing barriers to using the evidence (e.g., considering provider competencies); (e) 
selecting, tailoring, and implementing interventions to promote the use of evidence (e.g., 
selecting and delivering therapeutic procedures for treating the presenting problem); (f) 
monitoring use of evidence (e.g., monitoring fidelity with which therapeutic procedures are 
implemented); (g) evaluating the outcomes of using evidence (e.g., re-administering standardized 
measures and assessing progress); and (h) sustaining ongoing use of evidence (e.g., planning for 
continued use or logical adaptation of therapeutic procedures). We contend that this action cycle 
context is especially important for measuring understanding UE, because it can put a lens on the 
decision-making and behavioral antecedents and consequences of UE. In other words, 
measurement of what comes before and after, and not just UE itself, has the potential to 
illuminate not only when that evidence is used, but possibly also why it is used (or why not). 
 
Action Cycle and Use of Evidence Behavioral Observation Coding System 
The ACE-BOCS is an observational coding system designed to evaluate UE in service activities.  
The process of developing codes for the ACE-BOCS began with referencing Graham and 
colleagues’ (2006) conceptual framework for translating knowledge into action. Phases of 
Graham et al.’s (2006) action cycle that were relevant to UE were identified. Some action cycle 
phases were elaborated upon in the ACE-BOCS for increased applicability to service activities. 
For example, Graham and colleagues’ (2006) phase of “selecting, tailoring, and implementing an 
intervention” was divided into considering the intervention, selecting the intervention, preparing 
for application, and using the intervention. The resulting ACE-BOCS codes were: (1) consider 
problem(s); (2) identify problem(s) that need addressing; (3) select problem(s) to address;  (4) 
plan to measure outcomes following practice use; (5) review outcomes over time; (6) consider 
practice(s) for addressing selected problem(s); (7) consider challenges for using practice; (8) 
consider solutions to address challenges; (9) select practice(s) to implement; (10) prepare for 
application by reviewing or rehearsing practice(s); (11) plan to measure if/how practice was 
used; and (12) review practice use over time. 
 
General Coding Instructions 
This section contains information related to general coding rules and issues that are important for 
coders to consider. Coders should strive to comply with these principles in their coding as much 
as is possible. 
 
Importance of Reliability 
The goal of coding is to obtain valid and reliable descriptive data about UE. It is essential that 
coders use similar codes when independently coding service activities in order to be considered 
reliable. This codebook was written in such way as to maximize reliability among coders by 
giving clear definitions and benchmarks of each code. 
 
Scoring “Is” not “Ought” 
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Coders should only code what was actually discussed in the service activity. Try to stick as close 
to the data as you possibly can when coding and do not supplement extra information if it is not 
evidenced in the service activity. 
 
Being Thorough 
It is essential that coders are well-acquainted with the codebook. When you are coding, please 
have the codebook accessible and review any item for which are you unsure. The more that you 
are familiar with the codebook, the easier it will be to make distinctions between confusing codes 
and make accurate, reliable ratings. Try to be as present as possible when coding and make 
thoughtful decisions. 
 
Avoiding Potential Biases 
Be careful to avoid instances of response bias, such as “halo effects.” Halo effects refer to 
situations when coding for one item is influenced by the coding of another item or if factors 
unrelated to the service activity discussion influence overall ratings. For instance, if coding 
service activities that involve two or more intervention groups, coders should be masked to 
condition so that their coding is not biased. 
 
Call It Like You See It 
Do not assign a code unless at least some part of the service activity discussion concretely 
indicates an ACE-BOCS code (i.e., you should be able to point to supporting evidence in the 
response). Do not try to stretch any definition to fit a portion of the service activity discussion 
that seems like it should be codeable but does not fit with the coding system. 
 
Coding Excerpts, Events, and Episodes 
The ACE-BOCS includes codes for excerpts, events, and episodes. Examples of excerpts, events, 
and episodes are listed in the table below. 
 Therapy Supervision Consultation 
Excerpt Exchange between 

therapist and client during 
a therapy session 

Exchange between 
supervisor and supervisee 
during a supervision 
session 

Exchange between 
individual and consultant 
during a consultation 
session 

Event A single therapy session A single supervision 
session 

A single consultation 

Episode Multiple therapy sessions Multiple supervision 
sessions 

Multiple consultations 

 
Excerpt Codes 

Excerpts should be coded for whether or not one or more of the following action cycle phases 
were completed: 

• Considers problem 
• Identifies problem 
• Selects problem 
• Plans to measure progress 
• Reviews progress 
• Considers practice 
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• Considers challenges to applying practice 
• Considers solutions to challenges 
• Selects practice 
• Prepares for application 
• Considers resource 
• Reviews resource 
• Role plays 
• Models 
• Plans to measure practice 
• Reviews use of practice 

 
Multiple codes may be assigned to the same excerpt. 
 
Supplemental codes, such as problem domain (e.g., therapeutic relationship, therapy attendance) 
or audience (e.g., who endorsed the problem), can be double-coded at the excerpt level. 
 

Event Codes 
Events should be coded using extensiveness ratings designed to measure the degree to which 
evidence was used to inform each phase of the action cycle. Extensiveness ratings range from 0 
(not present) to 5 (present with extensive UE). The below table provides the name and definition 
of each code, as well as anchors for low and high extensiveness ratings. Questions to guide 
coding are also included. Coders should utilize primarily the extensiveness rating anchors, rather 
than the names and definitions of codes, when assigning codes. 
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Code Definition Questions Extensiveness 
Rating (1) 

Extensiveness 
Rating (3) 

Extensiveness 
Rating (5) 

 

Blue: Include Audience & Problem code Green: Include Practice code 
Considers 
problem 

The extent to 
which a 
problem 
domain was 
discussed 

Could there be 
a problem? 
How could we 
know? 

Considered 
problem (or 
lack thereof) 
without 
referencing 
any evidence 

Considered 
problem (or 
lack thereof) 
by referencing 
at least one 
source of 
evidence  

Considered problem 
(or lack thereof) by 
referencing at least 
two sources of 
evidence (e.g., 
multiple measures, 
same measure 
obtained from 
multiple informants)  

Identifies 
problem 

The extent to 
which a 
problem 
domain was 
determined 
to be 
problematic 

What is the 
problem? 
What is the 
extent of the 
problem? 

Identified 
problem 
without 
referencing 
any evidence 

Identified 
problem by 
referencing 
scores on at 
least one 
standardized or 
idiographic 
measure 

Identified problem 
by comparing scores 
on standardized or 
idiographic 
measures with 
expected values 
(e.g., benchmarks 
for measure, 
progress goals) 

Selects 
problem 

The extent to 
which a 
problem 
domain was 
selected to 
be addressed 

Which 
problem 
should be 
prioritized for 
intervention? 

Selected 
problem 
without 
referencing 
any evidence 

Determined 
that problem 
could be 
improved with 
intervention 

Determined that 
problem should be 
prioritized over other 
possible intervention 
targets 

Plans to 
measure 
progress 

The extent to 
which a plan 
was made to 
measure 
progress 
toward 
addressing 
the selected 
problem 

How will we 
know if 
progress is 
made towards 
addressing the 
problem? 

Mentioned 
plan to 
measure 
progress 
without 
providing any 
details 

Identified 
name and scale 
for progress 
measure for 
specified 
intervention 
target 

Determined 
expected values for 
progress measure 

Reviews 
progress 

The extent to 
which 
progress 
toward 
addressing 
the selected 
problem was 
reviewed 

Did we check 
if progress 
was made to 
address the 
selected 
problem? How 
do we know 
progress was 
made? 

Referenced 
specified plan 
to measure 
progress 

Reviewed 
scores on 
progress 
measure 

Compared scores on 
progress measure 
with expected values 
(e.g., scores from 
previous 
administration; 
benchmarks for 
measure) 
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Code Definition Questions Extensiveness 
Rating (1) 

Extensiveness 
Rating (3) 

Extensiveness 
Rating (5) 

 

Considers 
practice 

The extent to 
which a 
practice was 
discussed 

What 
practice(s) 
might address 
the selected 
problem? 
What evidence 
is there to 
justify use of 
the 
practice(s)? 

Considered 
practice 
without 
referencing 
any evidence 

Considered 
practice by 
referencing at 
least one 
source of 
evidence 

Considered practice 
by referencing at 
least two sources of 
evidence 

Considers 
challenges 
to applying 
practice 

The extent to 
which 
barriers to 
applying 
practice were 
considered 

What barriers 
might make 
the practice 
difficult to 
apply? 

Considered 
possibility of 
challenges to 
applying 
practice 

Identified 
potential 
challenges to 
applying 
practice 

Selected challenge to 
applying practice 

Considers 
solutions 
to 
challenges 

The extent to 
which 
solutions for 
addressing 
barriers were 
considered 

What solutions 
might address 
the identified 
barriers? 

Considered 
solution to 
challenge 
without 
referencing 
any evidence 

Determined 
that solution 
could address 
challenge 

Determined best 
solution for 
addressing challenge 

Selects 
practice 

The extent to 
which a 
practice was 
selected to 
be 
implemented 

Which practice 
should be 
prioritized to 
address the 
selected 
problem? 

Selected 
practice 
without 
referencing 
any evidence 

Determined 
that practice 
could improve 
problem 

Determined that 
practice should be 
prioritized over other 
possible practices 

Prepares 
for 
application 

The extent to 
which a 
practice was 
reviewed or 
rehearsed 

What needs to 
happen in 
order for the 
practice to be 
applied? What 
happened in 
supervision to 
prepare? 

Discussed 
preparations 
for applying 
practice 

Discussed 
procedure for 
delivering 
practice 

Behaviorally 
rehearsed practice 

Plans to 
measure 
practice 

The extent to 
which a plan 
was made to 
measure 
practice 
delivery 

How will we 
know if the 
practice was 
used to 
address the 
selected 
problem? 

Mentioned 
plan to check 
in on practice 
delivery 
without 
providing any 
details 

Identified 
specified plan 
to check in on 
practice 
delivery 

Determined 
expected values for 
check-in of practice 
delivery 

Reviews 
use of 
practice 

The extent to 
which 
practice 
delivery was 
reviewed 

Did we check 
to see if the 
practice was 
used to 
address the 

Referenced 
specified plan 
to check in on 
practice 
delivery 

Reviewed 
performance 
on practice 
delivery 

Compared 
performance on 
practice delivery 
with expected values 
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selected 
problem? 

 
 
 
 
 
Episode Codes 
Code Definition Extensiveness 

Rating (1) 
Extensiveness 
Rating (3) 

Extensiveness 
Rating (5) 

Coordination The extent to 
which there is a 
logical 
connection 
between 
behaviors, such 
that behaviors 
are logically 
connected to 
prior behaviors 
within an event 
and across 
events 

Connection 
between 
behaviors and 
events is 
haphazard. Even 
when expected 
behaviors 
occurred, it 
wasn’t always 
clear how one 
behavior led to 
the next, or was 
done in an order 
that seemed 
illogical 

Occasionally the 
connection does 
not follow a clear 
logical order 

Clearly logical 
connections 
within and 
between events 
(e.g., Checking in 
during S2 about 
specifics from S1) 

Efficiency The extent to 
which 
participants got 
right down to 
the issue, 
prepared for the 
issue, and 
addressed the 
issue 

Even if all the 
steps occurred, 
they occurred in 
the context of a 
lot of other things 
going on, with 
unnecessary time 
spent on other 
things 

 Decisions were 
swiftly identified, 
information was 
efficiently 
organized, and 
plans were made 
and reviewed in 
an efficient and 
organized manner 

 



 

 112 

Episode Codes 
 
Episodes should be coded using extensiveness ratings designed to measure the degree to which 
the action cycle phases were completed logically and efficiently. Extensiveness ratings range 
from 0 (not present) to 5 (present with extensive UE). The below table provides the name and 
definition of each code, as well as anchors for low and high extensiveness ratings. 
 
 
Code Definition Extensiveness 

Rating (1) 
Extensiveness 
Rating (3) 

Extensiveness 
Rating (5) 

Coordination The extent to 
which there is a 
logical 
connection 
between 
behaviors, such 
that behaviors 
are logically 
connected to 
prior behaviors 
within an event 
and across 
events 

Connection 
between 
behaviors and 
events is 
haphazard. Even 
when expected 
behaviors 
occurred, it 
wasn’t always 
clear how one 
behavior led to 
the next, or was 
done in an order 
that seemed 
illogical 

Occasionally the 
connection does 
not follow a clear 
logical order 

Clearly logical 
connections 
within and 
between events 
(e.g., Checking in 
during S2 about 
specifics from S1) 

Efficiency The extent to 
which 
participants got 
right down to 
the issue, 
prepared for the 
issue, and 
addressed the 
issue 

Even if all the 
steps occurred, 
they occurred in 
the context of a 
lot of other things 
going on, with 
unnecessary time 
spent on other 
things 

 Decisions were 
swiftly identified, 
information was 
efficiently 
organized, and 
plans were made 
and reviewed in 
an efficient and 
organized manner 

 
Completing the Code Sheet 

 
Event and episode codes should be entered into the code sheet. The code sheet is organized as a 
matrix of checkboxes, where columns correspond with the event and episode codes and 
benchmarks, and rows correspond to project-specific problems and practices. Each ACE-BOCS 
code with any boxes checked should have an extensiveness score; however, it is not necessary 
for at least 1 box to be checked off in order to apply an extensiveness score. For ACE-BOCS 
codes related to practices, target problem(s) should be assigned. A target problem is a problem 
that a practice is intended to address, as stated by the supervisor/provider. 
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It is advised that coders mark their code sheet alongside excerpt coding in Dedoose as they are 
reviewing the service activity discussion. 
 
For event coding, replace any Cannot Be Determined (CBD) codes that are clarified later in the 
transcript. For instance, if the supervisor and provider are discussing an attendance problem and 
you later find out that caregiver is always on time to all appointments, but youth does not 
consistently attend appointments, then your audience code should be "Youth." 
 

Excerpting Transcripts and Uploading to Dedoose 
 
Prior to coding transcripts in Dedoose, coders are responsible for excerpting the transcripts – that 
is, dividing transcripts into excerpts. Create a new excerpt when a new ACE-BOCS code is 
identified (e.g., moves from Identifies Problem to Selects Problem). If no ACE-BOCS codes are 
identified, consider the non-codeable chunk as 1 excerpt. 
 
Excerpts should start when a provider or supervisor initiates a discussion of clinical content. 
Bruce is going to be analyzing who initiates each ACE-BOCS code, so please: 

• Begin Excerpt 1 with the beginning of clinical content, not the statements of names and 
client numbers 

• Start excerpts with substantive utterances (e.g., not “yeah” or “um”) 
• If you split an excerpt in the middle of an utterance, please type “Provider:” or 

“Supervisor:” again at the beginning of the next excerpt 
 
Once a transcript has been excerpted, it should be uploaded into Dedoose for coding. To upload: 

• Sign into Dedoose and the Reaching Families ACE-BOCS project. 
• In the Media box on the home page, click on the “+” sign for “Add/Import data.” 
• Select “Import Text.” 
• Find relevant excerpt on your computer and click “Open.” 
• The file will then upload and be available in the Media list for coding. 

 
Coding Excerpts in Dedoose 

 
Each excerpt should be assigned at least 1 ACE-BOCS code, or if no ACE-BOCS codes apply, 
select “No Codes Applicable.” 
 
Excerpt codes should be entered in Dedoose under the Reaching Families ACE-BOCS project 
(see coding manager for password). Each excerpt should be highlighted beginning before the 
first “Supervisor:” line and ending with the last comment from that numbered excerpt. Excerpt 
coding can be collapsed by ACE-BOCS code (e.g., assigning Considers Problem + Relationship 
+ Expectancy + Youth rather than Considers Problem + Relationship + Youth and Considers 
Problem + Expectancy + Youth).  
 
If you assign an ACE-BOCS code related to a problem (i.e., Considers problem, Identifies 
problem, Selects problem, Plans to measure progress, or Reviews progress), you must also 
assign an Engagement Problem and an Audience code. If you assign an ACE-BOCS code related 
to a practice (i.e., Considers practice, Considers challenges, Considers solutions, Selects 
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practice, Prepares for application, Plans to measure practice, Reviews use of practice), you 
must also assign a Practice code. 
 
Excerpt codes can take into account information from previous excerpts. For instance, if in 
Excerpt 1 the supervisor/provider mentions a problem for the Youth, and they continue to 
discuss the problem without explicitly mentioning the youth in Excerpt 2, you can code Youth 
for Excerpt 2. Conversely, excerpts that are CBD initially, but clarified in later excerpts, do not 
need to be recoded once the CBD code becomes clear. 
 
There are 4 subcodes in Dedoose under Prepares for application. When coding for any of the 
subcodes, please also code the overarching Prepares for application code.  
 
Additional Resources Needed for Coding Reaching Families Supervision Transcripts 
 
The Reaching Families study examines youth and caregivers at risk in one or more of the 
following engagement domains:  

 
 
Following eligibility screening and consent, each study case has an ideal sequence of recorded 
events: Supervision 1-Treatment 1-Supervision 2-Treatment 2-Supervision 3. You will be coding 
supervision sessions from the study; all supervision sessions for a case will be assigned to the 
same coder. At times, the sequence may differ from the ideal. For context, you will be given the 
sequence of events, with the event you are currently coding underlined and in red, at the 
beginning of each transcript:  
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Resources that may be discussed in supervision sessions include the My Thoughts about Therapy 
(MTT) screener (completed by youth and caregivers), the engagement report, the Reaching 
Families Worksheet (RFW), the Practice Guidelines, the Engagement Guides, and the Evaluate 
Engagement list of ideas. Examples of these resources are available for coders in Box \RF4 
ACE-BOCS (Private)\Engagement Resources. Coders should be very familiar with these 
resources and have them open as references when coding.  
 
Excerpt and Event Codes: Additional Guidelines and Examples 
 
General questions 

• What if the provider mentions the wrong problem area or practice? Examples include 
discussing youth not knowing her goals in treatment (a Clarity problem) as a 
Relationship problem or a provider stating that Understanding Identities is an appropriate 
practice to address Expectancy (it should be used for Relationship, per the Reaching 
Families Worksheet). 

o In these cases, the coder should just code based on what is stated in the session, 
rather than inferring the correct problem area or practice. 

• How to code when providers use a non-engagement practice for an engagement issue? 
An example would be a provider using Rewards to enhance expectancy (Rewards is not 
listed on the Reaching Families Worksheet as a practice for expectancy). 

§ If the practice is being used to enhance a general domain of engagement, 
code as Practice: Other (specifying Rewards) for the target problem 
(Expectancy). 

§ If the practice is being used to enhance another practice that is being 
considered/selected (e.g., Motivational Enhancement) because of a 
concern that the other practice may be unsuccessful, code as Considers 
solutions to challenges for that practice (Motivational Enhancement). 

• How to code when providers use an engagement practice for non-engagement issue? An 
example would be a decision to use Motivational Enhancement to help a client complete 
academic homework, rather than for addressing an Expectancy issue). 
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o Code the practice (Motivational Enhancement) as being applied to a target 
problem of Non-engagement.  

• Do providers’ subjective impressions count as a “evidence” when coding ACE-BOCS 
codes (e.g., Considers problem, Identifies problem, Selects problem, Considers practice, 
Considers solutions to challenges, Selects practice)? For example, a provider discusses 
feeling surprised that the youth scored low on the MTT’s relationship scale because she 
felt she had a good relationship with the youth. 

• Provider impressions can count as a source of evidence, but they should be rated lower 
for extensiveness than a standardized (e.g., Reaching Families Worksheet) or more 
objective idiographic measure (e.g., number of sessions attended versus missed).  

 
Audience Codes 
An audience code is assigned to each ACE-BOCS problem code at both the excerpt and event 
levels. This code indicates whose problem (Youth, Caregiver, Audience_CBD) is being 
discussed. 
If a problem is relevant to both youth and caregiver, code both.  
If a provider answers questions from the Reaching Families worksheet without specifying 
whether they are considering the youth or caregiver (e.g., just answering “yes” or “no”), code 
Audience_CBD. 
If a provider answers questions from the Reaching Families worksheet by saying “they” (e.g., 
“they have had a hard time coming on time”), code both Youth and Caregiver. 
 
Target Problem Codes 
Coders should become thoroughly familiar with the REACH domains of engagement by 
reviewing the corresponding questions on the My Thoughts about Therapy screener and 
Reaching Families Worksheet. 
Other versus Non-engagement: Other refers to engagement problems other than the REACH 
domains (rarely occur). Non-engagement refers to problems that do not have to do with 
engagement (e.g., symptoms of psychopathology). 
For Other and Non-engagement problem areas, please list all available problem areas in a single 
fill-in-the-blank and assign scores accordingly. For instance, if multiple non-engagement 
problems (client symptomatology, caregiver stress) were considered, write in Non-engagement: 
client symptomatology, caregiver stress in a single row and assign an extensiveness score 
combining across both problems. 
 
Considers problem 

• Always code Considers problem if Identifies problem is coded. However, Considers 
problem can be coded without Identifies problem (e.g., if provider discusses whether or 
not Attendance is a problem and decides it is not a problem). 

• Typically, the provider answers the yes/no questions on the Reaching Families worksheet 
during the initial supervision session in order to consider whether or not there are 
engagement problems, qualifying as a code of Considers problem. However, if the 
Reaching Families worksheet is utilized after a practice is delivered in order to compare 
with previous responses and assess improvement in a given domain, it should instead be 
coded as Reviews progress.  
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• If the provider gives a brief (e.g., 1 sentence) synopsis of client’s presenting problems to 
begin the supervision, no ACE-BOCS code should be assigned. However, if the client’s 
presenting problems extend into a discussion beyond a brief synopsis, Considers problem 
+ Non-engagement: Presenting problems should be coded, with Identifies problem also 
coded as appropriate. 

• Example: “Supervisor: We’re gonna go over the REACH worksheet. Um, I see that you 
pretty much have yeses throughout here relationship, expectancy, and attendance, they’re 
all yes.” 

• Considers problem + Relationship, Expectancy, Attendance + Audience_CBD would be 
coded for this excerpt. Even though the provider answered “yes” for these domains on the 
Reaching Families Worksheet (indicating there is not a problem), they considered 
whether or not there were problems in those areas by filling out the worksheet. In 
addition to checking off the above codes on the event code sheet, “RFW” would also be 
checked to indicate that it was used when considering whether or not there was a 
problem. 

 
Identifies problem 

• Always code Considers problem if Identifies problem is coded. 
• Any indication that there is a problem can be coded here. Examples include: 
• A provider answering “no” to 1 question in the Expectancy domain on the Reaching 

Families worksheet should be coded as Identifies problem + Expectancy 
• A provider stating the youth is “at-risk” in Attendance should be coded as Identifies 

problem + Attendance + Youth. 
• A provider simply saying that something is a problem, even if there is evidence (e.g., 

MTT score) suggesting otherwise 
• If a provider states in an earlier excerpt that something is a problem, but in a later excerpt 

decides that it is not, or vice versa, the excerpt-level coding should reflect different codes 
(in the above example, Considers problem + Identifies problem for the first excerpt and 
only Considers problem for the second excerpt). However, the codesheet should reflect 
what was ultimately decided upon (in the above example, only Considers problem should 
have an event score). 

• Example: “Supervisor: Let’s see then in clarity you said, um, “Can this youth/family 
accurately describe their roles in treatment?” You responded no.” 

• Considers problem + Clarity + Audience_CBD and Identifies problem + Clarity + 
Audience_CBD would be coded for this excerpt. “Reviewed scores” would also be 
checked off on the code sheet to indicate they are reviewing scores/responses from the 
RFW. 

 
Selects problem 

• This can be coded if either the supervisor or provider selects a problem. 
• Code only when either the provider or supervisor explicitly states that a problem will be 

the focus of treatment. 
• If a provider/supervisor selects one problem to focus on for the next session and another 

for the following session, code Selects problem for both problems at the excerpt level. A 
higher extensiveness rating should be given for the most immediate problem focus on the 
event code sheet. 
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• Example: “Supervisor: So, it looks like clarity and homework might be the two areas 
that you would want to focus on.” 

• Selects problem + Clarity + Audience_CBD and Selects problem + Homework + 
Audience_CBD would be coded for this excerpt. “Selected problem” and “Determined 
problem needs addressing” would be checked off on the code sheet, but “Prioritized 
problem” would not because the supervisor has not selected one problem to be the top 
one. 

 
Plans to measure progress 

• This code applies to planning to measure a client’s progress on a problem (e.g., by 
reporting on whether client stated that a problem has gotten better on the results of a 
client-completed rating scale) - not to be confused with Plans to measure practice, which 
applies to planning to measure how a provider delivered a practice (e.g., by supervisor 
checking in with the provider next supervision to see which steps were covered). 

• Example: “Provider: I think I could …. evaluate clarity and homework with that um 
response to treatment um questionnaire. 

• Supervisor: So maybe doing those groups as a post-test after the session that you have 
next time.” 

• Plans to measure progress + Clarity + Audience_CBD and Plans to measure progress + 
Homework + Audience_CBD would be coded for this excerpt. “Mentioned plan,” and 
“Identified name and scale” would also be checked off on the code sheet for both Clarity 
and Homework because they mention using the subscales (“those groups”) from the MTT 
questionnaire (“response to treatment questionnaire”). 

 
Reviews progress 

• This code applies to reviewing a client’s progress on a problem (e.g., discussing whether 
client stated that a problem has gotten better on the results of a client-completed rating 
scale), potentially as a result of a practice that was delivered - not to be confused with 
Reviews use of practice, which applies to reviewing how a provider delivered a practice 
(e.g., by supervisor checking in with the provider to see which steps of an Engagement 
Guide were covered). If the supervision discussion centers on how the client responded to 
the practice, that should be coded as Reviews use of practice, unless reference is made 
specifically to the client’s progress on an engagement domain as a result of the practice, 
in which case it should be coded as Reviews progress. 

• Typically, the provider answers the yes/no questions on the Reaching Families worksheet 
during the initial supervision session in order to consider whether or not there are 
engagement problems, qualifying as a code of Considers problem. However, if the 
Reaching Families worksheet is utilized after a practice is delivered in order to compare 
with previous responses and assess improvement in a given domain, it should instead be 
coded as Reviews progress.  

• Example: (following a treatment session) “Supervisor: Let’s see, the scores for the 
student and the caregiver. So they scored a 12 in clarity and a 16 in homework. And um, 
for the parent, he actually scored 15 in the clarity area and 13 in homework.” 

• Reviews progress + Clarity + Youth + Caregiver and Reviews progress + Homework + 
Youth + Caregiver would be coded for this excerpt. “Reviewed scores” for Clarity and 
Homework would also be checked off on the code sheet. 
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Practice Codes 

• For Other practices, please list all of practices discussed in a single fill-in-the-blank and 
assign scores accordingly. For instance, if the provider and supervisor select deep 
breathing in one portion of the session and pleasurable activities in another, write “Other: 
deep breathing, pleasurable activities in a single row and assign an extensiveness score 
combining across both practices. 

• Note that resources for practices or treatments (e.g., PWEBS, a TF-CBT worksheet) can 
be listed as Other practices.  

• If a provider or supervisor proposes a practice that is not a part of the Engagement Guide 
to enhance the engagement practice (e.g., self-monitoring to enhance Motivational 
Enhancement), code as an Other practice. However, if the practice is an adaptation of 
(e.g., conducting the child Motivational Enhancement practice with the caregiver) or a 
way to elaborate upon an existing practice (e.g., finding a video of other youth 
experiencing trauma as part of the “Normalize their experiences” step of 
Psychoeducation about the Problem), code within the existing practice. 

• If multiple Other practices are covered with different target problems, please specify on 
the codesheet which practice belongs with which problem in the "Target Problem" 
column (e.g., NE - Rewards; E - Coping Skills) instead of just listing target problems. 

• If a provider does not mention an Engagement Guide or a portion of it by name, that 
practice can still be coded as long as it: 1) matches up with at least 1 step of the 
Engagement Guide, and 2) is described in enough detail to differentiate it from other 
practices. For example, if a supervisor and provider decide to review the cancellation 
policy with client to help with attendance, this matches up with the "Set expectations for 
punctuality and cancellations" step of Appointment Reminders. This step is not included 
in any other Engagement Guides and would thus be coded as Selects Practice + 
Appointment Reminders. However, if a supervisor and provider decide to normalize a 
family’s challenges, although this matches up with the “Normalize barriers and elicit the 
family’s perspective” step of Addressing Barriers, if it cannot be differentiated from 
similar steps of other guides (e.g., “Normalize their experiences” from Psychoeducation 
about the Problem), it should instead be coded as Selects Practice + Other: Normalize 
challenges. 

 
Considers practice 

• If an Engagement Guide is reviewed for the purpose of considering whether or not to 
deliver a practice, code Considers practice and check off “Engagement Guide” on the 
code sheet. If an Engagement Guide is reviewed for the purpose of preparing to deliver a 
practice, code Prepares for application. 

• If challenges are discussed in the context of considering whether or not to deliver a 
practice, then code both Considers practice and Considers challenges to applying 
practice. For example, in the same excerpt, the supervisor suggests using 
Psychoeducation about the Problem to address the youth’s low Expectancy. The provider 
expresses hesitancy to use the practice because it is aimed at the family rather than the 
youth, and the family has not been consistently attending therapy. Both Considers 
practice and Considers challenges to applying practice + Psychoeducation about the 
Problem would be coded in this instance. However, if the excerpt only contained the 
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provider’s expression of hesitancy to use the practice, there would not be the context of 
Considers practice and therefore only Considers challenges to applying practice would 
be coded. 

• Example: “Supervisor: I’m looking at clarity and I don’t know what you feel about 
this... um... Assessment. Um, Goal Setting. Psychoeducation about the Problem. Um, 
Psychoeducation about Services. Um, what do you think about those?” 

• Considers practice + Assessment, Considers practice + Goal Setting, Considers practice 
+ Psychoeducation about the Problem, and Considers practice + Psychoeducation about 
Services would be coded for this excerpt. In addition, on the code sheet, the target 
problem should be entered as “C” and “Considered practice” and “RFW” should be 
checked of for each of those practices because the supervisor is reading the exact order of 
the practices listed for Clarity on the Reaching Families Worksheet. 

 
Considers challenges to applying practice 

• This code is used to describe a pre-emptive attempt to consider current or future 
challenges to the practice. Discussion of challenges to practice delivery that have already 
occurred should be considered for the Reviews use of practice code. 

• This code includes challenges at any level. Examples of challenges include client-level 
(e.g., client could come in late to session next week, client could have difficulty 
understanding), provider-level (e.g., provider is unfamiliar with practice), or supervisor-
level (e.g., supervisor has difficulty modeling the practice). These challenges could 
overlap with engagement domains, but this code should be applied rather than Considers, 
Identifies, or Selects problem if the challenges are discussed in the context of applying 
the practice. 

• If challenges are discussed in the context of considering whether or not to deliver a 
practice, then code both Considers practice and Considers challenges to applying 
practice. For example, in the same excerpt, the supervisor suggests using 
Psychoeducation about the Problem to address the youth’s low Expectancy. The provider 
expresses hesitancy to use the practice because it is aimed at the family rather than the 
youth, and the family has not been consistently attending therapy. Both Considers 
practice and Considers challenges to applying practice + Psychoeducation about the 
Problem would be coded in this instance. However, if the excerpt only contained the 
provider’s expression of hesitancy to use the practice, there would not be the context of 
Considers practice and therefore only Considers challenges to applying practice would 
be coded. 

• Example: “Provider: I... I haven’t really used these practice guides, but I think it-it-it 
could help a lot.” 

• Considers challenges to applying practice + Practice_Other: unspecified practice guides 
would be coded for this excerpt. “Considered possibility of challenges” and “Identified 
challenge” would also be checked off on the code sheet; similar to Considers problem 
and Identifies problem, “Considered possibility of challenges” should always be coded if 
“Identified challenge” occurs. “Selected challenge” would not be checked off because the 
provider has not explicitly chosen to focus on the challenge stated (e.g., “Let’s address 
the fact that I haven’t used these practice guides.”) 

 
Considers solutions to challenges 
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• This code is used to describe a pre-emptive attempt to consider current or future solutions 
to address challenges to applying the practice. Discussion of solutions to practice delivery 
that have already occurred should be considered for the Reviews use of practice code. 

• This code includes solutions at any level. Examples of solutions include client-level (e.g., 
provider could cover just 1 step of an engagement guide in case client is late to session or 
has difficulty understanding), provider-level (e.g., provider reviews practice in session 
with supervisor), or supervisor-level (e.g., supervisor will seek consultation to better 
model the practice).  

• Consideration of adaptations to practices can be coded here as Considers solutions to 
challenges (e.g., deciding to adapt a family-oriented Engagement Guide to the youth in 
order to address a challenge of the family not coming in for sessions). Modeling or role-
playing of the adaptations would still be coded as Prepares for application. 

• If solutions to challenges are discussed in the context of considering whether or not to 
deliver a practice, then code both Considers practice and Considers solutions to 
challenges. For example, in the same excerpt, the supervisor suggests using 
Psychoeducation about the Problem to address the youth’s low Expectancy. The provider 
expresses hesitancy to use the practice because it is aimed at the family rather than the 
youth, and the family has not been consistently attending therapy. The supervisor then 
suggests adapting the practice to be used with just the youth. Considers practice, 
Considers challenges to applying practice, and Considers solutions to challenges + 
Psychoeducation about the Problem would be coded in this instance. However, if the 
excerpt only contained the provider’s expression of hesitancy to use the practice and the 
supervisor’s solution of adapting the practice, there would not be the context of 
Considers practice and therefore only Considers challenges to applying practice , and 
Considers solutions to challenges would be coded. 

• Example: “Provider: I... I haven’t really used these practice guides, but I think it-it-it 
could help a lot. 

o Supervisor: Let’s take – do you wanna take a look at it real quick? It’s just like 
the MAP practitioner guides... here, I flipped right to it!” 

o The underlined portion of this excerpt would be coded as Considers solutions to 
challenges + Practice_Other: unspecified practice guides, “Considered solution” 
and “Determined relevant solution” would also be checked on the code sheet, but 
“Determined best solution” would not because the solution was not selected 
among more than 1 possible solutions. 

Selects practice 
• This can be coded if either the supervisor or provider selects a practice. 
• Code only when either the provider or supervisor explicitly states that a practice is to be 

used in the coming session(s).  
• If a provider/supervisor selects one practice for the next session and another for the 

following session, code Selects practice for both practices at the excerpt level. A higher 
extensiveness rating should be given for the most immediate practice on the event code 
sheet. 

• Example: “Supervisor: Let’s go with the Assessment guide then. That seems like the 
best option to address the Relationship issue.” 
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• Selects practice + Assessment would be coded for this excerpt. “Selected practice” and 
“Determined relevant practice” would also be checked on the code sheet, and the target 
problem would be “R” for “Relationship.” 

 
Prepares for application 

• Models versus role plays: Models should be applied when the supervisor is playing the 
provider role in a role-play situation. Role plays should be applied when the provider is 
playing the provider role in a role-play situation. 

• Models or role plays can also be coded if the provider/supervisor is not explicitly in a 
role-play situation, but gives examples of how s/he would carry out a practice (e.g., 
“Sometimes I like to ask the client, ‘How would you rate the pros and cons?’”). 

• If an Engagement Guide is reviewed for the purpose of considering whether or not to 
deliver a practice, code Considers practice and check off “Engagement Guide” on the 
code sheet. If an Engagement Guide is reviewed for the purpose of preparing to deliver a 
practice, code Prepares for application. 

• Consideration of adaptations to practices should be coded as Considers solutions to 
challenges (e.g., deciding to adapt a family-oriented Engagement Guide to the youth in 
order to address a challenge of the family not coming in for sessions). Modeling or role-
playing of the adaptations would still be coded as Prepares for application. 

• On the code sheet, “Considers resources” refers to a mention of available resources (e.g., 
supervisor telling the provider to review the Engagement Guide on her own time). It is 
possible to check off “Reviewed resource,” “Modeled”, and “Role-Played” without 
checking off “Considered resources.” 

• Example: “Provider: Um so reviewing the purpose of assessment... begin with strengths. 
Convey a warm and respectful response, um, be an engaged listener.” 

• Prepares for Application + Reviewed Resource + Assessment would be coded for this 
excerpt because the provider is reading the steps of the Assessment engagement guide. 

 
Plans to measure practice 

• This code applies to planning to measure how a provider delivered a practice (e.g., by 
supervisor checking in with the provider next supervision to see which steps were 
covered) - not to be confused with Plans to measure progress, which applies to planning 
to measure a client’s progress on a problem (e.g., by reporting on whether client stated 
that a problem has gotten better on the results of a client-completed rating scale). 

• Examples of low and high extensiveness ratings include: 
o 1 (Mentioned plan to check in on practice delivery without providing any details): 

"Supervisor: I'm excited to hear how your next session goes." The supervisor 
referenced plan to check in on practice delivery next session, but it is very vague. 

o 3 (Identified specified plan to check in on practice delivery): “Supervisor: I’d 
like to ask about how it goes trying that plan and if you felt you were successful.” 
The supervisor provided some details regarding how she will check in on practice 
delivery. 

o 5 Determined expected values for check-in of practice delivery): “Supervisor: 
Let’s look at the engagement guide next time we meet, so we can talk about how 
you did covering the ___ and ___ steps.” The supervisor provided an explicit 
“expected value” of which steps she is recommending to be covered, as well as an 
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explicit way to measure this (by comparing what the provider did with the 
engagement guide). 

 
Reviews use of practice 

• This code applies to reviewing how a provider delivered a practice (e.g., by supervisor 
checking in with the provider to see which steps of an Engagement Guide were covered) 
- not to be confused with Reviews progress, which applies to reviewing a client’s 
progress on a problem (e.g., discussing whether client stated that a problem has gotten 
better on the results of a client-completed rating scale). If the supervision discussion 
centers on how the client responded to the practice, that should be coded as Reviews use 
of practice, unless reference is made specifically to the client’s progress on an 
engagement domain as a result of the practice, in which case it should be coded as 
Reviews progress. 

• If a provider did not deliver a planned practice for any reason (e.g., a client emergent life 
event, client not showing to session) and the provider reports on these reasons in the 
supervision, code Reviews use of practice at a low extensiveness rating. This is because 
the challenges are discussed in the context of the provider reporting on the planned 
practice from the last session. Discussion of potential challenges to practice delivery that 
have not yet occurred should be considered for the Considers challenges to applying 
practice code. 

o Example: “Supervisor: So I was thinking maybe we can start out kind of going 
over what you did last time in your session. Were you able to do the Assessment 
guide? 

o Provider: Okay. Yeah. So last week I got to see um my client. And we did the 
Assessment, um, guide. You know practitioner guide. 

o Supervisor: Yeah. 
o Provider: And eh, it-it seems, um, I mean, as far as like following the guide, it 

seemed a little difficult toward the end because her inattention was pretty much 
um dominating the whole session. Like we were able to talk about her concerns 
and she said, she just wants to get in less trouble at school but she-she just kept 
asking when the session would be over.” 

o Reviews use of practice + Assessment would be coded for this excerpt. “Revisited 
plan” would also be checked off on the code sheet because the supervisor appears 
to be referencing a previously made plan to do the Assessment guide. 

• Examples of low and high extensiveness ratings include: 
o 1 (Referenced specified plan to check in on practice delivery): "Supervisor: So 

last time we talked about doing Motivational Enhancement." The supervisor 
checked in by referencing the previous plan for a practice. A 1 would be given if 
the plan is only referenced, but the discussion does not go on to review the 
provider’s delivery of the practice.   

o 3 (Reviewed performance on practice delivery): “Supervisor: How did the 
Motivational Enhancement go?” The supervisor is asking about the provider’s 
practice delivery. 

o 5 (Compared performance on practice delivery with expected values): 
“Supervisor: Which steps of the Motivational Enhancement guide did you 
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cover?” The supervisor is asking the provider to compare her practice delivery 
with an explicit expected value (steps of the ME guide). 

 
 
 
 
 
 

 




