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ABSTRACT 

 Therapist continuing training and retraining in empirically supported treatments 

(ESTs) tends to be costly and not widely available, which limits retraining opportunities 

and access to evidence-based care.  Moreover, training that is available typically lacks 

efficacy data. This study evaluated an Internet-based system designed to improve a peer 

supervisor’s ability to accurately discriminate more effective from less effective therapist 

in-session behaviors in Dialectical Behavior Therapy (DBT). In DBT, providing peer 

supervision is an essential skill, and improving these skills provides one way to enhance 

the quality of continuing training and retraining. Participants watched and provided 

feedback on eight mock DBT sessions. After evaluating each session, they were shown 

expert feedback and analysis of the same session, and compared that with their own in an 

attempt to improve their own discrimination and rating skills as peer supervisors. One-

hundred-and-forty-one DBT therapists began the training, and 77 completed all eight 

videos. Overall, we observed a significant increase in rating skill (shared variance with 

experts increased 1.5x), with participants who reported having less access to DBT 

resources (e.g., expert peers) and less prior training tending to benefit the most.  

Participants perceived improvements in their DBT knowledge and skills, and reported 

high levels of satisfaction with the training. Additional studies are needed to replicate 

these findings. However, present findings suggest a promising future for this type of self-

directed Internet-based training for clinicians in DBT and other treatments. 
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CHAPTER I 

Introduction 

 
 Empirically supported psychotherapies (ESTs) are not widely used in clinical 

practice (Goisman, Warshaw, & Keller, 1999; Herbert, 2003; Nelson & Steele, 2008). 

According to the U.S. Surgeon General (Satcher, 2000), the majority of patients with 

severe mental illness do not receive evidence-based treatments. Large numbers of 

patients could benefit if there were better ways to properly train more therapists in 

empirically supported treatments (EST’s) such as dialectical behavior therapy (DBT; 

Linehan, 1993). Unfortunately, therapist training in these treatments tends to be costly 

and not widely available, and the training that there is often lacks reliable efficacy data. 

Internet-based training has the potential to be more efficient and effective than traditional 

methods, and several studies have shown the Internet to be an efficient and effective 

training medium, especially when measured in terms of therapist treatment knowledge 

gain (e.g., Smith, Saunders, & Fitzgerald, 2008; Weingardt, Villafranca, & Levin, 2006; 

Williams, Aubin, Harkin, & Cottrell, 2001). However, much of the potential of Internet-

based training to affect therapist behavior change and to help shape specific clinically 

relevant skills, either alone or as a compliment to more traditional delivery methods, has 

yet to be realized.  

 Supervision is a key way in which a therapist learns to deliver a treatment well. 

However, time for supervision is often limited, and supervisors may often lack sufficient 

treatment expertise to provide high-quality feedback on a supervisee’s in-session 

behaviors, a key way in which therapists learn to deliver a treatment well 
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(Perepletchikova, Treat, & Kazdin, 2007; Waltz, Addis, Koerner, & Jacobson, 1993). 

Supervisors need help (e.g., explicit criteria and specific training to criteria) and support 

to give more efficient and effective supervision.  

Dissemination of ESTs 

ESTs such as DBT are used to treat a wide range of mental health problems, 

across a wide range of populations. ESTs are treatments that have “well-established” 

efficacy, or are “probably efficacious” based on clinical evidence (Chambless & Hollon, 

1998; Chambless & Ollendick, 2001, p. 689). A basic feature of ESTs is that they have 

been evaluated scientifically with sound methodology (e.g., randomized controlled trials). 

Related terms are empirically based psychotherapy (EBP) and empirically based 

treatment (EBT), which are classifications that are based on less strict evidence criteria 

(Kendall & Beidas, 2007).  

A review of 28 clinical trials of EBTs, involving over 2,100 adult clients, found 

that more than half of the clients met criteria for recovery by the end of treatment, and 

two-thirds met criteria for improvement (Hansen, Lambert, & Forman, 2002). However, 

ESTs are not widely used in clinical practice settings (Becker, Zayfert, & Anderson, 

2004; Goisman et al., 1999; Herbert, 2003; Nelson & Steele, 2008; Pederson Mussell et 

al., 2000). Hunsley (2007) points to evidence that only approximately one-third of adult 

clients improve in typical clinical practice settings, and in a database of over 6,000 

patients seen in routine practice, the average rate of improvement measured using the 

OQ-45 patient self-report measure (Lambert, Gregersen, & Burlingame, 2004) was only 

about 20% (Hansen et al., 2002). Wider effective implementation of ESTs in clinical 
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practice settings has the potential to improve psychotherapy outcomes for large numbers 

of clients. 

Dissemination is the purposeful distribution of treatment information and 

materials to the practice community, and therapist training is an essential part of this 

(Silverman, Kurtines, & Hoagwood, 2004). Dissemination research encompasses 

implementation, which is the adoption and integration of a treatment into clinical 

practice. Successfully changing clinical practice involves coordinated efforts across a 

broad range of activities including marketing, organizational changes, and training and 

education (Grol, 1997; Weingardt, 2004). Dissemination efforts can benefit from new 

Internet-based training protocols, where these are supported by reliable efficacy data. In 

particular a great advantage of the Internet is the ability to reach large numbers of 

potential learners at low cost, compared to other training delivery mediums such as face-

to-face workshops. Although online training protocols are unlikely to supplant the key 

role of ongoing individual supervision in therapist training, they can offer valuable 

options to help supervisors improve their efficiency and effectiveness.  

Efficacy versus Effectiveness Research – Implications for Training 

 New treatment approaches are typically evaluated early on in research settings 

using efficacy studies, which emphasize minimizing threats to internal validity. 

Treatment manuals specifying techniques to be used and excluded, training programs for 

therapists, and measures to evaluate how well therapists follow the treatment protocol are 

considered requirements of efficacy research (Rounsaville, Carroll, & Onken, 2001). If a 

treatment is found to be sufficiently promising in a controlled research setting, 

effectiveness studies may be conducted to determine if, and how best, to transport it to 
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clinical settings. The ‘reach’ of the treatment (i.e., how many clients can benefit) depends 

on how easily it can be transported from a research setting to frontline, usual-care clinical 

settings (Taylor & Chang, 2008). The transportability of a treatment found to be 

promising in research settings depends on numerous interrelated factors, including how 

representative clients and therapists were of those found in usual-care settings (e.g., based 

on client presenting problems and co-morbidities, and therapist skill and experience), and 

how hard it is to train and supervise therapists in real-world settings to deliver the 

treatment as it was delivered in the research settings. Effectiveness studies emphasize 

maximizing external validity, or generalizability, while maintaining ‘adequate’ internal 

validity (Hunsley & Lee, 2007). This may involve emphasizing the inclusion of clients 

with mixed presentations typical of real-world settings, or therapists with training and 

clinical experience typical of those who will ultimately be delivering the treatment, as 

well as longer-term follow-up assessment of how well therapists follow the treatment 

protocol (Chu, 2008). However, “the increasingly evident gap between what clinical 

researchers know about what works, and what therapists in community settings know and 

what they do in practice has become an issue of considerable concern” (Silverman et al., 

2004, p. 295). 

 “The most effective means of bringing research products to clinical practice have 

yet to be determined” (Addis, 2002, p. 367). There is a lack of research evidence on the 

“best and most feasible manner” in which to train therapists, and how much training and 

supervision is necessary in efficacious treatments in order to obtain optimal treatment 

effects (Hunsley & Lee, 2007, p. 30).  
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Therapist Training – A Capacity Problem 

 Effectiveness research is essential to fostering more widespread use of ESTs. 

However, it alone is not sufficient. The capacity to train therapists in a new technology 

(e.g., through intensive workshops, books, videos, courses, and ongoing supervision and 

feedback on performance) must exist before effective dissemination and implementation 

is possible (Schoenwald & Hoagwood, 2001). There exist ample resources for knowledge 

acquisition. However, there is a lack of treatment experts to supervise and provide high-

quality ongoing feedback to therapists on their work, something that is a key to effective 

treatment delivery (see Liese & Beck, 1997; Perepletchikova et al., 2007; Waltz et al., 

1993). Even in clinical research settings, where there tend to be far more resources for 

this, time, cost and labor demands are “strong barriers” that get in the way of “viewing 

therapy tapes, providing feedback, having regular meetings with staff, [and] role-playing 

techniques” (Perepletchikova, Hilt, Chereji, & Kazdin, 2009, p. 214). The Internet-based 

training system in the proposed study has the potential to reduce this bottleneck, and 

increase training capacity, by helping supervisors to give better, more efficient, ongoing 

supervision and feedback.  

Therapist Initial and Ongoing Training and Supervision in ESTs 

 Initial therapist training typically includes academic training and clinical 

supervision (Ronnestad & Ladany, 2006). However this may include little or no training 

in ESTs. A survey of accredited programs in the USA found that 44% of PhD clinical 

psychology programs and 67% of PsyD clinical psychology programs “did not require a 

didactic and clinical supervision in any EBT” (Weissman et al., 2006, p. 925). Another 

study found that only 28% of pre-doctoral internships provided more than 15 hours of 
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training annually in ESTs (Hays et al., 2002). After her or his initial training a therapist 

may receive little or no ongoing supervision or training during her or his career. In the 

USA it is mainly trainee therapists who routinely participate in supervision (Wheeler & 

Richards, 2007). Even in therapies in which regular supervision is an integral part of the 

treatment (e.g., in DBT and family systems therapies; Boscolo, Cecchin, Hoffman, & 

Penn, 1987; Fruzzetti, Waltz, & Linehan, 1997) therapists often lack access to sufficient 

high quality supervision.  

 Unfortunately, there is scant evidence supporting the efficacy of the different 

therapist training and supervision methods that are currently widely used. The “gold 

standard” in treatment efficacy trials is a didactic seminar plus ongoing supervision 

(Sholomskas et al., 2005, p. 112). In spite of this, data supporting this approach is quite 

limited, and success likely depends on many factors, including clinician baseline skills, 

and the quality and quantity of the training and supervision given (Moyers et al., 2008). 

Promising newer approaches take advantage of the Internet to deliver innovative content 

that complements more traditional training and supervision methods, as part of a ‘blended 

learning’ approach to implementing EBPs (Cucciare, Weingardt, & Villafranca, 2008). In 

the following subsections we will review some different mediums for therapist training, 

followed by a discussion of blended learning.  

 Treatment manuals. Reading a treatment manual can help a therapist acquire 

theoretical and conceptual knowledge about a treatment, which provides an important 

context for the acquisition of clinical skills. It can also provide specific ‘how-to’ 

knowledge. However, reading a manual alone is unlikely to result in adoption or effective 

implementation of an EBP in clinical practice (e.g., Miller, Sorensen, Selzer, & Brigham, 
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2006), and can result in an unnecessarily rigid application of a treatment protocol 

(Kendall & Beidas, 2007). 

Workshops. Face-to-face interactions, such as intensive workshops, are 

frequently used to train and retrain therapists in EBPs (Cook, Walser, Kane, Ruzek, & 

Woody, 2006; DeViva, 2006; Rubel, Sobell, & Miller, 2000; Strosahl, Hayes, Bergan, & 

Romano, 1998). They are a key way in which therapists can maintain clinical licensure. 

The workshop format is particularly well suited to the experiential practice of novel 

skills, albeit often with little feedback, including basic therapeutic skills, such as the 

ability to discriminate effective from less effective interventions. Workshops can also be 

a highly effective way to help build therapist enthusiasm for a treatment, especially when 

led by well-known therapists, or trainers with great presentation skills, and they provide a 

medium for professional networking. On the other hand, effective workshops tend to be 

costly to run, typically requiring clinicians to take one or more days away from work, and 

they require facilities and materials (e.g., conference rooms, workshop course materials), 

and leaders who are treatment experts. Also, workshops may tend to appeal to a craft 

model of practice, in which learners observe and copy the performance of teachers, rather 

than a scientific model of training (Cook, Weingardt, Jaszka, & Wiesner, 2008).  

Workshops alone are unlikely to be the most effective or efficient way to 

disseminate or implement a treatment (Stirman, Crits-Christoph, & DeRubeis, 2004). 

Ongoing coaching and feedback for therapists is also important (e.g., Miller et al., 2006; 

Miller, Yahne, Moyers, Martinez, & Pirritano, 2004; Sholomskas et al., 2005). Further, 

research has consistently found computer-based training, which can be a far less 

expensive option, to be at least as effective as face-to-face workshops in terms of 
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knowledge acquisition (e.g., Sholomskas et al., 2005; Summers, Waigandt, & Whittaker, 

2005; Weingardt et al., 2006; Williams et al., 2001). The increasing ubiquity of low cost 

video over the Internet has the potential to increase the reach, and, therefore, cost 

effectiveness, of intensive workshop training. Even live video (e.g., using Skype) usually 

presents only a minimal technical challenge; however, remote viewers are likely to have 

more difficulty participating in, and getting feedback on, workshop experiential 

exercises, which could impact the effectiveness of this delivery method. 

Supervision by experts. High-quality supervision is widely considered important 

in disseminating ESTs. Supervised practice is a part of psychotherapy training, and on-

going feedback on their work is a key way in which therapists learn to deliver a treatment 

properly (see Liese & Beck, 1997; Perepletchikova et al., 2007; Waltz et al., 1993). 

Supervision methods should always be evaluated objectively, based on adequate direct 

observation of a supervisee’s in-session performance. Unfortunately, there is a lack of 

research that has evaluated the efficacy of different supervision methods in terms of their 

effect on supervisee skill development. One systematic review of supervision studies 

classified only 2 out of 18 as “very good” in terms of strength of findings (i.e., 

considering study quality and methodological rigor). Only five of the studies in the 

review provided evidence of skill development as a product of supervision, and only one 

of these used measures based on direct observation of the supervisee in-session (Wheeler 

& Richards, 2007). There are many parallels between the processes of EST supervision 

and therapy. A systematic approach to recognizing overlaps between supervision and 

therapy can help with research and practice in supervision (Milne, 2006). 
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 Internet-based therapist training (therapist e-learning).  The Internet is a key 

mechanism through which information about ESTs is disseminated to therapists. 

Therapists can quickly find scholarly articles using free tools (e.g., 

http://scholar.google.com), or subscription-based database services (e.g., 

www.apa.org/databases). There are countless other websites offering mental health 

related information. One survey found that 18% of all Internet users had used the Internet 

for information related to mental health (Powell & Clarke, 2006). A growing number of 

websites are targeted specifically at therapists. These will have an increasingly significant 

impact on the accessibility of training in ESTs to therapists. This in turn should help 

increase the rate of adoption of treatments into frontline clinical settings (Weingardt & 

Villafranca, 2005). There are considerable data supporting the efficacy of Internet-based 

therapist training in terms of therapist knowledge gain (e.g., Sholomskas et al., 2005; 

Summers et al., 2005; Weingardt et al., 2006; Williams et al., 2001). However, more 

research is needed that evaluates gains in terms of specific clinical skill development, and 

to replicate existing computer-based learning studies that show skill gains (e.g., 

Sholomskas et al., 2005; Williams et al., 2001). 

 Internet-based therapist training offers several potential advantages compared 

with other training formats. Compared with face-to-face workshops, far more learners, 

who may be distributed worldwide, can participate at far less cost, and trainings can be 

delivered with far greater consistency. It can allow approach, pace and content to be 

individualized, and it is convenient and environmentally friendly. The Internet lends itself 

to a highly structured approach to training, which may be more effective than equivalent 

less structured training for certain types of skills (Eaton & Cottrell, 1999). Also, Internet-
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based training protocols can be designed to encourage more active participation, 

compared with the passive role often associated with participants in lecture-style training 

(Williams et al., 2001).   

 Advantages of Internet-based training over paper-based training include: 1) user-

friendly design can improve acceptance and adoption of training materials; 2) dynamic, 

interactive design can improve learner engagement; 3) realistic, multimedia, case-based 

formats can be used (e.g., cases can be presented with case notes, videos of ‘mock’ 

sessions, links to relevant conceptual materials, and expert commentary); 4) content can 

be efficiently reused between courses; and 5) web-based self-study materials can be 

integrated with workshops and other forms of training (Weingardt, 2004). An important 

potential advantage of Internet-based training is the ability to automatically collect 

multiple data points, making it easier to evaluate training effectiveness, which can inform 

enhancements to training content and process. Internet-based training also offers the 

potential to address clinical research questions more effectively, because it is relatively 

easy to manipulate training content precisely, and more therapists can be reached at lower 

cost. For example, by manipulating the extent to which protocol rules are enforced during 

interactive training, the benefits and costs of strictly following manualized therapy 

protocols versus more eclectic or flexible approaches can be explored (Weingardt, 2004). 

This is an important implementation question (e.g., Hunsley & Lee, 2007; Kendall & 

Beidas, 2007). 

 There are many examples of Internet-based therapist training approaches of 

varying degrees of sophistication, from simple web-based versions of therapy manuals, to 

complex sites developed using the “principles, processes, and tools of instructional 
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design and technology” (Weingardt, 2004, p. 313). TF-CBTWeb (www.musc.edu/tfcbt), 

is a 10-hour web-based, multi-media, distance education course for mental health 

professionals who want to learn Trauma-Focused Cognitive-Behavioral Therapy, 

designed to complement other methods of clinical learning (e.g., attending workshops 

and reading books). Pre and post test results and user course evaluations support the 

utility of TF-CBTWeb as a learning tool (Smith et al., 2008). However, results were 

measured in terms of knowledge gain, and the impact of the course on therapist clinical 

skills or practice is unclear. There was also a 50% dropout after 5 hours of the 10 hour 

course (Smith et al., 2008). Another study, involving a web-based training module for 

substance abuse counselors observed the same level of knowledge transfer as a face-to-

face training workshop that covered identical content (Weingardt et al., 2006). Other 

examples of online therapist training include the “DBT Skills”, the “Chain Analysis”, and 

the “Validation Principles and Strategies” courses offered by Behavioral Tech 

(www.behavioraltech.com). These are media rich online applications, with features such 

as animated “clients” and a high level of interactivity. Increasingly, websites include 

features that encourage community participation, which allow learners to provide help 

and support to each other, as well as contribute and provide feedback on training content. 

PracticeGround (www.practiceground.org; Koerner, 2008) is an online therapist learning 

community that emphasizes community involvement and support in learning activities. 

PracticeGround members, who are therapists delivering ESTs, can choose to participate 

in regularly scheduled online activities, such as video conferences with experts on 

specific topics, and in online discussions (via asynchronous chat) moderated by experts 
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on EST-related topics. They can get a level of access to experts that may not otherwise be 

possible for many of them.  

 Constantly evolving technical capabilities, together with demands from 

stakeholders (especially health insurance providers and other payers) for more efficient 

and effective training, will result in innovative new solutions to the specific challenges of 

therapist training. However, online protocols are unlikely to supplant the key role of 

ongoing, individual feedback on a therapist’s in-session behaviors.  

 Blended learning. Multiple skill sets (e.g., discrimination skills, listening skills, 

emotion regulation skills, and technical skills in the treatment protocol) are involved in 

learning to deliver an EST treatment well. As such, there is a consensus that no single 

learning medium or approach will be adequate. Most researchers would agree that 

incorporating a variety of training tools, and modes of learning, is likely to be helpful in a 

therapist training program, and that the Internet has an increasingly important role to 

play. 

 Blended learning is an approach that involves the use of multiple methods and 

approaches to therapist training (Cucciare et al., 2008). It involves a combination of 

“offline and online learning, self-paced and collaborative learning, structured and 

unstructured learning, custom content and off-the-shelf content, and learning, practice, 

and performance support” (Singh, 2003, p. 51). An advantage of blended learning is that 

is possible to reach more potential learners than, for example, face-to-face workshops 

alone. By combining the strengths of different approaches, more learners can be reached 

more efficiently and effectively. Online learning options that are part of a blended 

learning approach can be more focused and simpler to create, and can play to the 
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strengths of the online medium. This is important, because website content creation and 

application development can be expensive activities, requiring cost-recovery models 

(e.g., access fees) that may limit accessibility. Especially given the limited resources 

often available for therapist training, more empirical research is needed to determine who 

can benefit most from which training elements at different stages in their development. 

This can help with the effective allocation of resources to workshop instructors, 

supervisors and treatment experts, course designers, and website application developers. 

 Developers of training elements may establish prerequisites for participation, 

especially where the training involves interaction among learners (e.g., at workshops 

where learners rehearse or role play in dyads or groups), or where proper comprehension 

and application of the material requires certain prior experience or training. To illustrate, 

the TF-CBTWeb online course (Smith et al., 2008), which is intended as a “complement 

to other methods of clinical learning” (www.musc.edu/tfcbt), has as a prerequisite a 

master’s degree in a mental health discipline. Books and courses (including online 

courses) may also have suggested (rather than required) prerequisites, which can help a 

therapist decide whether a given training option is the best way to spend his or her time. 

Data on the efficacy of a training element, based on therapist characteristics such as the 

amount of relevant training already received or level/type of education can help with the 

dissemination of training elements (e.g., marketing efforts can be more precisely 

targeted). As noted, it is particularly easy to collect this type of data with online training.  

Training and Supervision in DBT 
 
 DBT is a complex and multifaceted treatment typically used to treat challenging, 

multi-problem clients (Linehan, 1993). In this regard DBT “could appear vulnerable”; the 
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clinical utility of a treatment depends to a large extent on the ease with which it can be 

disseminated and implemented (Hawkins & Sinha, 1998, p. 379). Supervision and 

consultation are viewed as an essential and ongoing part of the therapy (Fruzzetti et al., 

1997). However, although there are numerous studies that have evaluated the efficacy of 

the treatment (Feigenbaum, 2007; Robins & Chapman, 2004), there is very little 

empirical data on the efficacy of different components of DBT, in terms of their effect on 

a therapist’s ability to deliver DBT well. One study evaluated the DBT conceptual 

knowledge of therapists trained via a State Department of Mental Health initiative. The 

study found that line clinicians were able to acquire, through a structured training 

initiative, a sophisticated understanding of DBT theory. Prior education, background in 

behavior therapy, role, or disciplinary affiliation accounted for little variance in 

knowledge acquired (Hawkins & Sinha, 1998). However, the study did not report on the 

impact of this knowledge on therapist in-session performance. Also, the trainers and 

supervisors were trained by Dr. Linehan, the developer of DBT, and they were experts in 

the treatment. Their skill levels were not representative of those typically found in 

trainers and supervisors in clinical settings. 

Supervisors often have difficulty giving high-quality supervision (not just in 

DBT), and there is often limited time available for supervision. There is a need for new 

and better tools to help train supervisors to give more effective supervision to supervisees 

on their in-session performance. DBT may be uniquely situated to help us learn how to 

do this better, because peer supervision on therapist consultation teams is an integral and 

required part of the therapy. 
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The Importance of Regular Feedback on Observed Therapist Treatment Delivery 

 It is important that a therapist follows the relevant EST treatment protocol well, 

because this is linked to treatment outcome (e.g., Huey, Henggeler, Brondino, & Pickrel, 

2000; Huppert, Barlow, Gorman, Shear, & Woods, 2006; Waltz et al., 1993). Regular 

feedback on observed therapist treatment delivery is important to help prevent therapeutic 

drift, in which the therapist increasingly deviates from the treatment protocol (Liese & 

Beck, 1997). “Therapists have to be supervised continuously to ensure accuracy of 

treatment implementation and to reduce therapeutic drift” (Perepletchikova et al., 2007, 

p. 830). Systematic feedback enhances performance in part by increasing motivation 

(Locke & Latham, 1990). Therapy without feedback is like “learning how to play golf in 

a dense fog. One hits the ball and has some feeling for immediate effect, but there is no 

reliable information to help correct one’s drive. One could labor for years on a fog-bound 

driving range without improving much at the game” (Miller et al., 2004, p. 1052). 

 Therapist in-session behaviors can be targeted for relatively quick improvement 

(especially when performance starts out low), by providing regular, timely and accurate 

feedback (Perepletchikova et al., 2007; Waltz et al., 1993). Miller et al. (2004) compared 

components for training substance abuse counselors in motivational interviewing. They 

found that only training that included individual feedback or ongoing coaching resulted in 

sustained gains in clinical proficiency. Self-guided training using a book, or videotape-

based training resulted in no significant gains in proficiency, and gains resulting from 

attending a two-day workshop were not sustained at a four-month follow-up. In general, a 

lack of corrective feedback (quality or quantity) on a therapist’s in-session work is one of 

the biggest factors contributing to therapy not being delivered properly. Feedback should 
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be prompt, based on third party observation of a therapist’s in-session performance, and 

consistent with the relevant treatment manual. Providing feedback based on factors other 

than third-party observation of in-session performance, such as relying on the progress of 

clients or on self-reports of session process, is less effective: there tends to be poor levels 

of concordance between therapist self-report and observer ratings of sessions (Carroll, 

Nich, & Rounsaville, 1998). Although self-reports, or other indirect methods such as 

debriefing clients, have some advantages, notably efficiency (Noelle, 2002), they are 

subject to “distortion in self-representation, altered perception of the past, and poor 

recollection” (Perepletchikova et al., 2007, p. 830).  

The Present Study: Internet-based Training for Peer Supervisors 

 This study evaluated an Internet-based training system (ITS) designed to improve 

a peer supervisor’s ability to accurately discriminate more effective from less effective 

therapist in-session behaviors in Dialectical Behavior Therapy (DBT), an essential skill in 

this treatment. The ITS uses a structured feedback process designed to help shape the 

clinically relevant skill of discriminating more effective from less effective therapist in-

session behaviors. Used as part of a blended learning approach (i.e., in conjunction with 

other more traditional methods of clinical learning), it was designed help learners to 

provide more useful feedback to peers and supervisees, as well as to help them to be 

more effective therapists themselves, and better structure their own training and 

supervision activities. The ITS was evaluated using DBT. However, because it was 

designed to work with any EST it is hoped that its impact can be quite broad, extending 

to other ESTs that have clearly specified therapist activities. 
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Research Question 

 There is broad agreement that the Internet is an effective medium for training 

therapists, measured in terms of knowledge gain (e.g., Weingardt et al., 2006). Ongoing 

supervision and coaching, combined with workshops, is the “gold standard” for building 

clinical skills (Sholomskas et al., 2005, p. 112). On the other hand, there is a lack of 

research on the use of Internet training/supervision protocols to shape specific clinical 

skills.   

The primary goal in the present study was to assess whether the ITS can help 

DBT therapists to become more skillful at discriminating between more and less effective 

DBT therapist in-session therapeutic responses, and how much practice with the ITS was 

needed to see improvement. Additionally, we evaluated how learner characteristics, 

including DBT clinical experience and prior DBT training and supervision received, 

affected training outcomes. Improved discrimination skills should translate into improved 

peer supervision and/or better feedback given to colleagues, and subsequently to better 

therapy. However, these and other direct consequences of improved observer 

discrimination were not addressed directly in this study. 
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Hypotheses 

Primary hypothesis: 

H1. There will be a significant improvement from pre-test to post-test in participant 

rating skills (i.e., accurately identifying more effective interventions and less effective 

ones) of ‘mock’ DBT sessions using the ITS. Skills will be measured by comparing 

participant ratings with consensus expert ratings of the same session.  

Secondary hypothesis: 

H2. There will be a significant relationship between training “dose” measured by the 

number of sessions watched, rated, and on which expert feedback was reviewed, and 

improvements in participant rating skills. 

Exploratory hypotheses: 

H3. There will be a significant relationship between pre-test rating skills and prior DBT 

expert training/supervision (e.g., intensive training workshops, semester length DBT 

courses, expert supervision of cases), amount of DBT clinical experience, and other 

participant characteristics (e.g., education level). 

H4. If participant rating skills tend to improve, it will be useful to identify variables that 

predict that improvement (or in contrast, the likelihood of a given participant being a 

non-completer).  This will help to identify those therapists most likely to benefit from this 

approach to training. Potential predictor variables include prior DBT expert 

training/supervision (e.g., intensive training workshop, semester length DBT course, 

expert supervision of cases), amount of DBT clinical experience, and other participant 

characteristics (e.g., education level). 
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CHAPTER II 

Method 

Design  

 The study, which incorporated lessons learned from a pilot study (Worrall & 

Fruzzetti, 2010), was designed to evaluate whether a training protocol that uses the ITS 

can help DBT therapists get better at differentiating more effective from less effective 

DBT therapist in-session behaviors, and how much practice with the ITS is needed to see 

improvement. We also wanted to look at who, based on previous DBT clinical 

experience, as well as amount of prior DBT expert training and/or supervision, and other 

factors (e.g., education level) was likely to improve their skills the most by using the ITS.  

Participants were asked to watch, rate using a structured feedback form, and then 

review and compare with their own rating an expert rating of a video of a ‘mock’ DBT 

session, recorded with actors. In order to complete the training a participant repeated this 

process eight times. The structured feedback form was similar to the one used in the pilot, 

which was found to have acceptable internal consistency, reliability and validity for its 

intended purpose of therapist training (Worrall & Fruzzetti, 2010). 

 Participants were presented with one of eight randomly assigned sets (sequences) 

of videos, each of which was made up of the same set of 8 ‘mock’ DBT sessions, the 

initial ordering of which was arbitrary (see Table 1). This Latin square design (McNemar, 

1951) allowed us to directly compare more ratings for a given video in a given position 

than a truly random design would have allowed. This precluded an examination of any 

effects of different sequencings of videos; however, this was not an important question 

given the training protocol, in which all the videos were designed to be entirely self-



 20

standing. We employed a single-factor, within-subjects (A x S) design in order to 

examine changes in a participant’s rating skill over multiple ratings (see Table 2).  

Table 1 

Table showing the eight sets of sessions (randomly assigned) 

Set Order 
1 
2 
3 
4 
5 
6 
7 
8 

A B C D E F G H 
B C D E F G H A 
C D E F G H A B 
D E F G H A B C 
E F G H A B C D 
F G H A B C D E 
G H A B C D E F 

          H            A            B           C            D            E            F           G 

 
 
Table 2 
 
Table showing single-factor within-subjects (A x S) design 
 

n=77 
(completers) 

Watch, rate, 
review expert 

feedback 
(b1) 

Practice – watch, 
rate, review 

expert feedback 
(b2) 

Additional 
practices  

 

Watch, rate, 
review expert 

feedback 
(b8) 

Subject 
s1  

Video 1 from 
assigned 
randomly 

assigned set  

Video 2 from 
assigned 
randomly 

assigned set 

Video x from 
assigned 
randomly 

assigned set 

Video 8 from 
assigned 
randomly 

assigned set 
Subject 

sx 
… … … … 

Subject 
s141 

Video 1 from 
assigned 
randomly 

assigned set 

Video 2 from 
assigned 
randomly 

assigned set 

Video x from 
assigned 
randomly 

assigned set 

Video 8 from 
assigned 
randomly 

assigned set 

 

Dosage (Number of Training Videos Watched by Each Participant) 

 Very brief exposure to feedback items and limited expert guidance was unlikely 

to produce significant changes in therapeutic skill (e.g., Chu, 2008). In order to help 

participants to develop good DBT discrimination skills, a set of videos was created that 

covered a broad range of DBT client and therapist behaviors. It was likely that a few 
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participants with a strong knowledge of DBT theory and philosophy, and/or a lot of DBT 

clinical experience would be able to accomplish high quality ratings using the ITS 

immediately, or after completing very few ratings. However, we believed that many 

participants with less DBT knowledge and experience would need to watch, rate and 

review expert feedback on multiple sessions before they started to acquire good 

discrimination skills.  

Participants 

 Participants were 141 currently practicing DBT therapists in DBT programs with 

consultation teams. They were fluent in written and spoken English, and had access to an 

Internet connected computer. Seventy-seven participants completed all parts of the study, 

with the remaining completing one or more ratings.  

Recruitment 

 Participants were recruited via postings on popular list servers used by DBT 

therapists, as well as via postings and announcements at conferences, and word of mouth. 

Recruitment materials, which were approved by the University of Nevada, Reno 

Institutional Review Board, described the proposed study and its anticipated benefits, and 

recruitment criteria. The time commitment involved (several hours over a period of up to 

three months) was explained. Language was designed to encourage the participation of 

minority groups. Using approved language, reference was made to the positive 

participant feedback received from a pilot study. There was no cost to participants. 

Participants who completed the study were eligible to receive at no cost continuing 

education units (depending on their professional affiliation), and a financial incentive was 
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offered as an alternative incentive to participants who responded early to the study 

solicitation and were not eligible for, or didn’t need, continuing education credits. 

 We had several requests from persons who wanted to participate in the training 

but did not meet the prerequisite of being a practicing DBT therapist on a DBT 

consultation team: we did not enroll these persons in the study, but they were offered 

referrals to other resources. 

Materials (‘Mock’ DBT Sessions) 

 A set of eight ‘mock’ DBT sessions was selected from twenty-two videos that 

were developed to be representative of a broad range of DBT client and therapist in-

session behaviors, using actors in the roles of client and therapist. All the actors playing a 

therapist had experience as DBT therapists; some had several years of experience, and 

others were much less experienced. Most sessions were around 40-50 minutes in length. 

The video development process involved the creation of a set of session outlines covering 

a range of client scenarios. Each video was based on one of the scenarios. 

• Each session represented a unique client with a specified set of problems and 

characteristics. Sessions were understandable to the viewers (i.e., they were 

designed to be viewed and understood with only a diary card and brief description 

as context). 

• Each session had a unique DBT diary card, and a brief paragraph giving a client 

scenario, as well as instructions for the ‘client’ (including overall presentation, 

and some specific actions). 
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• Prior to recording a session, both ‘therapist’ and ‘client’ actors reviewed the client 

scenario, diary card and client instructions. 

• In most cases, the ‘therapist’ was instructed to do her or his best DBT therapy, 

which resulted in sessions of varying quality.    

The final set of videos included one or more instances of each of the behaviors in  
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Table 4 & Table 5, and each client therapy interfering behavior (TIB) type was 

represented in the set (Table 3). 

 
Table 3 

Client therapy interfering behavior (TIB) and session type (cf., Linehan, 1993, pp. 131-
138) 
 

Therapy interfering  
behaviors (TIB) of clients 

Passive presentation  Active presentation  

Non-attentive behaviors Dissociating or day dreaming during 
session 

Panic attack like symptoms in 
session 

Non-collaborative behaviors Not talking at all in therapy, 
emotionally withdrawing 

Arguing incessantly with 
everything and anything the 
therapist says 

Non-compliant behaviors Failing to follow through, not filling 
out diary card 

Refusing to try skills or 
experiential exercises in session 

Behaviors that burn out therapists Unwillingness to ask for help Demanding help and unconditional 
positive regard 

Pushing the therapist’s personal limits Refusing to accept or engage in 
therapeutic strategies 

Demanding more session time, 
threatening and blaming the 
therapist 

Behaviors that decrease therapist’s 
motivation 

Unwillingness to see progress Hostile attitude, impatience with 
the therapist and therapy 
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Table 4 
 
Therapist behavior examples related to primary targets (cf., Linehan, 1993, pp. 174-177) 
 

Behavioral patterns of client/ 
primary targets 

Less effective therapist behaviors More effective therapist behaviors 

Suicidal and self-harm behaviors Fails to address suicidal or parasuicidal 
behaviors. Targets “background” 
suicidal ideation when other behavioral 
targets more appropriate 

Conducts detailed behavioral 
analysis and subsequent solution 
analysis after every instance of 
parasuicidal or high risk suicidal 
behavior with only suicide crisis 
behavior occurring during session 
taking precedence 

Therapy interfering behaviors (TIB) 
 

Tolerates extreme TIB. Becomes 
emotionally dysregulated. Overreacts to 
suicide threats further reinforcing 
suicidal behaviors. Reduces demands 
on client 
 

Addresses TIB directly when they 
occur. Stays emotionally regulated. 
Reacts appropriately to suicidal 
behaviors, based on assessment of 
function, likelihood, etc.  
 

Quality of life interfering behaviors Poor prioritization. Failure to target 
first those behaviors functionally 
related to higher-priority targets, e.g., 
suicidal or parasuicidal behaviors 

Effective prioritization. If 
substance abuse is precursor to 
parasuicide, addressing substance 
abuse should take priority over 
addressing educational goals 

 
 
 
Table 5 
 
Therapist behavior examples related to secondary targets (cf., Linehan, 1993, p. 10) 
 

Behavioral patterns of client/ 
secondary targets 

Less effective therapist behaviors More effective therapist behaviors 

Emotional vulnerability Does not address emotional dysregulation Addresses emotional dysregulation 
before attempting other work 

Self-invalidation Does not address self-invalidation Addresses self-invalidation 
Unrelenting crises Reinforces crisis-generating behavior, 

e.g., by not working on other targets 
Does not reinforce crisis-generating 
behavior 
 

Inhibited grieving Does not address inaccurate expression Helps client to accurately express and 
experience emotions 

Active passivity Does not address client’s failure to follow 
through or do real work in session 

Holds client accountable to 
commitments, and to do real work in 
session 

Apparent competence Lack of awareness that competence  
doesn’t generalize across situations and 
moods  

Recognizes failure of client’s 
competence to generalize across 
situations and moods 

 
 

Therapist TIBs (e.g., failing to address self-harm behaviors;   
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Table 4) include any behaviors “that are iatrogenic, as well as any that 

unnecessarily cause the client distress or make progress difficult” (Linehan, 1993, p. 

138). These were not necessarily scripted, emerging naturally over the course of 

recording multiple videos with multiple different ‘therapist’ actors, who had different 

DBT skill levels.  

DBT experts rated each of the sessions using the ITS, and provided comments 

(for specific feedback form items, and for the session as a whole three things that the 

therapist did well, and three things to work on). At least three experts rated each session, 

and the ratings were consolidated into a single set of expert consensus ratings per video. 

The expert ratings provided the criteria that were used to assess the quality of participant 

ratings. Participants saw the expert rating, and associated comments, compared with their 

own rating, after watching and rating each session. 

Measures 

 Most data collected from participants were forced choice selections. However, 

participants were required to enter free-form feedback after completing each rating, and a 

final (optional) question on the completion survey also involved typing a free-form 

response in a text box.  

 Demographics, and clinical/training experiences questionnaire. When a 

participant logged into the ITS for the first time, after agreeing to the informed consent 

she or he was asked to provide demographic information including age range, sex, 

race/ethnicity, and education type/level (e.g., LCSW, MD, MS, Ph.D., RN, etc.). In 

addition, she or he was asked to complete a clinical and training experiences online 

questionnaire, covering the following dimensions; 1) DBT lectures, workshops, and 
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seminars attended, 2) participation in DBT ‘intensive’ workshops, 3) primary treatment 

setting 4) primary treatment orientation, 5) formal training in behavior modification, 

behavior therapy (BT), or CBT, 6) readings completed on DBT theory, principles, 

process and procedures, 7) DBT clinical experience (as an individual and group 

therapist), 8) DBT consultation and supervision received (with supervisor 

qualifications/experience), and 9) other treatment team variables, including peer support. 

Upon completing her or his participation in the study, each participant was asked for the 

number of DBT clients seen (if any), as well as details of DBT supervision and training 

received, during the period of his or her participation.    

 Session quality (DBT Therapist Behaviors Rating Form). The DBT Therapist 

Behaviors Rating Form (see Appendix A) is a scale designed to help DBT therapists to 

provide feedback to each other on their DBT sessions (i.e., to help with the process of 

peer supervision). It is a 57-item instrument with six subscales (categories) that capture 

different categories of therapist behaviors, which was developed based on established 

DBT theory and principles by the authors. The subscales (categories) are: 1) session 

structure; 2) acceptance strategies; 3) change strategies; 4) dialectical strategies; 5) in-

session behavior management; and 6) mindfulness. 

 The form was displayed online using the ITS. A Likert scale was used for each 

item, to capture the rater’s assessment of the extent to which a therapist exhibited a given 

behavior in-session. Choices were ‘Very ineffective’ (therapist handled topic very 

ineffectively), ‘Ineffective’ (therapist handled topic ineffectively), ‘Mixed’ (therapist’s 

handling of topic was mixed), ‘Effective’ (therapist handled topic effectively), and ‘Very 

Effective’ (therapist handled topic very effectively). For some items there was also a ‘Not 
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Applicable’ choice (topic not applicable or needed for the session). To illustrate, an 

appropriate rater response to the item ‘managed client other escape behaviors’ would be 

‘Ineffective’ or ‘Very ineffective’ in a situation where the client was exhibiting escape 

behaviors but the therapist did not appear to recognize this, or to refocus the client’s 

escape. For the same item, if the client did not exhibit escape behaviors in session, the 

appropriate response would be ‘Not Applicable.’ The online system required a response 

to each item (even if a participant was unsure, she or he was required to use her or his 

best judgment). Importantly, each item had an associated help link. A rater who was 

unsure what the item ‘managed client other escape behaviors’ meant, or who wanted 

more information, was able to click on the help link next to the item to see an explanation 

and/or examples. 

 After completing the rating form, participants were asked to list three things that 

the therapist did well and three things for them to work on. This provided participants 

with repeated practice giving feedback in an appropriate format for a real peer 

supervision session (i.e., feedback targeting two or three things done well, and two or 

three things to work on) (e.g., Waltz, Fruzzetti, & Linehan, 1998). 

 Participant rating quality. In order to obtain a measure of the quality of a 

participant’s rating we calculated a Pearson’s r correlation between the participant rating 

and the expert consensus rating for the same session.    

Completion survey. Participants were asked to fill out a 13-item online survey to 

wrap-up their participation. The survey comprised multiple-choice items, designed to 

assess a participant’s perceptions about how much they had learned, their beliefs about 

the usefulness of the ITS to help train DBT peer supervisors, and about its ease of use and 
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overall appeal. Information about DBT clients seen, and supervision and training 

received during the time that a participant was enrolled in the study was also collected. 

An optional question asked for participant comments and suggestions, via a free-form 

text field. 

Procedure 

 A therapist who responded to our solicitation was emailed a unique id (e.g., 

dbx999), a randomly generated password to access the study, and a link to the study 

website. Upon login, she or he was asked to read and accept the terms of the study, which 

included language required by the University of Nevada, Reno Institutional Review 

Board. The therapist was asked to confirm that she or he: 1) was currently a DBT 

therapist on a DBT consultation team; 2) was fluent in written and spoken English; 3) 

agreed not to discuss the study or share the study materials until he or she was notified 

that the study had ended; 4) was willing to commit several hours to the study over a 

period of not more than four months; 5) would give the study his or her full attention 

when participating; 6) would participate using a computer in a quiet place free of 

distractions; 7) was to receive occasional emails related to the study; and 8) understood 

that all study responses would remain completely anonymous. The therapist was also 

provided with information about the incentive options offered for participation: she or he 

signaled agreement to the terms of the study and selected her or his incentive by clicking 

one of three buttons (‘Accept – CEs,’ ‘Accept – Financial Incentive,’ and ‘Accept – No 

Incentive’). If a therapist did not indicate agreement to the terms, she or he was not 

enrolled in the study. Otherwise, the participant was asked to provide demographic 
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information, and complete a clinical and training experiences online questionnaire. After 

entering this information she or he was presented with a task list, which listed her or his 

study tasks. This displayed every time a participant logged in. One task list item was 

always highlighted corresponding to the current task. Clicking on the highlighted task 

item began or resumed the current task. When a task was completed the next item in the 

list was automatically highlighted. Participants were able to save their work allowing 

them flexibility to participate for a few minutes at a time, or several hours at once, based 

on their schedule and/or preference.  

Table 6 

Procedure 

Task Description 
1) Request participation Recruited DBT therapist received login id via email 

2) Initial login 

Participant agreed to terms of study (including IRB language), entered 
demographic information, completed clinical and training experiences 
questionnaire, and selected an incentive (CE credits, financial incentive, 
or no incentive) 

3) Watch video from randomly 
assigned set and completes 
rating form 

Participant watched video after reading a brief background, and viewing 
diary card. She or he completed rating form and listed three things done 
well and three things for the therapist to work on during and/or after 
watching the video 

4) Expert feedback review Participant reviewed expert feedback 
5) Repeat 3-4 Process repeated for randomly assigned set of videos 

6) Completion survey 
Participant completed survey and provided details of DBT clients seen, 
and supervision and training received during period of study 
participation 

7) Claim incentive 

Participant clicked on link and followed instructions to apply for 
CEU’s/financial incentive (if applicable). Participants requesting CE 
credits were also required to take a 48-item knowledge quiz, which they 
were able to begin immediately.   

  

 Internal validity. Each participant’s progress was tracked, to verify completion 

of each step in the study protocol, and to help identify potentially invalid ratings. The 

following features were incorporated into the online training application: 
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• Periodically, the system paused the video and the participant was asked to verify 

that she or he was still watching the video. The time that it took a participant to 

respond to the prompt was tracked. If it took more than a few seconds the 

participant may not have been watching the video, and the subsequent rating 

might be invalid.   

• If the video volume was muted, the system paused the video.  

• For each rating the amount of time the participant spent watching the video was 

logged. When this was less than the length of the video, the associated rating was 

questionable. 

• The amount of time a participant spent working on a form was logged. 

• Each study step, such as watching a video, had to be completed before a 

participant was allowed to move to the next step.  

Data Analytic Plan 

 Statistical power considerations. In order to help estimate a training effect we 

reviewed the research literature for other studies on Internet-based therapist training. One 

study reported a 7-30% gain in knowledge on multiple choice quizzes from pre to post 

for learners who completed a 10 hour online CBT therapist training course (Smith et al., 

2008). Another study found a large effect size for gains in CBT knowledge (Weingardt, 

Cucciare, Bellotti, & Lai, 2008). These studies differed from the present study in 

important ways, and we thought that caution was appropriate when making inferences 

about effect size. The dependent variable in the present study was a participant’s rating 

skill, measured based on a Pearson’s r correlation of participant ratings with expert 
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consensus ratings, rather than specific treatment knowledge. We expected that 

participants would tend to have limited or no experience providing structured feedback 

on DBT sessions. We thought this meant that we would see meaningful improvements in 

participant rating skill after rating the set of sessions (and perhaps sooner). In order to 

determine a sample size for the study we opted to use an effect size (ω
2) of 0.5, measured 

based on changes in shared variance of participant ratings with expert consensus ratings. 

Using G*Power 3 (Faul, Erdfelder, Lang, & Buchner, 2007), a power calculation yielded 

a sample size of 27, using a Type I error (α) of 0.05, and a power of 0.80 (β=0.20). Given 

a 50% dropout after 5 hours of the 10 hour CBT course (Smith et al., 2008) and the high 

dropout rates reported in other studies (e.g., Dimeff et al., 2008) we believed it was 

appropriate, even if conservative, to assume a non-completion rate of up to 50% (in fact, 

our final non-completion rate was 45%). As a result our original goal was a sample size 

of 54 in order to have 27 completers. However, our final sample size was much larger: 

141, with 77 (55%) completing.  

 Missing data and dropouts.  The system required a response to all feedback 

items, so we had no incomplete ratings. However, when a participant dropped out prior to 

completing all eight ratings, there were missing data. Participants were offered 

continuing education units (e.g., through American Psychological Association), but only 

if they completed the study (i.e., all 8 sessions), and this probably helped to reduce the 

drop-out rate for some participants.   



 33

CHAPTER III 

Results 

Descriptive Statistics 

 Two-hundred-and-ninety-two persons responded to our recruitment email and 

were sent a login id and password, and instructions for accessing the study website. Of 

these, 141 persons participated, completing feedback on at least one session. Lack of time 

was the primary reason given by persons who received an id but did not begin the study: 

we did not screen out anyone. Twenty-six participants (18%) completed feedback on only 

one session, and 77 (55%) completed feedback on all eight sessions. Participants 

watched, rated, and reviewed feedback on a total of 782 sessions over a period of four 

months. Participants completed two or more ratings within 24 hours 30% of the time; 

however, median time between ratings was five days. Participant demographics are 

presented in Table 7 (see Appendix B for the questionnaires). The sample was 

predominantly white and female. About three quarters of the participants were based in 

the United States, with the remaining being from Europe, Canada, and Australasia. About 

one third of the participants identified their primary occupation as Social Worker/Case 

Manager, with the next largest category being Psychologist. Fifty-two percent of 

participants requested continuing education credits; sixteen percent requested the 

incentive payment option, with the remainder not requesting any incentive. The ratios 

were similar for completers: fifty-three percent had requested continuing education 

credits, and 18% had requested the payment option. 

 The majority of participants had significant DBT experience and/or training (see 

Table 8). Over three-quarters of participants reported having been on a DBT consultation 
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team for more than a year, and just less than 90% reported having had some type of 

intensive DBT training. A majority of participants reported having seen more than seven 

DBT clients for ten or more sessions (see Figure 1). Fifty-five percent of participants 

completed the study by the advertised closing date, and six participants were very close 

to completion, having completed seven of the eight videos. The characteristics of the 

subset of participants who completed the training was very similar to the overall sample 

of 141 participants who started the study in terms of demographics, and training and 

experience in DBT (see Table 7 & Table 8): there were no reliable differences between 

completers and non-completers on any of the variables assessed on the pre-study 

questionnaire. All participants were required to answer the demographic and training pre-

study questions. Of the 77 completers, 71 (92%) completed the post-training 

questionnaire (see Table 7).  

Internal Validity 

Results are based on a total of 752 ratings: 782 minus 30 ratings that were 

excluded because they failed our internal validity checks (see Table 9). Ratings were 

excluded because either: 1) the participant gave feedback on a video that she or he hadn’t 

finished watching; or 2) the video was paused for 10 minutes or more while a prompt was 

displayed to the participant asking her or him to click a button to confirm that she or he 

was still watching (this suggested that the participant may not have been watching the 

video while it was playing just prior to a random pause; all the videos were programmed 

to pause randomly). We also logged the amount of time that a participant spent on the 

feedback form. No participant took less than four minutes to complete a feedback form; 
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we thought that if someone had taken less than four minutes it would have been a useful 

indicator of random responding. We believed that it would take at least four minutes, and 

probably a lot longer for most participants, to provide meaningful responses to all 57 

items on the feedback form.  

We ran all of our analyses with and without the ratings that failed the validity 

checks, and found no differences in outcomes. We also ran our analyses with more 

stringent exclusion criteria by excluding ratings where five minutes or more of a video 

was not watched, where there was a three minute or more cumulative delay in participant 

response after a random pause, or where the feedback form was completed in less than 

five minutes; again we observed no material differences in outcomes. 
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Table 7 

Participant Demographics 

Participants 
 

Rated 1 to 7 
sessions 

Rated all 8 
sessions 

  N = 141 N = 77 
Gender    
 Male  26 (18%) 11 (14%) 
 Female 115 (82%) 66 (86%) 
Age Group    
 18-25 0 (0%) 0 (0%) 
 26-35 42 (30%) 20 (26%) 
 36-45 46 (33%) 24 (31%) 
 46-55 22 (16%) 13 (17%) 
 >55 31 (22%) 20 (26%) 
Ethnicity    
 White 126 (89%) 67 (87%) 
 Black or African American 3 (2%) 2 (3%) 
 American Indian or Alaska Native 0 (0%) 0 (0%) 
 Asian 6 (4%) 4 (5%) 
 Native Hawaiian or other Pacific Islander 0 (0%) 0 (0%) 
 Two or more races 2 (1%) 1 (1%) 
 Other 4 (3%) 3 (4%) 
Incentive option  
selected  

   
Continuing education credits 73 (52%) 41 (53%) 
Payment 22 (16%) 14 (18%) 

 None 46 (33%) 22 (29%) 
Location    
 United States 108 (77%) 56 (73%) 
 Canada 10 (7%) 9 (12%) 
 Europe 18 (13%) 10 (13%) 
 Australasia 5 (4%) 2 (3%) 
Primary DBT treatment    
setting Outpatient/community mental health 72 (51%) 41 (53%) 
 Outpatient – private practice 19 (13%) 12 (16%) 
 Outpatient – hospital 31 (22%) 18 (23%) 
 Inpatient – hospital/residential 13 (9%) 3 (4%) 
 Other 6 (4%) 3 (4%) 
Occupation    
 Nurse 11 (8%) 7 (9%) 
 Medical doctor/psychiatrist 5 (4%) 1 (1%) 
 Psychologist 37 (26%) 22 (29%) 
 Social worker/case manager 52 (37%) 25 (32%) 
 Alcohol and drug counselor 2 (1%) 1 (1%) 
 Master’s level therapist 22 (16%) 15 (19%) 
 Other (including trainees) 12 (9%) 6 (8%) 
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Participants 
 

Rated 1 to 7 
sessions 

Rated all 8 
sessions 

  N = 141 N = 77 
Highest degree    
 No college or university 1 (1%) 1 (1%) 
 Some college or university 4 (3%) 4 (5%) 
 Associate’s degree 2 (1%) 0 (0%) 
 Bachelor’s degree 10 (7%) 5 (6%) 
 Master’s degree 92 (65%) 47 (61%) 
 Doctoral degree 32 (23%) 20 (26%) 
Primary focus of     
highest degree Clinical/counseling psychology 62 (44%) 38 (49%) 
 Medicine/psychiatry 5 (4%) 1 (1%) 
 Marriage and family therapy 2 (1%) 1 (1%) 
 Nursing 9 (6%) 6 (8%) 
 Social work 49 (35%) 24 (31%) 
 Alcohol and drug counseling 0 (0%) 0 (0%) 
 Other 14 (10%) 7 (9%) 
Major psychotherapy 
orientation 

   
Behavioral/cognitive behavioral (not DBT) 13 (9%) 6 (8%) 

 Behavioral/cognitive behavioral (incl. DBT) 92 (65%) 54 (70%) 
 Existential/humanistic 3 (2%) 2 (3%) 
 Psychodynamic/psychoanalytic 11 (8%) 6 (8%) 
 Eclectic 17 (12%) 7 (9%) 
 Other 5 (4%) 2 (3%) 

 
 
 

  

Figure 1. Chart showing participant DBT experience with individual clients (all 

participants).  
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Table 8 

Participant Training and Experience in DBT 

Participants 
 

Rated 1 to 7 
sessions 

Rated all 8 
sessions 

  N = 141 N = 77 
DBT intensive or     
equivalent Never attended 16 (11%) 8 (10%) 
 Attended within last year 23 (16%) 11 (14%) 
 Attended 1-2 years ago 18 (13%) 11 (14%) 
 Attended 2-5 years ago 45 (32%) 24 (31%) 
 Attended over 5 years ago 39 (28%) 23 (30%) 
DBT study group    
 Never attended 56 (40%) 29 (38%) 
 Attended 1-3 meetings 9 (6%) 5 (6%) 
 Attended 4-6 meetings 10 (7%) 3 (4%) 
 Attended 7-11 meetings 12 (9%) 9 (12%) 
 Attended more than 11 meetings 54 (38%) 31 (40%) 
DBT lectures and 
seminars 

   
Never attended 15 (11%) 7 (9%) 

 Attended 1-3 meetings 39 (28%) 19 (25%) 
 Attended 4-6 meetings 39 (28%) 20 (26%) 
 Attended 7-11 meetings 17 (12%) 10 (13%) 
 Attended more than 11 meetings 31 (22%) 21 (27%) 
DBT self-study    
 0 hours 1 (1%) 1 (1%) 
 1-3 hours 3 (2%) 1 (1%) 
 4-10 hours 8 (6%) 4 (5%) 
 11-20 hours 16 (11%) 10 (13%) 
 More than 20 hours 113 (80%) 61 (79%) 
Percentage of work week    
doing DBT < 20% 29 (21%) 13 (17%) 
 20-40% 52 (37%) 24 (31%) 
 41-60% 23 (16%) 15 (19%) 
 61-80% 19 (13%) 12 (16%) 
 81-100% 17 (12%) 13 (17%) 
Time on DBT    
consultation teams Less than 13 months 30 (21%) 17 (22%) 
 13-36 months 47 (33%) 21 (27%) 
 37-60 months 31 (22%) 18 (23%) 
 More than 60 months 32 (23%) 21 (27%) 
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Participants 
 

Rated 1 or more 
sessions 

Rated all 8 
sessions 

  N = 141 N = 77 
Hours per week spent in  
DBT peer supervision 
 (given and received) and 
consultation meetings 

   
Less than 1 hour 8 (6%) 4 (5%) 
1-2 hours 66 (47%) 33 (43%) 
2-3 hours 41 (29%) 27 (35%) 
3-4 hours 14 (10%) 9 (12%) 
More than 4 hours 11 (8%) 4 (5%) 

Number of therapists on    
consultation team who  0 therapists 7 (5%) 2 (3%) 
have completed a DBT 1-2 therapists 32 (23%) 16 (21%) 
intensive 3-4 therapists 47 (33%) 28 (36%) 
 More than 5 therapists 49 (35%) 27 (35%) 
 Not sure 6 (4%) 4 (5%) 
Number of therapists on  11 (8%) 5 (6%) 
consultation team who 0 therapists 23 (16%) 10 (13%) 
have attended DBT 1-2 therapists 40 (28%) 25 (32%) 
lectures and seminars 3-4 therapists 58 (41%) 32 (42%) 
 More than 5 therapists 9 (6%) 5 (6%) 
 Not sure   
Number of therapists on     
Consultation team who 0 therapists 5 (4%) 3 (4%) 
have been doing DBT for  1-2 therapists 41 (29%) 21 (27%) 
more than ~2 years and 3-4 therapists 53 (38%) 31 (40%) 
or have had more than More than 5 therapists 39 (28%) 20 (26%) 
~5 DBT clients for 10 Not sure 3 (2%) 2 (3%) 
Or more sessions    
    
Number of DBT skills     
groups led or co-led Less than 13 groups 40 (28%) 22 (29%) 
 13-36 groups 13 (9%) 7 (9%) 
 More than 37 groups 88 (62%) 48 (62%) 
Number of DBT clients    
assigned for individual  0 clients 12 (9%) 7 (9%) 
therapy and treated for at  1-3 clients 26 (18%) 13 (17%) 
least 10 sessions 4-6 clients 20 (14%) 7 (9%) 
 7-12 clients 20 (14%) 11 (14%) 
 More than 12 clients 63 (45%) 39 (51%) 
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Table 9 

Internal Validity Checks 

Ratings Excluded from Analysesα  

N=30   
a. 10-20 minutes of the video not watched (by 4 participants) 
b. More than 20 minutes of video not watched (by 4 participants) 

 8 
4 

c. Participant failed to respond to video ‘Continue?; prompt for over 10 minutes 
(cumulative for session; suggests that although video was playing participant wasn’t paying 
close attention) 

18 
 

d. Participant completed a feedback form in less than 4 minutes   0 
αThere was no overlap between a, b, or c. 

Outcome Analyses 

Outcome analytic strategy. Our main analytical strategy in this study was 

multilevel regression modeling, which allowed us to test for a serial position, or learning, 

effect (Heck & Thomas, 2000). This statistical approach offered several key advantages. 

First, it allowed us to easily model the nesting of ratings by participant. Second, it 

allowed us to effectively handle missing data, which was important because only fifty-

five percent of participants completed all parts of the training (see Table 10). We were 

able to use all valid participant ratings: from everyone who rated one or more sessions. 

This is because linear mixed models are based on an iterative maximum likelihood 

procedure, which makes them tolerant of randomly missing data (there appeared to be no 

systematic self-selection going with one type of participant finishing but another type of 

participant not finishing: Table 7 & Table 8).  

We used the following cutoffs for effect size related to correlational data (small 

effect size, r = 0.1 − 0.23; medium, r = 0.24 − 0.36; large, r >= 0.37; Cohen, 

1992).Probability values of p < .01 or beyond are referred to by that value regardless of 

actual size. Values of p ≤ .05 were interpreted, with the language of “significant.”  
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Dependent variable. The main dependent variable was improvements over time 

in participant ratings compared with expert consensus ratings. We calculated three 

measures of the dependent variable: 1) a Pearson correlation of the item responses of a 

participant for a video with the expert consensus responses (the formula that we used was 

(Avg(X * Y) - Avg(X) * Avg(Y)) / (StDev(X) * StDev(Y)), where X was a participant’s 

response to an item, and Y was the expert consensus response for the same item); 2) 

percent agreement of the item responses of a participant for a video with the expert 

consensus responses using the full 6-point scale (see Appendix A) – for each rating we 

counted up the number of items for which the participant provided the same response as 

the experts, and divided the resulting sum of agreed-on items by the total number of 

items, resulting in a percent-agreement score per rating; and 3) percent agreement with 

response options ‘Therapist handled topic very effectively’ and ‘Therapist handled topic 

effectively’ collapsed, and ‘Therapist’s handling of the topic was very ineffective’ and 

‘Therapist’s handling of the topic was ineffective’ collapsed (4-point scale). The latter 

was a less precise measure of agreement, which acknowledged an element of subjectivity 

in determining whether a therapist did an item effectively, or very effectively. 

The correlational metric measured the extent to which the participant responses 

mirrored the expert consensus responses. This had the advantage over the percent 

agreement metrics that the correlations between a participant's responses and the expert 

responses were not affected by whether a participant had a tendency to rate items higher 

or lower than the expert consensus (Cronbach, 1955). Although the percent agreement 

using a 4-point scale probably helped to mitigate this response bias problem somewhat, 

the correlational metric did not have this problem and therefore we used this in our 
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regression analyses. Each correlation coefficient was ‘cross-classified’ as a function of a 

particular rater and a particular video (i.e., each data point was modeled with two 

separate random effects in a mixed model regression analysis). The dimensions of rater 

and video are unrelated, because participants received all eight videos (or a random 

subset of the videos if they didn’t complete the training), and therefore we modeled them 

as two separate random effects. 

Preliminary analyses. A general feature of a sampling distribution of Pearson’s r 

correlations is that it is not normally distributed (e.g., Silver & Dunlap, 1987). In order to 

use our set of correlations in a mixed model analysis it was first necessary to perform a 

Fisher’s z-transformation (Hotelling, 1953). No significant distributional problems were 

found with the transformed set of correlations, which appeared to be normally distributed, 

Shapiro-Wilk W = 0.10, p < 0.68. There was one outlier, but there was no obvious reason 

to exclude it and excluding it did not affect outcomes. Although we ran our analyses on 

the transformed data, we presented our results in terms of correlations (we converted the 

z-scores back to correlations). We also looked at the distribution of ratings by video and 

by position (see Table 10): we found no significant difference between the videos in 

terms of the number rated at each order position, χ2(49, N = 782) = 53.0, p = .32. The 

majority of participant drop-out (63%) occurred between order positions one and three 

(Table 10).  

Although we had decided not to use the percent agreement metrics, we ran 

analyses to look for distributional problems. Neither of the percent agreement measures 

were normally distributed (percent agreement: Shapiro-Wilk W = 0.99, p < 0.01; percent 

agreement collapsed: Shapiro-Wilk W = 0.99, p < 0.01). Log, square root, and inverse 
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transformations did not mitigate these problems. In addition to substantive 

considerations, the fact that percent agreement was not normally distributed made this not 

advisable as a metric of choice in the present analyses. 

Three of the pre-study questionnaire items had ‘Not Sure’ as a response option. 

These asked about the training and experience of other therapists on the participant’s 

DBT consultation team. We recoded ‘Not Sure’ responses as missing before running our 

analyses.   

Table 10 

Number of Ratings by Video and Position (All Ratings) 

 Position (first video is presented in position 1, last in position 8)  
Video 1 2 3 4 5 6 7 8 Total 

 
A 

 
19 

 
16 

 
10 

 
18 

 
8 

 
6 

 
10 

 
7 

 
94 

B 18 15 15 10 17 7 6 9 97 
C 19 13 15 14 10 16 7 6 100 
D 14 16 11 14 13 9 16 7 100 
E 13 13 12 10 14 13 9 16 100 
F 22 11 9 11 8 14 12 9 96 
G 16 20 11 8 11 8 14 9 97 
H 
 

20 11 18 10 7 10 8 14 98 

Total 141 115 101 95 88 83 82 77 782 
 

 Differences between videos. We expected that there would be differences 

between videos in how difficult they were to rate, but did not have any a priori 

hypotheses about which would be harder. We compared initial rating quality for all 141 

videos (every participant rated at least one video), measured based on the correlation 

between the expert consensus rating and the participant rating for whichever video the 

participant was randomly assigned to rate first. There were significant differences 
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between videos, F(1,133) = 5.46, p = .01: differences in initial rating quality between the 

eight videos provided a measure of their relative difficulty to rate. Table 11 shows 

differences between pairs of videos. One-hundred-percent means that the videos were 

equally difficult to rate. Greater than 100% means that participants found the video on the 

left harder to rate. For the purposes of our analyses we divided the videos into two 

groups: harder-to-rate videos (A, B, E, & F) and easier-to-rate videos C, D, G, & H (see 

Table 11). Importantly, how hard a video was to rate was not necessarily related to how 

well a therapist did in a session, but was a measure of how well participants initially did 

at discriminating more effective from less effective therapist interventions. 

 

Table 11 

Relative Difficulty of Videos to Rate (Differences in Average Participant Correlations 

with Expert Consensus) – Ratings Completed in First Position Only 

 

 

 

Differences between video sequences. Participants were randomly assigned one 

of eight sequences of the same eight videos (see Table 1), which affected which videos 
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were presented in which position. The sequence assigned did not significantly affect 

improvements in rating skill as a participant rated more videos, F(7,719) = 1.42, p = .19: 

it didn’t make a significant difference, for example, whether a harder-to-rate or an easier-

to-rate video was the first video that a participant rated.  

Hypothesis H1 – learning effects. 

‘There will be a significant improvement from pre-test to post-test in participant 

rating skills (i.e., accurately identifying more effective interventions and less effective 

ones) of ‘mock’ DBT sessions using the ITS. Skills will be measured by comparing 

participant ratings with consensus expert ratings of the same session.’  

In order to examine whether there was a significant improvement in rating skill 

from the first session to the last session rated by a participant (i.e., a position, or learning 

effect), we used a two-level model, in which a participant's ratings (up to eight) were 

treated as nested within that participant, with ratings and videos modeled as random 

effects. To assess for a position effect we looked at the z-transformed correlations of a 

participant’s ratings with expert consensus ratings (a measure of rating skill) as a function 

of how many ratings a participant had already completed. 

We ran a mixed model analysis of all cases except those that failed our internal 

validity checks (see Table 9). Wald Z was significant (p = .01) indicating that the 

variances in the Estimates of Fixed Effects table were interpretable. The intercept was 

significant indicating that observations were, as expected, treated as interdependent (a 

participant’s ratings were nested within that participant). We did not exclude the ratings 

of participants who had only completed one rating (n = 26). Exclusion of these ratings 
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would have reduced our power to detect effects, including position effects, and we left 

them in our analyses.  

A position effect required the same video to tend to be rated more skillfully by a 

participant when rated in a later position. In this case we assumed that the learning 

experience provided by rating and reviewing expert feedback on the preceding videos 

was responsible for skill improvements over subsequent ratings. We observed a 

significant omnibus effect for position, F(1,690) = 18.35, p = .01, with an increase in 

average correlations from the first to the eighth video rated (Figure 2). Over the course of 

the study correlations increased by .08, overall. Note that Pearson correlations cannot be 

treated as a linear metric. Rather, it is customary to indicate the effect size of a 

correlational relationship in terms of variance explained. We argue that this is the most 

adequate way of understanding how well participants and experts agreed, reflecting the 

level of ability of participants to discriminate more effective from less effective therapist 

in-session behaviors. We observed a significant increase in variance explained 

(coefficient of determination; r2) from .10 to .16: corresponding to a 1.5x increase from 

the first to the last video rated by a participant (see Figure 2).   

  



 47

  

Figure 2. Improvement in correlation by position (all valid cases).  

 

Importantly, the learning trajectory for different videos varied, evidenced by a 

significant omnibus interaction effect between video and position, F(7,700) = 3.48, p = 

.01. Greater learning occurred for some videos, and smaller learning effects were found 

for other videos. Whereas videos that participants initially found harder to rate (A, B, E, 

& F) tended to show marked improvement in rating quality the more videos that a 

participant had already rated, the rating quality for videos that participants initially found 

relatively easier to rate (C, D, G, & H) tended to change relatively little. There were 

significant position effects for two of the harder-to-rate videos: A, b = .02, se = .01, p = 

.03, and B, b = .02, se = .01, p = .01: correlations with expert consensus increased on 

average by .02 and .24 per serial position, respectively. Participants did not get 

significantly better at rating the other harder-to-rate videos, E, and F, but there appeared 

to be an improvement trend (Figure 4). For the four easier-to-rate videos how well they 
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were rated was not significantly affected by the position in which they were rated. See 

Figure 4 & Figure 5: note that the simple slopes for the harder-to-rate videos were greater 

than those for any of the easier-to-rate videos.  

The four videos that participants at the start found easier to rate left less room for 

improvement, and there was likely a ceiling effect (especially when considering that the 

average correlation between pairs of expert raters was .36). Figure 3 shows the significant 

overall learning effect for all the ratings, and, separately, the trends for the harder-to-rate 

videos and the easier-to-rate videos. For the harder-to-rate videos, there was a .13x 

increase in average correlation from r = .25 to r = .39between the expert consensus 

ratings and participant ratings, corresponding to a 2.3x increase in shared variance (from 

r2 = .06 to r2 = .15). It is clear from Figure 3 that most of the overall effect was explained 

by the ratings for these videos. By the eighth video, participant ability to accurately rate 

the harder-to-rate videos was practically indistinguishable from that for the easier-to-rate 

videos, reflecting increased participant skill associated with the training. 

We re-ran our analyses including only the ratings by participants who completed 

all eight videos in the training and obtained similar, though slightly less significant, 

results: again we found a significant omnibus effect for serial position, F(1,566) = 9.92, p 

= .01. This is a primary indication that our findings based on all participants are not 

distorted by the inclusion of participants who may have dropped out for various reasons.  
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Figure 3. Improvement in correlation by position showing difference between harder-to-

rate and easier-to-rate videos.  

 

  

Figure 4. Improvement in correlation by position by video (harder-to-rate videos). 
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Figure 5. Improvement in correlation by position by video (easier-to-rate videos). 

 

The rating form consisted of six feedback categories (dimensions), each of which 

comprised at least six items. The categories were ‘Session Structure,’ ‘Acceptance 

Strategies,’ ‘Change Strategies,’ ‘In-session Behavior Management,’ ‘Dialectical 

Strategies,’ and ‘Mindfulness’ (see Appendix A for details). We ran the same mixed-

model regression analyses (i.e., the ones we used for our main hypotheses) on each of the 

feedback categories. Improvements in rating skill were primarily accounted for by 

categories ‘Acceptance Strategies’ (11 items) and ‘Change Strategies,’ (13 items), which 

together represent 42% of the items on the rating form. As expected, the improvements 

were explained by the ratings for the harder-to-rate videos (See Table 12).    
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Table 12 

Improvement in Rating Skill by Feedback Category (Dimension) 

  

 

Hypothesis H2. 

‘There will be a significant relationship between training “dose” measured by the 

number of sessions watched, rated, and on which expert feedback was reviewed, and 

improvements in participant rating skills.’ 

 Figure 3 shows the relationship between training “dose,” measured by the number 

of videos rated, and improvements in rating skill. A participant tended to rate more 

skillfully the more videos that she or he had already rated. There was a significant 

improvement in rating skill by the third position: average correlation increased by .05 to 

.38, corresponding to a 1.38x increase in shared variance. Rating skill remained relatively 

steady until the seventh position when the average correlation had increased by .07 to .39, 

a 1.49x increase in shared variance. By the eighth video the correlation had increased by 

.08 to .40, a 1.54x increase in shared variance. 

When we included only the ratings for the four harder-to-rate videos (C, D, G, & 

H), by the third video the average correlation had increased by .09, a 1.89x increase in 
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shared variance. Again, rating skill remained relatively steady until the seventh and 

eighth videos, when the average correlation had increased respectively by .14 (a 2.4x 

increase in shared variance), and .13 (a 2.34x increase). There was a slight, non-

significant, drop between the seventh and eighth positions: Figure 3 shows the dose/skill 

improvement relationship for all videos, compared with the easier-to-rate and the harder-

to-rate videos.  

Hypothesis H3 (exploratory). 

‘There will be a significant relationship between pre-test rating skills and prior 

DBT expert training/supervision (e.g., intensive training workshops, semester length DBT 

courses, expert supervision of cases), amount of DBT clinical experience, and other 

participant characteristics (e.g., education level).’ 

We used a mixed model regression analysis to examine demographic and DBT 

training and experience factors for their moderating effect on initial rating skill. The first 

video that a participant rated was randomly assigned; however our analytic strategy 

allowed us to account for the different levels of rating difficulty of the videos. We only 

included the first rating completed by each participant in these analyses, and we excluded 

ratings that were flagged as invalid by our internal validity checks. See Table 13, left 

columns. 

Initial rating skill was affected by the amount of a participant’s work week spent 

on DBT-related activities, F(4,131) = 3.41, p = .01, with no significant interaction with 

video type (easy/difficult), F(4,131) = 1.71, p = .15. Participants who reported spending 

less than 20% of their time did significantly worse than those who reported spending 

more than 80% of their time: this amounted to a 64% difference; b = -.26, se = .068, p = 



 53

.01 (point estimate for a harder-to-rate video; difference was not significant for easier-to-

rate videos). More hours spent per week on peer supervision and DBT consultation team 

meetings also predicted higher initial rating quality but only for the harder-to-rate videos, 

F(1,137) = 5.49, p = .02, b = .06, se = .02, p = .01. 

Participant major psychotherapy orientation was also predictive, F(5,129) = 4.58, 

p = .01, with no significant interaction with video type (easy/difficulty), F(5,129) = 1.20, 

p = .31. A behavioral/cognitive behavioral/DBT orientation (n = 92; 65% of participants) 

significantly predicted better initial ratings than a behavioral/cognitive behavioral (not 

including DBT; n = 13; 9% of participants) orientation: this amounted to a 92% 

difference for the harder-to-rate videos, b = .271, se = .11, p = .01. Therapists who 

identified as behavioral/cognitive behavioral/DBT also did significantly better than all the 

other orientations for the harder-to-rate videos. As expected, there were smaller 

differences in rating quality observed for the easier-to-rate videos: therapists who 

identified as behavioral/cognitive behavioral/DBT did better than all the other 

orientations, but this was only significant for behavioral/cognitive behavioral (not 

including DBT), b = .25, se = .08, p = .01, and eclectic, b = .12, se = .06, p = .05.       

More experience on a DBT consultation team did not predict better initial rating 

skill, F < 1. However, whether, or how recently, a participant had attended a DBT 

intensive training was predictive, F(4,131) = 3.42, p = .01, but only for the harder-to-rate 

videos. Participants who had never had intensive training (n=23; 13% of participants) had 

a significantly lower initial rating skill on the harder to rate videos than those who had 

attended intensive training, except for those who reported that their attendance was over 

five years ago: in this case the difference was not significant. Participants who reported 
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attending intensive training one to two years ago did the best: average correlation with 

expert consensus for their initial ratings were 2.58 times better than those who had never 

attended an intensive training: b = .21, se = .05, p = .01. The number of other DBT 

trainings attended predicted initial rating skill, F(1,137) = 6.70, p = .01, but only for the 

harder-to-rate videos, b = .04, se = .01, p = .01 (coefficient reflects incremental effect of 

three additional training events).  

More experienced DBT therapists on a participant’s consultation team predicted 

better initial rating quality, F(1,134) = 4.41, p = .04, with no significant interaction with 

video type (easy/ difficult), F < 1: initial ratings for harder-to-rate videos for participants 

on teams with 1-2 experienced DBT therapists tended to be 26% better than for 

participants on DBT teams with no experienced DBT therapists, b = .05, se = .02, p = .04 

(point estimate for a harder-to-rate video; difference was not significant for easier-to-rate 

videos). The number of experienced DBT therapists on a participant’s consultation team 

was highly correlated with the number of therapists on the participant’s consultation team 

who had attended formal DBT training, including intensive training (r = .56, a large 

effect) (Cohen, 1992).  
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Table 13 

Moderators of Initial Rating Skill and Improvement 
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Hypothesis H4 (exploratory). 
 

‘If participant rating skills tend to improve, it will be useful to identify variables 

that predict that improvement (or in contrast, the likelihood of a given participant being 

a non-completer).  This will help to identify those therapists most likely to benefit from 

this approach to training. Potential predictor variables include prior DBT expert 

training/supervision (e.g., intensive training workshop, semester length DBT course, 

expert supervision of cases), amount of DBT clinical experience, and other participant 

characteristics (e.g., education level).’ 

In our mixed model analysis we addressed differences between participants in 

amount of improvement across ratings. We ran cross-level interactions to assess whether 

participants with different levels of training and experience (for example, more 

experienced, versus less experience with DBT) improved at different rates. Table 13, 

right columns, summarizes the results. 

We found one significant effect: the number of experienced DBT therapists on a 

participant’s DBT consultation team (i.e., those with more than two years’ experience, or 

who had seen more than five DBT clients for 10 or more sessions) had a significant effect 

on improvement in rating quality, F(3,679) = 4.07, p = .01, with no significant interaction 

with video type (easy/difficult), F < 1. Participants with no experienced DBT therapists 

on their team tended to improve the most: for the harder-to-rate videos, 12% more than 

teams with 5 or more experienced therapists, b = .04, se = .01, p = .01; 7% more than 

teams with 1-2 experienced therapists (point estimate for a harder-to-rate video; 

difference was not significant for easier-to-rate videos). This suggests that those in 

experience-poor environments benefitted the most from the training, and that those in 
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experience-rich environments may tend to learn relatively less. We looked at several 

other potential moderators of improvement (see Table 13), but none were statistically 

significant. We also looked at several potential mediators: the amount of time it took a 

participant to respond when the system randomly paused a video (a measure of the extent 

to which she or he was paying attention to the video) predicted rating quality (F(1,735) = 

5.04, p = .02). However, the amount of time a participant spent working on filling out a 

rating form did not have a significant effect (F < 1); neither did the amount of time that 

elapsed between ratings (F(1,561) = 2.23, p = .14). For example, whether a participant 

completed several ratings in a day or only one every two weeks did not affect rating skill.  

Continuing education (CE) post-test results. Thirty participants who completed 

the study received continuing education credits. In order to be eligible for CE’s a score of 

36/48 on a post-test knowledge quiz was required (i.e., 75%). All but one person who 

took the CE post-test passed on the first attempt. The average score was 43.3 (90%), with 

a standard deviation of 3.17. 

Participant satisfaction and perceived learning. Ninety-six percent of 

participants who completed all eight videos (n=77) and completed the post-test 

questionnaire (n=71) rated the website as ‘Good’ or ‘Very good.’ Ninety-four percent 

rated the overall quality of the course as ‘Good’ or ‘Very good,’ and ninety-two percent 

agreed or strongly agreed that she or he would recommend the training to colleagues (see 

Figure 6 &  Figure 7; ‘Very good,’ and ‘Strongly agreed’ were, respectively, the most 

positive response options).  

Seventy-seven percent of participants who completed the study reported that they 

thought that their ability to identify the main structural elements of a DBT session had 
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improved by at least a fair amount (99% said they thought that their ability had improved 

at least a little): of these over 72% reported having seen more than four DBT clients for 

10 or more sessions, and 89% reported having attended intensive DBT training, 

suggesting that even relatively experienced therapists can benefit from the training. 

Seventy-two percent of participants who completed the study said they thought that their 

ability to differentiate more effective from less effective DBT therapist in-session 

behaviors improved by at least a fair amount (100% said they thought that their ability 

had improved at least a little). Similarly, 72% of participants said that as a result of the 

study their ability to provide feedback as a peer supervisor had improved by at least a fair 

amount (94% said they thought that their ability had improved at least a little).    

  

 

Figure 6. Participant comfort about recommending training. 
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Figure 7. Participant perceived quality of training and website.  
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Table 14 

Post-Training Questionnaire 

Participantsα  
N=71   
Hours spent on consultation team during study (weekly) 0 hours 7 (9%) 

<3 hours 32 (42%) 
4-6 hours 9 (12%) 
7-12 hours 13 (17%) 
More than 12 hours 11 (14%) 

   
Hours spent giving and receiving DBT peer supervision during 
Study (weekly) 

0 hours 33 (43%) 
<3 hours 28 (36%) 
4-6 hours 3 (4%) 
7-12 hours 3 (4%) 
More than 12 hours 4 (5%) 

   
Hours spent on additional DBT supervision or training during study 
(weekly) 

0 hours 36 (47%) 
<3 hours 16 (21%) 
4-6 hours 7 (9%) 
7-12 hours 3 (4%) 
More than 12 hours 9 (12%) 

   
My ability to identify the main structural elements of a DBT session 
has improved 

Not at all  1 (1%) 
A little 15 (19%) 
A fair amount 23 (30%) 
Quite a lot 19 (25%) 
Very much 13 (17%) 

   
My ability to define the six categories used to characterize DBT 
therapist in-session behavior, and identify the component therapist 
activities of each category has improved 

Not at all  1 (1%) 
A little 17 (22%) 
A fair amount 21 (27%) 
Quite a lot 18 (23%) 
Very much 14 (18%) 

   
My ability to identify therapist interventions that reflect the main 
dialectic in DBT of change versus acceptance, and to give examples 
of change strategies and acceptance strategies has improved 

Not at all  1 (1%) 
A little 24 (31%) 
A fair amount 17 (22%) 
Quite a lot 24 (31%) 
Very much 5 (6%) 

   
My ability to rate a DBT session across six categories of therapist 
in-session behavior using a structured rating scale to provide an 
assessment of session quality has improved 

Not at all  3 (4%) 
A little 17 (22%) 
A fair amount 17 (22%) 
Quite a lot 24 (31%) 
Very much 10 (13%) 
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Participantsα   

N=71 
My ability to differentiate between more effective and less effective 
strategies/interventions, and describe reasons why an intervention is 
effective or ineffective given the context has improved 

 
Not at all  

 
0 (0%) 

A little 20 (26%) 
A fair amount 26 (34%) 
Quite a lot 18 (23%) 
Very much 7 (9%) 

   
My ability to provide feedback as a peer supervisor on a DBT 
consultation team to my colleagues has improved 

Not at all  4 (5%) 
A little 16 (21%) 
A fair amount 24 (31%) 
Quite a lot 19 (25%) 
Very much 8 (10%) 

   
Overall rating of the quality of the course website (e.g., ease of use, 
features, and availability) 

Very poor 0 (0%) 
Poor 1 (1%) 
Neutral 2 (3%) 
Good 30 (39%) 
Very good 38 (49%) 

   
Overall rating of the quality of the course Very poor 0 (0%) 
 Poor 2 (3%) 
 Neutral 2 (3%) 
 Good 23 (30%) 
 Very good 44 (57%) 
   
I would recommend the training to colleagues Strongly disagree 1 (1%) 
 Disagree 2 (3%) 
 Neutral 2 (3%) 
 Agree 18 (23%) 
 Strongly agree 48 (62%) 
α
 Six participants who completed the training did not complete the post-training questionnaire. 
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CHAPTER IV 

Discussion 

 
The main goal of this study was to evaluate whether a participant’s rating skill 

improved as a result of the training program provided. Clearly, this was the case: 

measured in terms of increases in shared variance of their ratings with experts (a measure 

of participant ability to discriminate more effective from less effective therapist in-

session behaviors against a benchmark), participants showed significant improvement as 

they rated videos themselves and compared their ratings with the expert consensus 

ratings. After completing each rating participants were asked to list three things that the 

therapist did well in the session, and three things for the therapist to improve upon: this 

gave participants multiple opportunities to practice packaging their feedback in a format 

appropriate to an actual peer supervision session.  

We observed a significant improvement in participant rating skill after three videos, 

which was less than half way through the training. Gains were maintained and there was 

a consolidation of learning through to the seventh video, increasing the probability that 

skills gained would be enduring. By the eighth video the shared variance of participant 

ratings with expert consensus ratings had increased substantially: 1.54x for the whole 

sample. This corresponded to a correlation of participant ratings with expert consensus 

ratings of ..40: a large effect (Cohen, 1992). The trend over the last three videos rated by 

participants who completed all eight videos suggests that they may have been able to 

continue to improve their skills by rating and reviewing expert feedback on more sessions 

(see Figure 2), so learning gains were not necessarily exhausted by this training program 
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of eight sessions.  The number of video sessions needed to optimize learning is 

something that could be evaluated further in a subsequent study. Significantly, by the end 

of the training participants were able to achieve correlations with the benchmark high-

quality, expert consensus ratings that were quite similar to those the experts originally did 

with each other. This suggests that very useful learning occurred.    

When we looked at the first rating completed by each participant, the rating 

quality for four of the videos (C, D, G, & H; n = 69) was significantly better than for the 

other four videos. There was less room for improvement (a ceiling effect), and rating 

practice during the training didn’t help participants to do better at rating these videos (see 

Figure 5). However, it is unclear what the overall impact of the easier-to-rate videos was 

on the training: they did provide practice, and exposure to common client and therapist 

behaviors not covered in the other sessions. 

Several factors may explain the higher initial participant rating skill on four of the 

videos. Videos C and D represented consistently better DBT sessions than the other 

videos, with more effective therapist behaviors perhaps being more easily observable. It 

appears to have been relatively easy for participants to map these behaviors to relevant 

categories and items on the feedback form. On the other hand, videos G and H 

represented relatively consistently poor DBT sessions, and in this case it appears to have 

been relatively easy to identify items that the therapists did poorly using the feedback 

form. For example, the therapist in video G did not adequately address structural 

elements, including checking in on other therapy modes, safety planning, and wind-

down. In video H the therapist appeared off-balance (especially in the first half of the 

session, when she appeared unsure about how to respond to the client’s repeated 
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escalation), and she missed multiple opportunities to validate: again these behaviors may 

have been relatively easy for participants to code using the feedback form even prior to 

the training, regardless of their prior training and experience. These factors help explain 

the higher initial rating quality for this subset of videos.  

Participants found videos A, B, E, & F harder to rate overall, but with practice 

during the training they tended to get significantly better at rating A & B, with an (albeit 

non-significant) apparent improvement trend for E & F. The client in video A was 

challenging: the therapist didn’t push her enough (when she persisted at pushing she did a 

good job and the client responded). The client presentation in video B was extremely 

challenging (although not one uncommonly encountered by DBT therapists). She tended 

to be very reactive, and frequently blocked the therapist. The therapist was very 

validating, and appeared skillful, but she failed to push hard enough. It looked like a good 

therapy session in many ways, but lacked key DBT elements, especially blocking the 

client’s dysfunctional responses, and therapist dialectical balance (e.g., of acceptance and 

change). Many participants rated the therapists in sessions A & B highly; however, the 

expert consensus feedback tended to be more negative (especially for session B), most 

notably about the failure of the therapists to effectively block the client. When these 

sessions were rated after a participant had practiced rating and reviewing expert feedback 

on other sessions, the participant tended to do a better job of rating them. Importantly, 

much of the improvement in rating skill was accounted for by more agreement with 

expert consensus across the categories/dimensions of acceptance and change on the rating 

form (‘Acceptance Strategies,’ & ‘Change Strategies’; see Appendix A, & Table 12). The 

dialectic of acceptance and change is a key principle that differentiates DBT from other 
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therapies (Linehan, 1993). It is encouraging that participants showed improvements in 

their ability to recognize effective and less effective therapist in-session behaviors across 

these dimensions. We saw less improvement across other dimensions, generally because 

participants found them easier to rate in the first place.      

Ratings of videos E and F did not improve significantly overall. The clients in 

these videos exhibited a lot of challenging behaviors: they tended not respond to typical 

therapist interventions that were good DBT and that might have worked with most clients 

in most situations. Although participants had been instructed to assess therapist behaviors 

independently of how the client responded, it was probably still easier for a participant to 

discern a specific therapist behavior (effective or less effective) when the client 

responded more predictably. This may help explain why ratings didn’t improve much for 

these videos. More orientation at the start of the training, especially more emphasis on the 

need to rate the therapist behavior rather than whether it appeared to work, may have 

helped participants to do a better job of rating these videos with practice.  

Overall, a significant learning effect, measured based on an increase in rating 

skill, was evident after a participant had completed three of the eight videos (see Figure 

3). This suggests that a shorter training involving fewer videos could have resulted in 

some substantial learning, with less participant time commitment. However, the eight 

videos in the training were intended to provide a broad cross-section of common DBT 

client presentations and associated therapist in-session behaviors (see Table 3,  
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Table 4, & Table 5): three videos would have provided participants with a 

smaller, incomplete sampling of these. Also repetition probably had several benefits, 

including helping to consolidate learning, and giving the participant more exposure to the 

feedback form and expert feedback, as well as more practice at summarizing feedback for 

the supervisee, all of which likely resulted in more knowledge and skills acquired, and 

more retention over time.  

Several demographic and training factors affected a participant’s initial rating 

skill. Participants whose major psychotherapy orientation was DBT tended to do better 

than participants with other major orientations (see Table 13, left columns). Interestingly, 

they did much better than those who identified as behavioral but not DBT: a significant 

92% difference for the harder-to-rate videos. This may reflect the different techniques 

and philosophies associated with different behavioral treatments (e.g., Waltz, Landes, & 

Holman, 2010).  

Participants who spent a larger percentage of their workweek on DBT-related 

activities, or who had had more DBT training tended to do significantly better on their 

initial rating. Those who reported having never attended intensive DBT training tended to 

do far worse than those who had; however, participants who completed their intensive 

training five or more years ago were not significantly better at their initial ratings than 

those who had never attended intensive training. Clearly, staying current on training is 

important, and our findings supports this. Participants who were on a DBT consultation 

team with more, experienced DBT therapists, also tended to do significantly better on 

their initial rating. More, experienced DBT therapists on a consultation team increased 

the probability that at least one team member had had formal training in DBT, which in 
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turn made it more likely a participant had had access to better peer supervision (one-on-

one and/or in her or his consultation team meetings). In contrast, the amount of 

experience a participant had leading DBT skills groups or as an individual DBT therapist 

did not predict initial rating skill: having a lot of prior experience could mean that they 

also have a lot of practice doing DBT more skillfully or a lot of practice doing DBT less 

skillfully: practicing mistakes does not lead to increased skill.  

The treatment setting (for example, out-patient community mental health, and in-

patient hospital) in which a participant was practicing DBT did not significantly affect 

her or his initial rating skill. Neither was a participant’s initial rating skill significantly 

different based on her or his primary profession. DBT therapists who were psychologists, 

social workers, and nurses were no better or worse than each other in this respect. There 

was also no significant difference based on a participant’s highest degree obtained. 

Master’s level DBT therapists, or those with any lower level of qualification, were no 

better or worse in terms of initial rating skill than those with a doctoral degree. None of 

the preceding was unexpected: DBT should be relatively standard across settings and 

practitioners when delivered properly.   

The number of experienced therapists on a participant’s consultation team was a 

moderator of improvement in rating skill. More, experienced therapists on the 

participant’s consultation team with formal DBT training including intensive training 

predicted significantly less improvement, probably because it also predicted higher initial 

rating skill. DBT therapists on teams with more formally DBT trained, experienced 

therapists are likely to have received more, better DBT supervision. This suggests that the 

current training may be most useful to therapists with more limited access to DBT 
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resources and less prior DBT training. In our exploratory analyses we didn’t find other 

factors that significantly affected changes in rating skill over the training program. In 

part, this was probably due to our sample being heavily skewed toward more experienced 

DBT therapists, with more prior training (see Table 1). A participant who described her 

or his primary theoretical orientation as cognitive behavioral/DBT didn’t improve any 

more or less than other participants. However, statistical power to detect differences was 

limited: sixty-five percent of participants identified their orientation as behavioral/DBT, 

with the remaining being divided among five other categories. Perhaps for similar 

reasons, a participant’s prior attendance at intensive DBT training didn’t significantly 

predict improvement in rating skill: only 11% of participants reported not having 

attended intensive DBT training, limiting statistical power to detect differences. 

However, we don’t know who has had good DBT training, versus less good DBT 

training, which may also help explain our non-significant findings.  

A participant’s primary occupation, the subject of her or his highest degree, prior 

participation in various DBT training activities, and DBT clinical experience with skills 

groups and individual clients also had no significant effect on improvements in rating 

skill (see Table , right columns). However, there may have been a ceiling effect that 

limited our ability to see improvements for participants who started the course with 

relatively good rating skills (videos C, D, G, & H were relatively easy to rate, which may 

have exacerbated this issue). 

The protocol used in this study was entirely Internet-based, which allowed us to 

collect far more data points about user activity than would have been practical otherwise, 

and all data collection, including the pre and post-study questionnaires was online, 
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eliminating the possibility of transcription/data entry errors. Because we developed the 

software application for the study we were able to include validity checks that helped us 

to identify potentially invalid ratings. For example, we added random pauses to the video 

playback. When the program paused the video, it displayed a message asking the 

participant to click to continue. If it took more than a few seconds for them to respond, 

the program flagged the associated rating as potentially invalid. If the participant muted 

the volume the program paused the video, and we logged video activity to verify that a 

participant had watched all of a session before rating it (see Table 9). Using these checks 

we excluded 4% of the ratings (from 2% of participants) and our results were not 

materially different than when we included all ratings. Another threat to internal validity 

was that other training, supervision, and clinical activities that a participant may have 

participated in during the study could have confounded outcomes. These items were 

assessed in the post-study questionnaire: when we included them in our regression 

analyses they did not significantly affect results. Taken together, these checks provide 

strong support for the validity of the data collected.  

We wanted to develop training that was accessible to many more DBT therapists 

than existing training options. The training was free to any DBT therapist with access to 

an Internet-connected computer, and participants were able to work on it whenever they 

had a few minutes to login, either at home or at work. This provided maximum flexibility 

for a participant to fit the training into her or his schedule. We aimed to recruit a 

minimum of 54 persons with the goal of having 27 persons compete all parts of the 

training, the minimum required to evaluate the training program in a basic way. However, 

we ended up with far more, allowing us to evaluate our full set of hypotheses. One 
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hundred-and-forty-one participants began the training, and 77 completed it by our study 

deadline: a high completion rate when compared with other online training (Dimeff et al., 

2008; Smith et al., 2008). This was in spite of participants receiving only two general 

distribution emails while the study was running, suggesting that participants were very 

self-motivated. Participants tended to be very enthusiastic about the usefulness of the 

training and we think that the high level of participation was in part due to word of 

mouth, evidenced by the many referral emails we received. The incentives that we 

offered certainly helped with recruitment for many participants (68% took advantage of 

the incentives). However, whether or not a participant chose to receive an incentive, or 

which incentive was chosen, did not predict whether she or he completed the training. 

This is noteworthy, especially because in order to receive continuing education (CE) 

credits a participant had to complete all parts of the training (there was no partial credit 

option). A participant who selected the financial incentive option could end her or his 

participation at any time and receive a prorated payment. Because of this, we expected a 

lower drop-out rate for participants who selected the CE credit option. However, those 

who requested the financial incentive, as well as those who selected no incentive, 

completed at about the same rate as participants who selected the CE credit option, 

providing further confirmation that the primary reason for participation was the study 

itself, rather than the incentives. This conclusion is supported by the low number of 

potentially invalid ratings (affecting 2% of participants): the overwhelming majority 

appeared not to have taken obvious short-cuts that would have reduced learning 

opportunities, but might have helped them to complete the training more quickly in order 
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to receive CE credits, or the financial incentive that was offered to those who signed up 

early.  

We had several requests from therapists interested in DBT, who wanted to 

participate in the training, but who did not meet the prerequisites because they were not 

currently a practicing DBT therapist in a DBT program with a consultation team. More 

orientation to the feedback form, and more explanation of DBT concepts were among the 

improvements suggested by participants: adding these elements and others could have 

made it more practical to increase the potential audience for the training beyond 

practicing DBT therapists to include true novices in DBT. This is an issue of external 

validity, because it affects the potential number of persons who can benefit from the 

training.   

A key strength of the training was the depth and breadth of the set of ‘mock’ 

videos and associated expert feedback, which was based on an extensive review 

involving twenty DBT experts. The feedback form, which was developed and evaluated 

in a pilot study (Worrall & Fruzzetti, 2010), captured a broad range of therapist in-session 

behaviors, and had detailed descriptions associated with each item that were designed to 

facilitate a clear understanding of the items, as well as to educate about key applicable 

DBT concepts. These considerations combined with the much larger than anticipated 

sample size, and extensive internal validity checks, allows for making robust conclusions. 

The study had several limitations. The ‘mock’ sessions were designed to represent 

a broad range of client presentations and therapist behaviors, but there were limits to 

what was practical in a set of eight DBT sessions: the clients were all female and in their 

twenties, six of the eight were Caucasian, and they were all in stage one DBT. 
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Adolescents, older, and male clients were not represented. The videos were designed to 

stand-alone, independent of each other. They differed significantly; however there was no 

specific design behind our sequencing of the videos that might have allowed for a more 

structured sequence of learning (we randomly assigned the first video, and the videos that 

followed were always in the same, arbitrarily determined, sequence; see Table 1). 

Another limitation was that the majority of participants in the study were relatively 

experienced DBT therapists: 58% reported having seen 7 or more clients for 10 sessions 

or more. Very few (9%) were novices (having not seen any DBT clients for 10 sessions 

or more), which limited our ability to observe significant differences based on DBT 

experience. 

The ratings completed in this study were global, ‘session’ ratings. These took into 

account the context (for example, what had happened in recent sessions, client behavior 

patterns, and the client’s current situation; this type of information was provided to a 

participant before she or he watched a session). However, the formal DBT rating system 

to rate adherence in DBT (Linehan, 2003) is much more sophisticated, capturing specific 

sequences of conditional responding by a therapist. We did not evaluate whether the 

current training system helped participants to become better, or even good enough, at 

rating adherence (Linehan, 2003). This could have provided additional support for the 

utility of the training by giving us a basis for comparison against a ‘gold standard.’ 

Importantly, the system was always intended to be a training system easily accessible to 

clinicians rather than a rating system primarily used in clinical research, for which the 

DBT formal adherence rating system is intended (Linehan, 2003).  
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The main metric used in the study was the change in the correlation of participant 

ratings with expert consensus ratings, and associated changes in shared variance. At least 

three experts rated each session, and in each case we consolidated the feedback into a 

single rating. However, disagreement between experts on an item was quite common and 

there inevitably arose an element of subjectivity in the composition of the final expert 

ratings. The average correlation between pairs of experts was .36, but it is unclear what 

this means without a basis for comparison. For example, skill deficits in their application 

of DBT with one or both of the experts, or artifacts of the rating form design (e.g., too 

much specificity where the treatment allows flexibility) may be factors affecting this 

value. Although the current training system does not generate rating scores, it will be 

important in a future study to use the formal DBT rating system (Linehan, 2003) to verify 

that the consensus ratings developed are consistent across dimensions (e.g., session 

structure) with an evaluation of the same session using the formal DBT rating system.  

One of the drawbacks of using full-length ‘mock’ sessions was the relatively large 

participant time commitment involved. We considered the development of shorter 

segments, to teach how to identify specific skills. This would have required a smaller 

time commitment by participants; however, it would not have allowed participants to 

assess therapist skill in the context of an ongoing session, and it would not have provided 

repeated exposure to complete sessions. This is significant because the ability of 

therapists to effectively structure sessions is a key skill in DBT: context is always 

important, and arguably the best way to learn is to repeatedly experience full sessions, 

themselves framed in the broader context of the treatment and the client. Trainings that 

use a smaller ‘dosage’ and therefore involve less participant time may tend to be less 
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effective given the importance of context, and, significantly, are also likely to require a 

much greater development effort if they are to be effective. We received a great deal of 

positive participant feedback about the video clips in the current training that showed 

sections of a session associated with specific expert feedback, after the participant had 

already watched the entire session, and therefore had the overall context.  

The utility of the training was strongly supported by participant post-study 

evaluations, and by the continuing education post-test results. A large majority of 

participants who completed the post-study evaluation (92% of completers) perceived 

improvements in their DBT knowledge. This was positive from a training perspective, 

and it is also indicative of a general need for more and better DBT therapist training 

options. Based on participant post-study feedback, there were significant gaps in many 

participant’s theoretical knowledge about the treatment, even among the relatively 

experienced DBT therapists who comprised the majority of participants. Seventy-seven 

percent of participants who completed the training reported that they thought that their 

ability to identify the main structural elements of a DBT session had improved by at least 

a fair amount: of these almost three quarters had significant DBT clinical experience and 

89% reported having attended intensive DBT training. Most completers thought that their 

competency in key DBT skill areas had improved by at least a fair amount (choices were 

‘Not at all,’ ‘A little,’ ‘A fair amount,’ ‘Quite a lot,’ ‘Very much’), including their ability 

to provide peer supervision to colleagues (72%), their ability to differentiate more 

effective from less effective therapist interventions (72%), and their ability to provide 

feedback on a session (76%).  
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Scores on the post-test quiz, which was taken by participants who wanted 

continuing education credits, averaged 90% with all but one participant passing on the 

first try. The post-test was a 48-item quiz that assessed participant knowledge on a broad 

range of DBT principles and concepts relevant to the training. There was no equivalent 

pre-test quiz against which to compare the results. Nevertheless, the results reflected the 

highly positive participant feedback for perceived learning, and satisfaction with the 

training. 

This study showed the training system evaluated to be an efficient and effective 

way to help improve a DBT therapist’s ability to differentiate more effective from less 

effective therapist in-session behaviors. Fifty-five percent of participants who started the 

training finished (higher than comparable, published studies; Dimeff et al., 2008; Smith 

et al., 2008), with the main reason for drop-out appearing to be a lack of time. Participant 

rating skill increased on average 1.54x (2.34x for the four harder-to-rate videos, where 

there was less of a ceiling effect) over the course of the training. DBT therapists with 

more limited access to DBT resources (e.g., high quality peer supervision), and less prior 

DBT training saw the biggest gains in rating skill; however, even relatively experienced, 

well-trained DBT therapists perceived improvements in their DBT knowledge and their 

ability to provide effective peer supervision. 

Participants generally loved the training (they watched over 800 hours of video 

and completed 782 ratings), follow-through was high, and development costs were low. 

Over 90% of participants who completed the training said that they would recommend it 

to a colleague, and a large majority perceived significant improvements in their DBT 

knowledge and skills. Participants were generally satisfied with the level of sophistication 
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of the training, especially the amount of background and explanatory materials, and 

examples, given the prerequisite of being a currently practicing DBT therapist on a 

consultation team. Features to allow individuals and teams to easily discuss the training 

and support each other as they learn were suggested by several participants, as were 

modifications to make the training more suitable for use as a team as well as an 

individual activity, to dovetail more easily with other DBT consultation team activities.  

The current study provides strong support for continuing to develop and evaluate 

this approach to training DBT peer supervisors, and ultimately to help to increase the 

supply of DBT clinicians doing DBT well. Our findings need to be replicated in follow-

up studies with different videos, representing a broader range of client presentations and 

therapist interventions, and more, less experienced participants, to better evaluate who 

can benefit most from the training. Clearly, studies are also needed to determine whether 

improvements in rating correlation with experts translate into enduring improvements in 

DBT supervisory skill, and whether this in turn leads to improvements in  the clinical 

skills of supervisees. However, significant learning occurred for well over a hundred 

DBT therapists in an efficient manner. These findings suggest a very positive future for 

self-directed, on-line training. They also suggest that DBT therapists are an honest and 

hard-working group. Overall, this is a promising program for DBT teams in general, and 

for the consistency of care in DBT. It could also be adapted and evaluated for use in 

different treatments.    
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Appendix A – DBT Therapist Behaviors Rating Form (Item Descriptions Included) 
Response options for each item:  
Key: 
In the context of the session as a whole: 

1. Therapist handled topic very effectively. 
2. Therapist handled topic effectively. 
3. Therapist’s handling of topic was mixed. 
4. Therapist’s handling of topic was ineffective. 
5. Therapist’s handling of topic was very ineffective. 
6. Topic not applicable or needed for the session. 

 

1. Very effective 2. Effective  3. Mixed 4. Ineffective 5. Very ineffective  
6. Not 

applicable 
 
Session Structure 
1. Diary card review or problem solve missing/incomplete diary card - (Always required)  
The diary card functions to keep targets clear and salient on a daily basis. It helps with assessment. For 
example, it helps to monitor therapy progress on primary and secondary targets as well as on the use of 
skillful alternatives to problematic behaviors.  It is used in session to help set the agenda.  It helps to 
improve chain analyses by helping with recall/providing details. The diary card acts as a reminder to 
practice skills.  It helps block avoidance and escape.  It facilitates improvement through self-monitoring.  
2. Set agenda from diary card - (Always required) 
The diary card functions to keep targets clear and salient on a daily basis. It helps with assessment. For 
example, it helps to monitor therapy progress on primary and secondary targets as well as on the use of 
skillful alternatives to problematic behaviors.  It is used in session to help set the agenda.  It helps to 
improve chain analyses by helping with recall/providing details. The diary card acts as a reminder to 
practice skills.  It helps block avoidance and escape.  It facilitates improvement through self-monitoring.  
3. Agenda reflects treatment target hierarchy (primary targets) - (Always required) 
Stage One 
Suicidal Behavior  
a) Suicide crisis behavior, b) Self injury acts, c) Suicidal ideation and communications, d) Self injury or 
suicide-related expectancies and beliefs, e) Suicide-related affect, f) Aggression and/or violence (as 
perpetrator or victim), g) Child abuse or neglect (as perpetrator or victim). 
Therapy Interfering Behaviors  
a) Of the client, b) Of the therapist. 
Quality of Life Interfering Behaviors  
a) All that significantly affect current quality of life (safety and stability), including skills deficits.  
Appropriately prioritized. 
Stage Two 
Trauma/PTSD and/or problems with experiencing emotion (including cues, if known).  
4. Kept agenda - (Always required) 
The diary card functions to keep targets clear and salient on a daily basis. It helps with assessment. For 
example, it helps to monitor therapy progress on primary and secondary targets as well as on the use of 
skillful alternatives to problematic behaviors.  It is used in session to help set the agenda.  It helps to 
improve chain analyses by helping with recall/providing details. The diary card acts as a reminder to 
practice skills.  It helps block avoidance and escape. It facilitates improvement through self-monitoring.  
5. Checks in on group, pager/telephone and other treatment modes - (Always required) 
Did client attend skills training group, is she or he actively participating in group, does she or he have 
questions about homework, or are there other problems related to skills training group? Did client call 
pager or speak with the therapist on-call during the week? Were there any crises, or any brief in-patient 
admissions since the last session? 
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Targets for skills training group:  Decrease behaviors likely to destroy therapy if not managed 
immediately.  Increase skill acquisition (teaching).  Decrease therapy-interfering behaviors.   
Targets for telephone calls with primary DBT therapist or DBT on-call crisis service provider:  Decrease 
crisis behavior, increase generalization of skills, maintain/improve relationship.  With skills trainer:  
Decrease therapy interfering/destroying behavior.  Refer client back to primary therapist. Targets for brief 
in-patient admission:  Reduce immediate crisis behavior and problems that led to admission.  Limit new 
problem behaviors that could maintain or prolong hospitalization.  Develop appropriate discharge plan 
including a. Out-patient DBT program or services, b. Safe living situation.  Orient and connect to 
outpatient DBT.  Discharge. 
6. Therapist consistently attends to client emotion (Always required) 
7. Attends to client's current urges (e.g., current chain if dysfunctional) - (If needed)     
Structures session according to treatment target hierarchy. Also pays attention to client urges (e.g. cutting, 
using drugs, quitting therapy) both immediately before and during the session. 
8. Sufficient attention (e.g., orienting, commitment) to safety plan - (If needed)     
If there are current or recent urges to harm (or suicide, aggression, or vulnerability to being assaulted) 
therapist helped develop and/or got ongoing commitment to a safety plan. 
9. Wind-down, wrap-up, and attends to effective transition out of session - (Always 
required) 
If the client had high arousal during the session, therapist paid sufficient attention to helping them bring 
their arousal down prior to the end of session and/or helped them develop a plan for managing their 
arousal following the end of the session. 
 
Acceptance Strategies 
 10. Validation level 1 - (Always required) 
Staying awake: unbiased (mindful) listening and observing, paying attention.  
11. Validation level 2 - (Always required) 
Accurate reflection (verbal and non-verbal).  
12. Validation level 3 - (Always required) 
Articulating the patient's un-verbalized emotions, thoughts, or behavior patterns. 
13. Validation level 4 - (If needed) 
Validation in terms of previous learning or biological dysfunction.  
14. Validation level 5 - (If needed) 
Validation in the present context: normative (and normalizing). 
15. Validation level 6 - (If needed) 
Radical genuineness: patient is not fragile, but is an equal human being. 
16. Reciprocal communication 
17. Cheerleading  - (If needed) 
Giving encouragement when client is dealing with problems. 
18. Functional validation - (If needed)    
Therapist is responsive to the client’s needs and experience.  This goes beyond verbal validation to a more 
action-oriented response that conveys that the therapist understands the client and her or his situation. For 
example, if a client is particularly concerned about an upcoming event the therapist would put this on the 
agenda and work hard to help the client come up with a plan for handling the event. 
19. Therapist does not invalidate client - (Always required) 
Therapist does not invalidate client.  
20. Therapist uses appropriate opportunities to validate - (Always required)   
Therapist uses appropriate opportunities to validate.  
 
 Change Strategies 
21. Chain analysis of primary target - (Always required)   
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Identifies at least one primary target and completed a chain analysis of a specific instance of the primary 
target or picked up on a previous chain analysis and elicits more detail. Generates effective, description, 
hypothesis. 
22. Attention to emotion on the chain - (Always required)   
While doing the chain analysis the therapist and client identifies important emotion links on the chain. The 
therapist makes needed distinctions between primary and secondary emotions on the chain. 
23. Attention to vulnerabilities on the chain - (Always required)    
Therapist and/or client identifies factors that increased vulnerability with regard to the specific primary 
target. These could include but are not limited to physical illness, lack of sleep, too little nutrition, too 
much caffeine or other mood related substances, or other inattention to self-care. Other factors that impact 
emotion sensitivity and reactivity may also be addressed.  
24. Attention to secondary targets throughout session - (Always required)   
Identify secondary targets leading to primary targets: 
a) Emotion dysregulation (increase emotion modulation).  
b) Self invalidation (increase self-validation).  
c) Active passivity - instead of working to solve her own problems, the client works to try to get others 
including the therapist to solve her problems for her (increase active problem-solving).  
d) Apparent competence (increase accurate expression).  
e) Crisis-generating behavior (increase mindfulness & realistic judgment).  
f) Inhibited grieving/emotional experiencing (increase emotional experiencing).  
Irreverent communication - (If needed) 
25. Weaves in skills as solutions - (Always required)    
Therapist and client choose at least one link from the chain analysis and problem solve how to use a DBT 
skill in that situation instead of the behavior associated with the problem link. More than one solution per 
link and more than one link may be considered/discussed.  
26. Solutions developed collaboratively - (Always required) 
Therapist and client work together. Therapist does not work unilaterally.  
Teaches skills or other relevant teaching (e.g., about emotion) - (If needed) 
27. Gets commitment to solutions - (Always required)    
Therapist gets client’s commitment to at least one skillful solution to at least one problematic link on the 
chain: therapist ensures that the client is oriented to the solution, that the client understands the solution, 
and that client is willing to do the new behavior. The therapist and client consider potential roadblocks that 
might interfere with the success of the solution. Discussed how solution can generalize to different 
situations. 
28. Connects current solutions to previous solutions - (If needed)   
Therapist and client build on previous successful solutions. Therapist may use previous successes to 
enhance motivation for using a new skill. 
Connects one behavior to another and/or one chain to another (If needed) 
29. Uses other behavior therapy strategies as needed. Contingency management  - (If 
needed)  
The therapist highlights or uses contingency management. This may include reducing or removing 
reinforcers for the problem behavior (a primary or secondary target), or adding new reinforcers to 
encourage the use of skillful alternatives. In addition this may include mindfulness or enhanced awareness 
of naturally occurring short and long-term positive consequences of the skillful behavior and/or 
mindfulness of the longer-term negative consequences of the problem behavior. Contingency management 
may include short-term therapist attention or warmth as a reinforcer for client improvements.    
30. Uses other behavior therapy strategies as needed. Stimulus control - (If needed) 
Therapist highlights or uses stimulus control. This may include any conditioning or reconditioning of 
emotional responding to any stimulus (e.g. certain words, situations, or specific tangible stimuli). Typically 
this will involve some kind of formal classical conditioning (or reconditioning or deconditioning), and may 
include brief exposure. 
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31. Uses other behavior therapy strategies as needed. Skill training - (If needed)    
Therapist teaches or re-teaches a needed skill from the DBT skill manual or possibly another skill if needed 
(one not in the manual). 
32. Uses other behavior therapy strategies as needed. Exposure and response prevention - 
(If needed)   
Therapist explicitly represents a stimulus one or more times in order to achieve habituation, or to achieve a 
significantly smaller emotional response from the client when facing the stimulus. 
33. Uses other behavior therapy strategies as needed. Cognitive modification - (If needed) 
There are times when a logical appraisal of the situation may be helpful. 
In-session coaching and feedback (If needed) 
 
Dialectical Strategies 
34. Balances acceptance and change in session overall - (Always required)    
The therapist is balanced in employing both acceptance and change interventions over the course of the 
session (i.e. therapist provides both validation/acceptance and problem-solving/change interventions).  
35. Balances acceptance and change skills as solutions - (Always required)    
The therapist uses both acceptance and change-oriented skills as solutions on the chain.  It is important to 
remember that in most situations either an acceptance skill or a change skill will provide an effective 
alternative to the problem behavior or problematic link on the chain. 
36. Balances reciprocal and irreverent communication - (Always required)     
Therapist balances warmth and vulnerability (reciprocal communication) with matter of fact, unexpected 
or unorthodox, or irreverent communication. 
37. Balances consult-to-the-patient with environmental intervention - (If needed) 
If needed, therapist balances helping the client solve the problem him or her self (consultation to the 
patient) with actually solving the problem or part of the problem for the client (environmental 
intervention). Balance in this case does not necessarily mean 50/50.  Rather, the therapist leans toward 
consultation to the patient and makes exceptions (environmental intervention) only when needed. 
Environmental intervention may be necessary in a life or death situation, when the client is skillful but the 
social environment is powerful and intransigent (and the outcome is very important), or in other situations 
in which the costs of intervening (short and long term learning) are smaller than the gains. 
38. Balances intensity, speed, movement, and flow - (Always required)   
DBT is a therapy that puts no premium on neutrality.  Instead effective progress is believed to result from a 
dialectical balance that includes varying intensity of the therapist, varying speed, varying movement, and a 
natural flow.  
Dialectical communication - (Always required) 
Uses metaphors, stories, and analogies as examples of dialectic of acceptance and commitment. 
39. Targets wise mind - (Always required)    
Because wise mind is a dialectical synthesis of logical and emotional mind, helping the client get to wise 
mind always provides dialectical balance.  
 
In-Session Behavior Management 
40. Attends to initial improving or deteriorating mood or emotion 
41. Manages client passivity - (If needed) 
If the client displayed significant passivity, therapist not only does not reinforce the passivity but engages 
in one or more therapeutic interventions to block the passivity and elicit and reinforce greater client 
activity.  This may include, for example, benevolently demanding that the client do something before the 
therapist jumps in with assistance. 
42. Manages client escalation - (If needed)    
If the client shows significantly escalated emotional arousal that could or did interfere with the session’s 
progress, the therapist intervenes to help the client de-escalate.  This includes the therapist not reinforcing 
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the client’s escalation and instead blocking the escalation and coaching the client in what skills to use and 
how to use them. Contingency management may also be used but typically would be used in conjunction 
with skill coaching. It is also important that the therapist reinforce the client for de-escalation. 
Reinforces improvement  
(but see above) 
43. Manages client other escape behaviors - (If needed)    
If the client engages in behaviors that could or did interfere with the session’s progress, the therapist 
intervenes to help the client.  This includes the therapist not reinforcing the client’s behaviors. Contingency 
management may also be used but typically would be used in conjunction with skill coaching.  It is also 
important that the therapist reinforce the client for stopping the behavior. 
44. Therapist does not reinforce dysfunctional client behaviors - (Always required) 
Therapist does not reinforce dysfunctional client behaviors. Blocks or purposefully ignores. 
 
Mindfulness 
45. Stays non-judgmental of client - (Always required)   
Therapist at all times behaved in a non-judgmental fashion toward client (even when the client appears to 
be acting ineffectively, or judgmentally) as evidenced by body language, tone, and verbal behavior 
(descriptive, non-judgmental). Therapist never appears off-balance (i.e. therapist is able to keep in mind 
the context of and what is valid about the client's behavior, and is aware of their own reactions such that 
these enhance rather than undermine the session).  
46. Stays non-judgmental of self - (Always required)   
Therapist at all times behaved in a non-judgmental fashion toward client (even when the client appears to 
be acting ineffectively, or judgmentally) as evidenced by body language, tone, and verbal behavior 
(descriptive, non-judgmental). Therapist never appears off-balance (i.e. therapist is able to keep in mind 
the context of and what is valid about the client's behavior, and is aware of their own reactions such that 
these enhance rather than undermine the session).  
47. Stays non-judgmental of others - (Always required)   
Therapist at all times behaved in a non-judgmental fashion toward client (even when the client appears to 
be acting ineffectively, or judgmentally) as evidenced by body language, tone, and verbal behavior 
(descriptive, non-judgmental). Therapist never appears off-balance (i.e. therapist is able to keep in mind 
the context of and what is valid about the client's behavior, and is aware of their own reactions such that 
these enhance rather than undermine the session).  
48. Present focus in session - (Always required)   
Therapist appears to be paying attention to the client and the content of the session at all times. Therapist 
never appears to be distracted, or to not be paying attention or daydreaming. 
49. Likes client - (Always required) 
Therapist appeared to like client.  
50. Enjoys doing DBT - (Always required) 
Therapist appears to enjoy doing DBT.  
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Appendix B – Pre and Post Study Questionnaires 

 
 
 
 

 
 



Questions Key

Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 1 What is your 
gender?

Male Female

2 What is your age?

3 What is your race? White Black or African 
American

American Indian 
or Alaska Native

Asian Native Hawaiian 
or other Pacific 
Islander

Two or more races Other 
(please 
specify 
below)

4 What is the 
location where 
you practice DBT 
(include country, 
state/province)?

5 What is your 
primary DBT 
treatment setting?

Outpatient - 
community 
mental health 
center

Outpatient - 
private practice

Outpatient - 
hospital

Inpatient - 
hospital/residentia
l

Other

6 What is your 
primary 
occupation?

Nurse Medical 
doctor/psychiatris
t

Psychologist Social 
worker/case 
manager

Alcohol and drug 
counselor

Other (please 
specify below)

7 What is the 
highest degree 
that you have 
obtained?

No college or 
university

Some college or 
university

Associates degree Bachelors degree Masters degree Doctoral degree

8 What was the 
primary focus of 
your highest 
degree?

Clinical/counseling
 psychology

Medicine/psychiat
ry

Marriage and 
family therapy

Nursing Social work Alcohol and drug 
counseling

Other 
(please 
specify 
below)
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 9 Approximately 
what percentage 
of your typical 
work week is 
spent doing DBT-
related activities 
(e.g., therapy, 
supervision, video 
tape review, 
notes, etc)?

less than 20% 20-40% 41-60% 61-80% 81-100%

10 Please indicate 
your major 
psychotherapy 
orientation 
background/traini
ng.

Behavioral/ 
Cognitive  
behavioral (but 
no DBT) 

Behavioral/Cogniti
ve behavior 
(including DBT)

Existential/humani
stic

Psychodynamic/ps
ychoanalytic

Eclectic Other (please 
specify below)

11 How many hours 
per week do you 
spend in peer 
supervision (given 
and received) and 
DBT consultation 
team meetings?

less than 1 hour 1-2 hours 2-3 hours 3-4 hours More than 4 hours

12 Please indicate 
the approximate 
total amount of 
time that you 
have spent on 
DBT consultation 
teams (months): 
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 13 Have you ever 
attended a DBT 
intensive training 
workshop, or its 
equivalent (e.g., 2 
to 5 days full-
time, instructor-
led, a or similar 
amount of 
training delivered 
in a different 
structure)? That 
is, when was your 
original or first 
“solid” DBT 
training?

Never attended Attended within 
last year

Attended 1-2 
years ago

Attended 2-5 
years ago

Attended over 5 
years ago

14 Have you ever 
attended a study 
group to study 
DBT (e.g., a 
weekly group 
with peers to 
work through the 
DBT treatment 
manual, or other 
DBT resources)?

Never attended Attended 1-3 
meetings

Attended 4-6 
meetings

Attended 7-11 
meetings

Attended more 
than 11 meetings

15 Other than DBT 
intensive training 
workshops and 
study groups or 
their equivalent, 
how many 
lectures, 
seminars, classes 
or other trainings 
in DBT have you 
attended?

Never attended Attended 1-3 
meetings

Attended 4-6 
meetings

Attended 7-11 
meetings

Attended more 
than 11 meetings
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 16 What is the total 
amount of time 
have you spent 
reading about 
DBT (e.g., DBT 
manual, skills 
manual, 
theoretical 
papers, DBT 
clinician 
handbooks, or on 
other DBT 
readings)?

0 hours 1-3 hours 4-10 hours 11-20 hours More than 20 
hours

17 Approximately 
how many 
therapists who 
are on your 
current DBT 
consultation team 
have attended a 
DBT intensive 
training workshop 
or equivalent 
(e.g., 2 to 5 days 
full-time, 
instructor-led)?

0 therapists 1-2 therapists 3-4 therapists More than 5 
therapists 

Not sure
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 18 Other than DBT 
intensive training 
workshops and 
study groups or 
their equivalent, 
approximately 
how many 
therapists on your 
current DBT 
consultation team 
have attended 
lectures, seminars 
or other trainings 
in DBT?

0 therapists 1-2 therapists 3-4 therapists More than 5 
therapists 

Not sure

19 Approximately 
how many 
therapists on your 
current DBT 
consultation team 
have been doing 
DBT for more 
than ~2 years 
and/or have had 
more than 
approximately 5 
individual clients 
(each seen for at 
least 10 sessions)?

0 therapists 1-2 therapists 3-4 therapists More than 5 
therapists 

Not sure

20 The approximate 
total number of 
DBT skills group 
training sessions 
that I have co-
led/led is:
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

PRE 21 Please indicate 
the total number 
of DBT clients 
that you have 
treated as an 
individual 
therapist (i.e., 
clients who 
were/are 
assigned to you 
for individual 
therapy by your 
DBT consultation 
team, and who 
you treated for at 

0 clients 1-3 clients 4-6 clients 7-12 clients More than 12 
clients

POST 1 How many hours 
did you spend in 
regular, weekly 
DBT consultation 
team meetings 
during the period 
of your 
participation in 
this training (since 
you first logged 
on to this site)?

0 hours 1-3 hours 4-6 hours 7-12 hours More than 12 
hours
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

POST 2 In addition to 
regular, weekly 
DBT consultation 
team meetings 
how many total 
hours did you 
spend in DBT peer 
supervision (e.g., 
reviewing video 
of therapy 
sessions, or 
giving/receiving 
feedback to 
peers)?

0 hours 1-3 hours 4-6 hours 7-12 hours More than 12 
hours

3 Other than 
regular, weekly 
DBT consultation 
team meetings 
and peer 
supervision did 
you participate in 
any additional 
DBT supervision 
or training 
(including DBT 
specific reading, 
formal training, 
and/or extra 
supervision) 
during the period 
of your 
participation in 
this training?

I did not 
participate in 
extra DBT 
supervision or 
training

<3 hours 4-6 hours 7-12 hours More than 12 
hours
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

POST 4 My ability to 
identify the main 
structural 
elements of a DBT 
session has 
improved.

Not at all A little A fair amount Quite a lot Very much

5 My ability to 
define the six 
categories used to 
characterize DBT 
therapist in-
session behavior, 
and identify the 
component 
therapist 
activities of each 
category has 
improved.

Not at all A little A fair amount Quite a lot Very much

6 My ability to 
identify therapist 
interventions that 
reflect the main 
dialectic in DBT of 
change versus 
acceptance, and 
to give examples 
of change 
strategies and 
acceptance 
strategies has 
improved.

Not at all A little A fair amount Quite a lot Very much
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

POST 7 My ability to rate 
a DBT session 
across six 
categories of 
therapist in-
session behavior 
using a structured 
rating scale to 
provide an 
assessment of 
session quality 
has improved.

Not at all A little A fair amount Quite a lot Very much

8 My ability to 
differentiate 
between more 
effective and less 
effective 
strategies/ 
interventions, and 
describe reasons 
why an 
intervention is 
effective or 
ineffective given 
the context has 
improved.

Not at all A little A fair amount Quite a lot Very much

9 My ability to 
provide feedback 
as a peer 
supervisor on a 
DBT consultation 
team to my 
colleagues has 
improved.

Not at all A little A fair amount Quite a lot Very much
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Type # Text Choice 1 Choice 2 Choice 3 Choice 4 Choice 5 Choice 6 Choice 7

POST 10 Overall, I rate the 
quality of the 
course website 
(e.g., ease of use, 
features, 
availability):

Very poor Poor Neutral Good Very good

11 Overall, I rate the 
quality of this 
course as:

Very poor Poor Neutral Good Very good

12 I would 
recommend this 
course to my 
colleagues

Strongly disagree Disagree Neutral Agree Strongly agree

13 Any final 
comments or 
suggestions based 
on your 
participation in 
this study?
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