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Abstract

This study compared training outcomes obtained by 147 substance abuse counselors who completed eight self-paced online modules on
cognitive—behavioral therapy (CBT) and attended a series of four weekly group supervision sessions using Web conferencing software.
Participants were randomly assigned to two conditions that systematically varied the degree to which they explicitly promoted adherence to
the CBT protocol and the degree of control that they afforded participants over the sequence and relative emphasis of the training curriculum.
Outcomes were assessed at baseline and immediately following training. Counselors in both conditions demonstrated similar improvements
in CBT knowledge and self-efficacy. Counselors in the low-fidelity condition demonstrated greater improvement on one of three measures of
job-related burnout when compared to the high-fidelity condition. The study concludes that it is feasible to implement a technology-based
training intervention with a geographically diverse sample of practitioners, that two training conditions applied to these samples of real-world
counselors do not produce statistically or clinically significant differences in knowledge or self-efficacy, and that further research is needed to

evaluate how a flexible training model may influence clinician behavior and patient outcomes. Published by Elsevier Inc.
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1. Introduction

Self-paced, or asynchronous Web-based training (WBT)
can be an efficacious means of imparting knowledge about
cognitive—behavioral therapy (CBT) to practicing substance
use disorder (SUD) counselors (LoCastro, Larson, Amodeo,
Muroff & Gerstenberger, 2008; Scholomskas et al., 2005;
Weingardt, Villafranca, & Levin, 2006). This finding is
unsurprising because the educational literature has long
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demonstrated that distance learning technology, including
WBT, can result in equivalent gains in knowledge relative to
traditional face-to-face classroom training workshops (Rus-
sell, 2001; Weingardt, 2004).

However, few would argue that didactic training alone,
whether technology based or face to face, is sufficient to
promote the sustained adoption of a new strategy or
technique among practicing mental health treatment provi-
ders. Learning an advanced skill, such as incorporating an
evidence-based intervention into one’s daily clinical prac-
tice, understandably requires ongoing feedback, consulta-
tion, and supervision in addition to an initial workshop
(Davis, Thomson, Oxman, & Haynes, 1995; Miller,
Sorenson, Selzer, & Brigham, 2006; Miller, Yahne, Moyers,
Martinez, & Pirritano, 2004).

In addition to being a critical element of successful clinical
training, clinical supervision has also been found to serve a
protective function in terms of counselor’s psychological
well-being. Knudsen, Ducharme, and Roman (2006) found
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that SUD counselors’ perceived quality of clinical super-
vision was associated with reductions in job burnout,
emotional exhaustion, and intention to quit. This is of
particular importance given the very high rate of voluntary
turnover that has been found among counselors who treat
patients with SUDs.

Advances in instructional technology now provide a
mechanism to support the provision of supervision to groups
of clinicians who are in different geographical locations.
Synchronous e-Learning is a term used to describe real-time,
instructor-led learning events in which the instructor and all
learners are logged in at the same time and communicate
directly with each other but are not physically present at the
same location. Web conferencing or virtual classroom
platforms such as WebEx and LiveMeeting typically include
such features as bidirectional audio and video streaming (so
the audience and instructor can see and hear each other), a
virtual whiteboard to enable real-time illustrations, online
surveys tests or polls that can provide rapid feedback, and the
ability to share Web sites, PowerPoint slides, software
applications, and digital video clips with the audience
(Weingardt, 2004).

This study evaluates a combination or “blend” of an
asynchronous e-Learning intervention consisting of a self-
paced online course in CBT for SUDs (www.nidatoolbox.
org), with a series of live, online virtual supervision sessions
designed to promote clinical application of the material
covered in the online course. The integration of multiple
methods of information delivery into a single learning
system has been referred to as blended learning (Cucciare,
Weingardt, & Villafranca, 2008). This blending of self-paced
modules with live group consultation combines the strengths
of the self-paced WBT medium, which lies in the efficient
delivery of high-quality, standardized didactic training
content, with the advantages of the synchronous e-Learning
medium, which provides participants with the opportunity to
discuss clinical issues during a series of real-time group
consultation sessions.

Because both the didactic and live supervision elements
of this training program occur entirely online, this approach
has the potential to address one of the primary barriers to
delivering large-scale training in evidence-based SUD
treatment practices, namely, the significant resource con-
straints and other organizational challenges that characterize
the publicly funded SUD treatment system. SUD treatment
programs are notoriously underfunded and organizationally
unstable, with very high rates of voluntary turnover among
both clinical staff and management (McLellan, Carise, &
Kleber, 2003). These factors conspire to make SUD
treatment programs particularly difficult organizational
environments in which to conduct face-to-face training and
other in vivo interventions to promote the adoption of
evidence-based practices (Joe, Broome, Simpson, & Rowan-
Szal, 2007; Simpson, Joe, & Rowan-Szal, 2007).

The present blended, technology-based approach has the
potential to deliver high-quality training in evidence-based

treatment practices directly to frontline clinicians, regardless
of the organizational environment in which they work. As we
will discuss, this “direct to consumer” approach has the
potential to allow foundations, government agencies, and
other entities to develop and deliver training to a geogra-
phically dispersed audience of SUD counselors in a cost-
effective and scalable fashion. The primary aim of this study
is to evaluate the feasibility of this technology-based blended
training intervention in a diverse sample of practicing
community SUD counselors. Demonstrating the feasibility
of this approach is critical given that community SUD
counselors may lack computer proficiency and/or practice in
organizations that lack even the most basic computing
resources for clinical staff.

A secondary aim of this study is to evaluate the degree to
which flexibility in the design and delivery of technology-
based training resources may affect learner outcomes. A
variety of theoretical and practical considerations suggest
that a flexible training model may improve learner outcomes
relative to a more structured curriculum designed to promote
adherence to a manual-based training protocol. From the
theoretical perspective, research in Instructional Systems of
Design has long demonstrated that training designed to
maximize learner control promotes active learner engage-
ment with the instructional content and ultimately improves
learner outcomes (White, 2007). From the practical perspec-
tive, research has found that organizations that promote
flexible, supportive workplace environments and job
autonomy may reduce job burnout and voluntary turnover
(Knudsen, Johnson, & Roman, 2003).

This study compared training outcomes obtained by
substance abuse counselors who were randomly assigned to
one of two conditions that covered identical training content
but systematically varied the amount of control participants
had over (a) the order of topics to be covered, (b) the relative
emphasis they placed on each topic, and (c) the agenda and
focus of supervision sessions. In sum, this study sought to
answer two research questions. First, is it feasible to
implement a 100% technology-based, blended learning
protocol to train a sample of practicing substance abuse
counselors in CBT? Second, does providing more flexibility
in the process of learning CBT and receiving CBT-related
supervision lead to greater improvements in self-reported
ratings of counselors’ knowledge of CBT, self-efficacy
regarding CBT interventions, and job burnout than a more
structured training protocol?

2. Method
2.1. Design

A total of 147 practicing SUD counselors were randomly
assigned to one of two conditions. Participants in both
conditions (a) completed an online training course in CBT
for SUDs (www.nidatoolbox.org) and (b) attended a series of
four weekly group supervision meetings using an interactive
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Web Conferencing platform (www.webex.com). Both
groups also completed pre- and post-intervention question-
naires assessing knowledge of the CBT content, provider
self-efficacy, and job burnout.

The online CBT course was created by translating the
content from the National Institute of Drug Abuse therapy
manual A cognitive behavioral approach: Treating cocaine
addiction (Carroll, 1998) into a series of interactive, media-
rich, Web-based modules for clinician training. Each of the
eight topics in the CBT manual resulted in a stand-alone,
problem-focused module (e.g., “Problem Solving,” “Coping
with Craving,” “Refusal Skills”) designed to provide counse-
lors with the knowledge and skills required to successfully
implement that set of CBT strategies and/or techniques in their
clinical practice. Each module or “tool” uses a variety of
vignettes, video role-plays, graphics, and animated sequences
to promote active engagement with the material. The course
is currently available at www.nidatoolbox.org and available
for free Continuing Education credit through the Addiction
Technology Transfer Centers’ searchable database of distance
learning courses (www.addictioned.org).

The experimental conditions were differentiated by the
degree to which they explicitly promoted adherence to the
CBT protocol. In the high-fidelity (HF) condition, partici-
pants completed the eight online training modules in the
order prescribed in the original treatment manual, two
modules per week, for 1 month. Participants assigned to the
low-fidelity (LF) condition were also given 1 month to
complete all eight training modules. However, participants in
the LF condition were encouraged to access the modules in
any order, placing greater emphasis on those topics that they
thought would be most relevant to their own clinical work.
Ongoing weekly Web conferencing sessions reflected these
different emphases. Group supervision sessions in the HF
condition were highly structured, following a curriculum that
focused discussion on counselor experiences relevant to the
two topics of the week. In contrast, group supervision in the
LF condition was relatively unstructured, with a flexible
agenda that follows participants’ various interests.

2.2. Recruitment

Recruitment fliers were distributed via email lists
maintained by the Pacific Southwest Addiction Technology
Transfer Center (ATTC) and the Northwest Frontier ATTC.
Electronic fliers were also distributed via email lists
maintained by colleagues at the Counselor Certification
Board of Oregon, Substance Abuse Services at Columbia
University Medical Center, and the Alcohol and Drug
Abuse Institute at the University of Washington. The only
eligibility criteria were that an individual be currently
practicing as a SUD counselor with a full caseload (30 hours
per week or greater) and be neither a private practitioner nor
a compensated federal employee. Participants faxed pay-
check stubs to research staff members, who placed follow-
up phone calls to verify that these criteria were met. Of the

455 respondents who initially expressed interest in the
study, 236 counselors were deemed eligible to participate,
172 participated in an initial orientation session, and 147
were ultimately randomized to experimental conditions
(see Fig. 1).

2.3. Procedures

The investigators relied upon internet technology to
conduct every stage of the project, from recruitment and
consent, through ongoing training and live group supervision
sessions, to follow-up data collection. All study procedures
were approved by the Stanford University Institutional
Review Board. Project staff used FormSite (http://formsite.
com/) to collect initial enrollment information and to obtain
informed consent. All enrollment data that participants
entered into FormSite were stored on a secure sockets layer
(SSL) encrypted server to ensure the protection of sensitive
personally identifiable information. Participants who failed to
answer any required fields were unable to enroll in the study.

Eligible participants were required to attend a 30-minute
online orientation session. This orientation was designed to
support the participation of counselors who had minimal
computer experience. The orientation session provided
counselors with an overview of the Learning Management
System (LMS) that they would use to access study materials,
as well as a general introduction to the WebEx virtual
conferencing environment in which the group supervision
sessions would be held. The SumTotal LMS (www.
sumtotalsystems.com) handled virtually all study logistics,
including scheduling group supervision sessions, the admin-
istration of the pre- and posttest assessments, and providing
timely access to the prescribed self-paced CBT training
modules. Importantly, the orientation session also guided
participants through the process of testing their computer
systems to ensure that they could participate in all subsequent
sessions and activities.

Participants who completed the orientation session were
sent individual e-mails containing an assigned username and
password to be used for the duration of the study and a link
providing access to the online pretest. After completion of
the pretest, subjects were asked to logon to the LMS with
their username and password and choose from among a set
of available dates and times to attend a series of four virtual
group supervision sessions. There were ultimately 28 groups
across the two conditions, 14 in HF and 14 in LF. The
number of group participants ranged from three to seven with
a mean of seven participants per group. All groups were
completed within a 2-month time frame by a single
postdoctoral fellow who was trained and closely supervised
by the first author (K. R. W.). Counselors who participated in
all phases of the trial were eligible for a total of $250 in
subject compensation. Payments were allocated as follows:
$50 for baseline assessment, $100 for attending at least three
of the four weekly supervision/consultation sessions, and
$100 for completing posttraining assessment.
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Fig. 1. Participant flow (CONSORT diagram).

2.4. High versus LF conditions

The LMS was used to govern access to the self-paced
training modules in a manner that was consistent with the
condition to which a participant was assigned. Participants in
the LF condition were able to access all eight online training
modules from the beginning of the protocol. In contrast,
participants in the HF condition were only able to access the
modules in the order in which they were assigned, consistent
with the order in which they appear in the original CBT
manual (Carroll, 1998).

HF and LF conditions also differed on a variety of other
key dimensions (see Table 1). The HF condition was

characterized by a structured format in which the facilitator
followed a set agenda and used prepared slides to guide
discussion of the material contained in the assigned CBT
modules. The explicit goals of the training and supervision
sessions in the HF condition were to promote adherence to the
CBT protocol, as operationalized in the Yale Adherence and
Competence Scale (YACS; Carroll et al., 2000). As such, the
facilitator consistently encouraged counselors (a) to adhere to
the session structure, (b) to maintain an explicit skills training
focus, and (c) to teach clients to recognize, avoid, and cope
with triggers (i.e., conduct functional analyses).

Adherence to session structure was encouraged by
referring to the “20/20/20 rule,” which dictates that
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Table 1
Factors that differentiate high and LF training conditions

HF training condition LF training condition

@ Instructor sets agenda
@ Instructor led

@ Agenda set by group consensus
@ Peer led

@ Didactic @ Interactive
@ Adhere to agenda @ Flexible agenda
@ Telling @ Asking

@ Instructor talks more @ Instructor talks less
@ Prepared slides @ On-the-fly white board
@ Tie case material to CBT elements @ Case material as
per peer discussion

Promote CBT adherence by referring

to one of the following at least

three times per session
@ Adhere to session

structure (20/20/20)
@ Use explicit skills training focus
@ Conduct functional analysis

counselors spend the first 20 minutes of each session setting
an agenda; assessing substance use, craving, and high-risk
situations since the last session; eliciting patients concerns;
and discussing the practice exercise. In the second 20-minute
segment, counselors were encouraged to introduce and
discuss the current session topic and relate it to current
concerns. The last 20 minutes were to focus on exploring the
patient’s understanding of and reactions to the topic,
assignment of a new practice exercise, and anticipation of
potential upcoming high-risk situations.

Participants in the HF condition were encouraged to
maintain an explicit skills training focus in their application
of CBT techniques by teaching, modeling, rehearsing, and
discussing specific coping skills. They were reminded that
in-depth discussion of specific coping skills must include an
introduction and rationale for the skill, a thorough
explanation of it using examples, linking the skill to past
client behavior, and assessment of the client’s understanding
of the skill.

Counselors in the HF condition were also encouraged to
teach clients to recognize, avoid, and cope with triggers (i.e.,
to conduct functional analyses of their behavior). Such
functional analyses include a thorough discussion of past
high-risk situations or triggers, past actions taken by the client
to avoid or cope with those situations, and anticipation of
future high-risk situations, including the development of
realistic, elaborate, detailed plans for how to successfully
navigate those situations without resorting to substance use.

In contrast, the LF condition was characterized by a peer-
led format, with the agenda for each supervision session
arrived at by group consensus, and the facilitator prepared to
follow the group discussion wherever it might lead.
Participants in the LF condition were not exposed to any
of the prepared slides during the group supervision sessions
that reinforced the points covered in the CBT training
modules, nor were they explicitly encouraged to adhere to
the 20/20/20 rule, to maintain a deliberate skills training
focus, or to conduct functional analyses with their clients.

2.5. Measures

Participants in both HF and LF conditions completed an
identical battery of assessment instruments before and after
the training intervention. The assessment questionnaire was
administered via the online data collection tool, Inquisite
Survey Builder (http://www.inquisite.com/). This online
survey tool is similar to the Web form that was used to
collect initial enrollment information but allows for more
pages of questions, branching questions, or conditional logic;
supports a variety of reporting functions; and uses encryption
to ensure the privacy and confidentiality of respondent data.

2.5.1. CBT Knowledge

A 73-item multiple-choice test was constructed to
measure knowledge regarding the content contained in the
eight CBT training modules. Test items for each module
were developed to assess the student performance objectives
outlined for that module, for example, “Slowing down the
tape” is a technique used for (a) Relaxation, (b)
Recognizing automatic thoughts, (c¢) Recalling negative
consequences, or (d) Reviewing notes.

2.5.2. CBT self-efficacy

The authors modified the Provider Efficacy Questionnaire
(Ozer et al., 2004) to assess participants’ confidence in their
ability to competently deliver CBT treatment to clients.
Twenty-six items were developed to assess provider self-
efficacy regarding each of the eight CBT topics or modules.
Participants rated each of the items on an 11-point Likert
scale, ranging from Not at all confident (0) to Extremely
confident (10) regarding their ability to apply the skills and
techniques covered in that module.

2.5.3. Job burnout

Participants completed the Maslach Burnout Inventory
—Human Services Survey (MBI-HSS; Maslach & Jackson,
1986). This widely used, psychometrically valid instrument
consists of 22 statements of job-related feelings. Partici-
pants respond to each statement by rating if they ever feel
this way about their job, and if so, how often. Response
options ranged from “Never” (0) to “Every day” (6).
Responses are scored along three subscales: emotional
exhaustion, which is defined as the perception that one’s
emotional resources have been completely expended;
depersonalization, referring to the development of cynical
attitudes toward one’s clients; and a decreased sense of
personal accomplishment.

3. Results
3.1. Participant characteristics
Table 2 provides demographic data for our sample of

substance abuse counselors grouped by training condition.
The mean age of the total sample was 47 years (SD = 9.6).
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Table 2
Participant characteristics for both training conditions and total sample

Variables LF (n =74) HF (n=73) Total (N = 147)
Age, M (SD) 47 (9.2) 48 (10.0) 47 (9.6)
Gender, n (%)*

Male 30 (40.5) 25(35.2) 55(37.9)

Female 44 (59.5) 46 (64.8) 90 (62.1)
Race/Ethnicity, n (%)

African American 17 (23.0) 12 (16.4) 29 (19.7)

Asian/Pacific Islander 0 (0) 1(1.4) 1(0.7)

Caucasian 44 (59.5) 52 (71.2) 98 (65.3)

Hispanic/Latino 7 (9.5) 5(6.8) 12 (8.2)

Other 6 (8.1) 3 4.1 9(6.1)
Education, n (%)°®

High school diploma/GED 16 (21.6) 13 (18.1) 29 (19.9)

Associates degree 18 (24.3) 9 (12.5) 27 (18.5)

Bachelors degree 13 (17.6) 15 (20.8) 28 (19.2)

Postgraduate degree 27 (36.5) 35 (48.6) 62 (42.5)
SUD recovery, n (%)°

Yes 47 (63.5) 52 (72.2) 99 (67.8)

No 27 (36.5) 20 (27.8) 47 (32.2)
Familiar with CBT, n (%)

Yes 65 (87.8) 65 (89.0) 130 (88.4)

No 9(12.2) 8 (11.0) 17 (11.6)
Primary work setting, n (%)

Outpatient 45 (60.8) 48 (65.8) 93 (63.3)

Controlled 29 (39.2) 25 (34.2) 54 (36.7)

Note. Participants in the two training conditions did not differ significantly
on any of the above pretraining demographic characteristics. GED indicates
General Educational Development.

3= 145.
b n = 146.

Most participants were women (62.1%) and Caucasian
(65.3%). Our sample was relatively well educated (67.7%
had a bachelor’s degree or higher), and most of the
participants identified themselves as being in recovery from
a SUD (67.8%). Most participants had some familiarity with
CBT prior to enrolling in the study (88.4%). Participants in
the two conditions did not differ on any of these demographic
variables, nor did they differ on baseline measures of CBT
knowledge, CBT self-efficacy, or job burnout. However, a
significantly higher proportion of women were observed to
have dropped out of the study (80% women vs. 20% men)
when compared to participants who completed the protocol
(57% women vs. 43% men), x*(1, N=147)=5.950, p = .02.
No other statistically significant differences were found
between those who completed the protocol and those who
dropped out.

3.2. Treatment completion rates

Of the 147 community substance abuse counselors
assigned to one of the two CBT training conditions, 35
(24%) dropped out of the study before completion of the
program. This dropout rate is comparable with the approxi-
mately 22% participant dropout rate in similar training studies
(Scholomskas et al., 2005). The proportion of dropouts was
not significantly different across the two training conditions:
x*(1, N=147)=0.057, p = .811. In addition, dropouts were

similar to completers on all demographic variables including
age: 1(1,144)=-0.907, p=.37; gender: z*(1, N=145)=0.13,
p = .72; education: x2(3, N = 146) = 2.80, p = .42; and
ethnicity: (4, N = 147) = 1.08, p = .90. They were also
similar on pretraining levels of CBT knowledge: #(1, 145) =
—1.69, p = .10; CBT self-efficacy: #(1, 145) = .57, p = .57;
personal accomplishment: #(1, 145) = —0.18, p = .86; and
depersonalization, #(1, 145) = 0.58, p = .38, subscales of the
Provider Burnout Questionnaire. However, dropouts and
completers did differ significantly on the Emotional Exhaus-
tion subscale, #(1, 145)=2.23, p=.03, with dropouts reporting
greater emotional exhaustion (M = 27.20, SD = 10.92) than
completers (M =23.13, SD=28.91).

3.3. Data analytic approach

For the primary analysis, several repeated measures
analysis of variance were conducted to examine the presence
of Main (Time) and Interaction (Time x Condition) effects on
all three main outcomes (CBT knowledge, self-efficacy, and
provider burnout) and their relative subscales. We then
explored potential differences in the subscales to determine
which (if any) differences were observed between groups on
specific aspects of these outcomes. Sample size varied in the
following analyses due to missing data observed in the
outcome measures.

First, we examined changes in total CBT knowledge
scores from pre- to posttraining. The Time (pre and post) x
Condition (LF or HF) interaction was not significant:
Wilks’s F(1, 110) = 2.78, p = .10 and np* = .02. However,
both training conditions improved in CBT knowledge from
pre- to posttraining, as evident by the statistically significant
Main effect of Time, Wilks’s F(1, 110) = 103.53, p = .00,
and np® = .49 (see Table 3). We then examined changes in
the eight subscales of the CBT knowledge test pre- and
posttraining. No significant Time x Condition interaction
was observed for any of the subscales.

Next, we tested changes in participants’ ratings of CBT
self-efficacy from pre- to posttraining. The Time x Condition
interaction for CBT self-efficacy was not statistically
significant, Wilks’s F(1,110) = .68, p = .41, and np” = .01.
However, as was the case with CBT knowledge, both training
conditions showed improvement in CBT self-efficacy from
pre- to posttraining, Wilks’s (1, 110) =110.72, p = .00, and
np® = .50. We also examined changes in ratings of self-
efficacy associated with each of the eight CBT modules and
found no significant Time x Condition interactions.

Finally, we tested for differential changes in participants’
perceived degree of workplace burnout on three subscales
of the MBI: emotional exhaustion, depersonalization, and
personal accomplishment. Although the Time x Condition
interaction effect was not statistically significant for
emotional exhaustion, Wilks’s F(1,110) = 1.65, p = .20,
and np®> = .03, nor for depersonalization, Wilks’s F
(1,110) = 1.93, p = .17, and np* = .02, a significant
interaction effect was found for personal accomplishment,
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Table 3

Means and standard deviations for the CBT knowledge, self-efficacy, and burnout measures

225

LF, M (SD), n = 57

HF, M (SD), n = 55

Measures Baseline Posttraining Baseline Posttraining
CBT knowledge (total) 57.33 (6.04) 60.81 (4.94) 56.69 (7.09) 61.53 (6.61)
Coping with craving 13.61 (1.77) 14.77 (1.45) 13.58 (1.78) 15.02 (1.48)
Motivation 5.77 (1.07) 6.07 (0.98) 5.78 (1.55) 5.96 (1.10)
Refusal skills 9.09 (0.91) 9.35 (0.86) 9.04 (1.19) 9.56 (1.00)
Decisions 5.65 (1.14) 6.36 (1.11) 5.56 (1.32) 6.16 (1.26)
Coping plan 5.37 (0.79) 5.61 (0.67) 5.38 (0.78) 5.62 (.83)
Problem solving 6.56 (1.05) 6.94 (0.87) 6.33 (1.22) 6.80 (1.11)
Case management 5.72 (1.52) 5.91 (1.46) 5.49 (1.40) 6.22 (1.49)
HIV 5.56 (1.31) 5.77 (1.23) 5.53 (1.50) 6.18 (1.49)
Self-efficacy (total) 226.47 (26.60) 252.46 (21.15) 230.95 (29.40) 253.11 (23.49)
Coping with craving 44.39 (5.87) 49.12 (4.45) 44.80 (7.63) 48.98 (5.46)
Motivation 37.77 (4.66) 40.18 (3.41) 37.91 (4.48) 40.27 (4.18)
Refusal skills 35.35 (5.69) 39.65 (3.69) 36.62 (5.57) 40.47 (4.03)
Decisions 14.77 (4.88) 19.21 (2.46) 15.98 (4.24) 18.67 (3.29)
Coping plan 19.22 (1.99) 20.26 (1.64) 19.51 (2.28) 20.42 (2.05)
Problem solving 6.18 (3.26) 9.51 (1.20) 6.20 (3.14) 8.89 (1.87)
Case management 33.28 (8.22) 36.02 (7.28) 33.85(8.39) 36.85 (5.82)
HIV 35.51 (4.25) 38.49 (3.61) 36.07 (4.94) 38.55 (4.19)
Burnout
Emotional exhaustion 22.54 (8.79) 20.84 (7.38) 23.72 (9.07) 23.40 (10.12)
Depersonalization 8.77 (3.21) 8.67 (3.26) 8.40 (3.24) 9.07 (4.26)
Personal accomplishment 49.30 (5.30) 51.46 (4.15) 49.83 (3.89) 50.13 (4.58)

Wilks’s F(1,110) = 4.33, p = .04, and np* = .04. Participants
in the LF condition reported a greater reduction in perceived
burnout related to personal accomplishment. Participants in
both groups improved significantly in this domain of
burnout from pre- to posttraining, Wilks’s F(1,110) =
7.45, p = .01, and np* = .06.

4. Discussion

Although other researchers have evaluated different
blends of technology, training, and supervision in promoting
the adoption of CBT for treating SUDs (LoCastro et al., 2008;
Scholomskas et al., 2005), to our knowledge, this is the first
study to test the feasibility of implementing this innovative
blend of instructional technology in a geographically diverse
sample of practicing community substance use counselors.
This study has several limitations. First, we did not include a
no-training control condition. Both groups of participants
received some training in CBT, making it difficult to parse out
the effect of the protocol from the influence of other potential
influencing factors (e.g., regression to the mean). A no-
training control condition would have helped more clearly
elucidate the impact of our training on important provider
outcomes such as job-related burnout. Second, we did not
directly examine whether the supervision/consultation ses-
sions consistently differed from one another. For example, the
LF supervision/consultation sessions were designed to be
more flexible than the HF conditions, but no manipulation
check (e.g., coding of audiotapes) was used to ensure that
these sessions remained consistent. Thus, it is difficult to
determine whether any differential outcomes between the two

conditions were due to the experimental manipulation. Third,
no direct measure of clinician behavior was used in the study.
This would have had the obvious advantage of shedding
some light on how much of an impact our training protocols
had on the adoption of CBT-based therapy skills in actual
clinical practice. Fourth, patient outcomes were not measured
in this study. An important next step in this line of research
will be to examine whether the level of structure provided in
different blended learning interventions have differential
impacts on clinician practices and patient outcomes.

Despite these limitations, this study provides us with a
valuable demonstration of the feasibility of a blended training
intervention that takes place entirely on the Internet. It is
critically important to establish the feasibility of this approach
because community-based substance abuse counselors typi-
cally practice in organizations that lack computer and
information resources (e.g., email; McLellan et al., 2003)
and report a high degree of workplace burnout (Knudsen,
Ducharme, & Roman, 2006). These factors conspire to make
community SUD treatment providers a particularly challen-
ging audience for a training intervention that relies entirely on
Internet technology. This study provides compelling evi-
dence that given a single 30-minute orientation session, and
ongoing technical support, a diverse audience of practicing
SUD counselors can successfully engage with both synchro-
nous and asynchronous online training resources and
demonstrate significant improvement on measures of knowl-
edge and self-efficacy as a result.

The results of this feasibility study have important
implications for dissemination and implementation of
evidence-based treatment practices because the technology-
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based training program that was evaluated is entirely scal-
able. A training intervention is said to be scalable if one can
rapidly increase the number of trainees while only marginally
increasing the resources required to train those additional
individuals. Once the WBT modules have been developed
and deployed, the cost of delivering the course content to an
additional 10, 20, or even 1,000 counselors is fairly trivial.
Furthermore, using Web conferencing technology to facilitate
group supervision sessions is far more scalable than holding
face-to-face supervision groups because it allows a single
centrally located clinician to conduct multiple supervision
sessions per day with groups composed of trainees from
around the country or around the world.

In addition to testing the feasibility of this innovative
blended learning intervention, this study compared learner
outcomes across two conditions that varied in the degree to
which they explicitly promoted adherence to the manual-
based CBT treatment protocol. Participants in both experi-
mental conditions demonstrated equivalent improvements in
scores on a test of knowledge about CBT and similar
improvements in their ratings of their self-efficacy in their
ability to use CBT in their clinical practice. The present
results suggest that counselors who participate in relatively
more structured training designed to promote adherence to a
manual-based treatment may not result in better training
outcomes than counselors who are afforded a greater degree
of control over their individual training experience.

This finding has important implications for those who are
interested in implementing evidence-based treatments for
individuals with SUDs. In the “Stage Model of Psychother-
apy Development” (Onken, Blaine, & Battjes, 1996),
alternately been referred to as the “Psychotherapy Technol-
ogy Model” (Morgenstern & McKay, 2007) or “Systematic
Replication Model” (Hayes, 2002), dissemination research
tests the external validity of scientifically proven technolo-
gies, identifying subpopulations of responders and nonre-
sponders, and the necessary and sufficient conditions for
replication of the results obtained in efficacy trials. Clinical
training is thus conceptualized as occurring at the end of a
long, unidirectional translation pipeline. Its primary purpose
is to promote adherence, fidelity, and compliance with the
treatment protocol among counselors practicing in the field.
Adherence is typically measured by listening to audiotapes of
clinicians working with clients and having an independent
rater code those interactions according to a standardized
system (e.g., YACS; Carroll et al., 2000; Motivational
Interviewing Treatment Integrity scale for Motivational
Interviewing; Moyers, Martin, Manuel, & Miller, 2002).
The success of a training intervention is then judged primarily
by the degree to which trainees can adhere to the manual-
based treatment protocol.

Although this model has tremendous intuitive appeal,
Morgenstern and McKay (2007) have recently invited us to
question some of its most fundamental assumptions. These
authors point out that literally hundreds of methodologically
rigorous randomized control trials have yet to yield convincing

evidence that theory-based active ingredients of so-called
empirically supported treatments (ESTs) are curative agents
or that the specific factors captured in the manual-based
treatment protocols are more important than nonspecific
ones. Barring such clear evidence, it has become increasingly
difficult to justify adherence to these specific factors as the
primary goal of clinical training in SUD.

An alternative perspective on the objectives of clinical
training reflects the broader, more comprehensive view of
evidence-based practices that have been proposed in recent
years. The APA Presidential Task Force on Evidence Based
Practice (2006) defines evidence-based practice in psychol-
ogy as “the integration of the best available research evidence
with clinical expertise in the context of patient characteristics,
culture and preferences.” This model is consistent with the
principle of evidence-based medicine endorsed by the
Institute of Medicine (2001), which conceptualizes evi-
dence-based practice as a stool resting upon a three “legs”; (a)
research evidence, (b), clinical expertise of the health
professional, and (c) the unique preferences and expectations
of'the client (APA Presidential Task Force on Evidence Based
Practice, 2006; Spring, 2007).

If we expand our view of implementing effective
practices beyond the unidirectional transmission of theory-
based active ingredients of manual-based treatment protocols
(Weingardt & Gifford, 2007), training in evidence-based
practices can similarly move beyond a narrow focus on
promoting adherence to treatment protocols and embrace the
clinical expertise of the counseling professional and the
individual challenges faced by the clients that he or she is
working with. Such a view is consistent with that expressed
by Hayes (2002), who outlined a “practical application
model,” wherein dissemination research examines how to
improve outcomes in the real world of health care delivery.
In Hayes’ model, the focus is not on strict adherence to a
manual-based treatment protocol but rather on the identifica-
tion of “...technologies that clinicians are willing to accept
and adopt. If they are to hard to learn, too confusing, too
complex, or too boring, then that limits their practical
applicability...” (p. 411).

Rather than being trained to closely follow a prescribed
sequence of interventions, an alternative training model
would explicitly encourage trainees to use their best clinical
judgment to pick and choose among the clinical strategies
and techniques, with an eye toward the unique challenges
experienced by their individual clients. Building upon the
popular metaphor that clinicians learning new strategies and
techniques are like craftsmen obtaining new tools, this
practical application model has been termed Toolbox
Adoption (Guydish, Manser, Jessup, & Tajima, 2007). In
this model, training provides counselors with new clinical
tools which they are then free to select and apply in eclectic
fashion. Such a self-directed approach to clinical training is
reflective of contemporary evidence-based models of train-
ing and performance improvement, which uniformly advo-
cate for maximizing “learner control” over training exper-
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iences (see Committee on Developments in the Science of
Learning, 1999; pp. 192).

Of course, the ultimate test of a clinical training program
is whether it results in improved outcomes among the
patients of clinicians who are trained. More research is
clearly needed to determine whether the flexible, blended
training model described in the present article will result
such improved patient outcomes. However, this study does
suggest that such a flexible model can result in equivalent
improvements in therapist knowledge and self-efficacy as a
more traditional training approach. Furthermore, our results
suggest that a more flexible training model may also
increase feelings of personal accomplishment among
counselors relative to clinicians who participate in a more
traditional, structured training program. Given the extra-
ordinarily high rates of voluntary turnover among clinicians
who treat SUD, this finding alone is encouraging and
worthy of further exploration.
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