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Objective: Current research highlights the 
need to embed evidence-based psychotherapies 
such as cognitive-behavioral therapy (CBT) within 
primary care settings. Few studies have examined 
CBT training procedures, and no studies have 
examined the impact of CBT training in the 
primary care setting. The current study sought to 
describe and assess the feasibility and effectiveness 
of a focused CBT training program for a diverse 
sample of primary care mental health providers 
in the Department of Veterans Affairs (VA).

Method: A multidisciplinary group of 28 
mental health clinicians from 6 VA medical 
centers and 15 community-based outpatient clinics 
received an intensive 1½-day CBT workshop, held 
in Houston, Texas, in May 2008,  including didactic 
presentations, expert modeling, and small-group 
role plays. CBT experts also provided biweekly 
follow-up group telephone consultation calls for 
participants over 12 weeks to aid in development 
of CBT skills. Participant program evaluation 
surveys and self-reported CBT knowledge, ability, 
and utilization were measured preworkshop, 
postworkshop, and 3 months postworkshop. 
Analyses compared mean change scores at 
baseline to those at 3-month follow-up. Wilcoxon 
signed rank tests were completed, and Cohen d 
effect-size calculations were also computed.

Results: Statistical analyses found that 
participant self-reported CBT knowledge 
(P < .01, effect size [ES] = 0.49) was significantly 
improved postworkshop and maintained at 
3-month follow-up. Self-reported abilities were 
also improved (P = .07, ES = 0.40). The potency of 
the training experience appeared to be enhanced 
by the multimodal nature of the program.

Conclusion: Although challenges exist, 
focused and intensive training in CBT appears 
feasible for multidisciplinary mental health 
practitioners in the primary care setting.
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Recent empirical reviews suggest that psychological 
interventions are effective for depression in the 

primary care setting.1,2 Cognitive-behavioral therapy 
(CBT), a specific type of psychological intervention, 
is considered a well-established and well-supported 
treatment for depression3 and holds strong potential for 
use in the primary care setting as a focused, time-limited 
treatment. Wolf and Hopko2 provide a comprehensive 
summary of current research efforts in psychotherapy 
for depression in primary care, including specific reviews 
for cognitive therapies and CBTs. Several important 
conclusions were generated from this review, including 
the need for additional studies of CBT to further validate 
its feasibility and efficacy in the primary care setting, the 
need to examine the ability of front-line practitioners to 
conduct CBT, and an implicit need for the establishment 
of CBT training for primary care practitioners.2

Successful implementation of CBT in the primary 
care setting is contingent upon the provision of a 
comprehensive, yet feasible, CBT training program. 
Evidence suggests that quality of treatment (provider 
expertise) is related to success or failure of depression 
treatments.4 Unfortunately, we are aware of no published 
data that address provider skill level or training needed 
to administer CBT in the primary care setting.

Some of the most rigorous CBT training occurs within 
clinical and counseling psychology programs, in which 
students receive both didactic and experiential CBT 
instruction. Experiential instruction in CBT, using 1-year 
practicum placements focusing on CBT, has been shown 
to be effective at increasing knowledge and utilization of 
CBT techniques.5 Psychiatry residency training programs 
use similar approaches for teaching CBT. Sudak et al6 
state that most advanced training studies emphasize at 
least 6 months (24–30 hours) of didactic lecture, plus at 
least 2 hours a week of clinical work with patients and 
2 hours a week of supervision for 6 to 12 months.

While such in-depth training experiences are ideal, 
these procedures are not feasible for on-the-job training 
of primary care–based providers and may include a level 
of detail or complexity unnecessary for a non–mental 
health specialty clinic. Several studies have examined 
the use of brief CBT training methods within specialty 
mental health settings. These studies suggest that CBT 
training of 1 to 3 days’ duration can result in increased 
provider knowledge and skill acquisition.7–10 Unfortunately, 
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little is known about these brief CBT training models 
over time or their utility for the range of provider 
disciplines found within the primary care setting.

Although brief training programs have been shown to 
result in increased CBT knowledge and skill in settings 
other than primary care, the impact of these changes 
on clinical practice is not clear. For example, after a 
brief CBT workshop, medical-record reviews did not 
suggest that trained therapists increased their use of CBT 
techniques.11 Kavanaugh12 found a similar trend, with 
actual implementation of CBT techniques following a 
workshop being relatively limited, although perceived 
knowledge increased. However, the combination of 
intensive knowledge and skills acquisition followed by 
supervised clinical casework has been shown to increase 
not only perceptions of knowledge but also demonstrable 
CBT ability,10 suggesting that ongoing supervision or 
consultation might improve the potency of training.

The Department of Veterans Affairs (VA) currently has 
an emerging national initiative to embed mental health 
care within the primary care setting.13 Although significant 
resources have been allocated by the VA to incorporate 
mental health into primary care, limited attention has 
been given to the training needed to apply evidence-based 
psychotherapies. Given the size of the VA mental health in 
primary care initiative, opportunities exist for establishing 
evidence-based psychotherapy training procedures and 
monitoring the impact of this training on provider abilities.

The current study was paired with the VA mental 
health in primary care initiative to develop, implement, 
and examine a formalized, multimodal CBT training 
approach for a heterogeneous mix of VA mental 
health practitioners in primary care. Specifically, the 
current study sought to (1) describe and evaluate the 
feasibility and acceptability of a standardized brief 
CBT training program and (2) examine preliminary 
results related to the impact of the training program 
on practitioner self-reported CBT knowledge, 
abilities, and utilization 3 months postworkshop.

METHOD

Participants
Training candidates were drawn from VA medical 

centers (VAMCs) and community-based outpatient 
clinics (CBOCs) by mental health clinical leaders within 

the South Central Veterans Integrated Service Network 
(VISN), which includes parts of Texas, Oklahoma, 
Louisiana, Arkansas, Mississippi, Alabama, Missouri, 
and Florida. Selected clinics included 7 VAMCs and 
3 CBOCs participating in the VISN mental health 
and primary care collaborative-care initiative and 12 
additional CBOCs providing primarily mental health 
services. Clinical leaders from these sites nominated 
30 therapists to participate in training. Study personnel 
interviewed all nominees to assess their motivation to 
conduct CBT. Twenty-eight therapists were selected 
to attend the training, representing 6 VAMCs and 15 
CBOCs. Most of the 28 therapists were women (75%, 
n = 21) and social workers (61%, n = 17). The remaining 
included 8 psychologists, 1 psychiatrist, 1 nurse, and 1 
nurse practitioner. Twenty-three therapists consented 
to participate in a larger research study to test an 
implementation strategy called external facilitation 
described elsewhere (M.R.K., G. Sullivan, J.A.C., et 
al, unpublished data, 2009). This research participant 
group (n = 23) reported an average of 5.9 years at the VA 
and 9.4 years as a therapist. Sixty-one percent reported 
having had some form of training in CBT in the past, 
although the type and depth of training was not solicited.

CBT Training
The CBT training workshop was held in Houston, 

Texas, in May 2008. The training, including participant 
travel and lodging, was provided at no cost to participants 
through a grant provided by the South Central Mental 
Illness Research, Education, and Clinical Center. 
Training consisted of a 1½-day brief CBT workshop 
and 6 postworkshop biweekly group consultation 
calls. Cognitive-behavioral therapy consultation 
calls were led by 6 CBT experts who were present at 
the workshop. These calls focused on extending the 
content and practices of the initial training using real-
world patient examples encountered by participants 
following the workshop. As part of a larger research 
study, willing participants were randomly allocated 
to receive no additional services or a facilitation 
intervention. For those allocated to the facilitation 
group, individuals received additional guidance from 
a facilitation expert via telephone calls and e-mail. The 
facilitator, who did not have CBT expertise, focused on 
ways to improve implementation of CBT procedures 

Clinical Points

Little is known about how to train frontline practitioners to use evidence-based ◆◆
psychotherapies such as cognitive-behavioral therapy.

Comprehensive multi-method cognitive-behavioral training programs (such as the ◆◆
one described in this article) are needed to increase the number of clinicians able to 
provide evidence-based mental health treatments in primary care.
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by addressing practice barriers such as time and space 
constraints, as well as setting individual provider practice 
goals. When issues related to the provision of CBT 
techniques arose during a facilitation call, the facilitator 
encouraged the provider to discuss that issue with his/
her CBT consultant. Notably, training participation 
was voluntary, and attendance at the consultation and 
facilitation calls was expected but not required.

Brief CBT workshop. The workshop focused on the 
provision of time-limited or brief CBT and consisted 
of 1½ days of intensive and structured didactic 
instruction, expert modeling, and experiential exercises, 
using small groups led by a CBT expert. As part of 
the workshop, each participant was provided with a 
brief CBT training manual14 and standardized patient 
profiles for expert modeling and small-group role plays. 
Specific content of the workshop was organized into 
discrete “modules,” as detailed in the training manual 
and described in Table 1. The use of modules allows 
the therapist to apply specific skills in a more flexible 
manner (than that described in more rigid session-by-
session manuals) and has been found to be an important 
factor associated with improving provider attitudes 
toward evidence-based practices.15 For the current 
training, each module was introduced and presented 
to the entire training group via projector and slides. 
All modules except “Using Supervision/Consultation” 
and “Ending Treatment and Maintaining Changes” 
also included an expert modeling session, participant 
small-group role play facilitated by a CBT expert, and 
a larger-group discussion of the facilitated role plays.

During the first phase of the workshop, participants 
were grouped into “clinician networks” of 4 to 5 
participants and moderated by a CBT expert. Clinician 
networks were designed to improve the training process, 
continuity of the workshop, and small-group exercises 
but also served to establish rapport and training 
exchanges between participants and a dedicated CBT 
expert for follow-up telephone consultation calls.

Three patient vignettes detailing general medical, 
mental, vocational, and social history, along with 
presenting complaints, were used throughout the 
workshop to standardize expert modeling and small-
group role plays. Vignettes were created by the workshop 
leaders (J.A.C., A.L.T.) to be gender and ethnically diverse 
and to address common issues encountered in the primary 
care setting (eg, mixture of physical and emotional health 
concerns). The use of the same 3 case vignettes allowed 
CBT trainers to efficiently use workshop time (avoiding 
introduction of additional cases) and expand upon the 
vignettes during role-play exercises to focus participants 
on specific skill sets (eg, Socratic questioning).

Consultation telephone sessions. Following the 
workshop but as a continuation of training, all participants 
were encouraged to participate in biweekly, 1-hour 
telephone consultation calls. As noted by Sholomskas 
et al,10 the use of ongoing consultation was viewed as 
a vital component to enhance the training program 
and increase the ability of providers to effectively carry 
out CBT procedures postworkshop. Consultation calls 
occurred for each clinician network and were designed to 
allow participants to interact with CBT experts and other 
participants around “real-world” clinical encounters.

Table 1. Brief Cognitive-Behavioral Therapy (CBT) Workshop Content
Module Content
Introduction to brief CBT What is brief CBT? (eg, 4–8 sessions; focus on thoughts and behaviors to improve mood); general 

appropriateness/applications of brief CBT
Using supervision/consultation Definition of supervision and consultation; purpose of supervision; modalities of supervision
The therapeutic relationship: 

nonspecific factors in psychotherapy
Definition and importance of nonspecific factors in psychotherapy; associated factors and techniques to 

develop a strong therapeutic relationship
Case conceptualization and treatment 

planning
Definition of case conceptualization (eg, a framework to guide patient concerns and inform treatment);  

steps to case conceptualization: assessing patient concerns/difficulties–functional assessments, clinical 
hypotheses, and treatment plans

Orienting the patient to therapy Introducing the cognitive model and techniques to effectively educate the patient about treatment
Goal setting How to effectively goal set: prioritizing goals, sequencing action steps, assessing facilitators and barriers, and 

troubleshooting/advanced goal-setting techniques
Agenda setting Importance of agenda setting, example session outlines, bridging sessions, and troubleshooting
Homework Defining homework and its importance in CBT; setting assignments (with examples); troubleshooting
Identifying maladaptive thoughts Defining maladaptive thoughts; common automatic thoughts, eliciting automatic thoughts; explaining 

automatic thoughts to the patient, selecting an automatic thought and techniques to identify and address 
intermediate and core beliefs

Responding to maladaptive thoughts Challenging automatic thoughts; dysfunctional thought records, using Socratic questioning, and 
troubleshooting

Problem solving The SOLVED technique: selecting a problem, identifying coping options, evaluating options, deciding on a 
plan, implementing the plan; when to use problem solving

Stress management Relaxation techniques: progressive muscle relaxation, deep breathing, guided imagery
Behavioral activation Definition of behavioral activation; identifying pleasant events/active coping behaviors; monitoring progress; 

addressing barriers
Ending treatment and maintaining 

changes
End-of-treatment planning; when to talk about ending treatment, how to end treatment effectively, relapse 

prevention, booster sessions
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Training Assessment and Outcomes
Preworkshop. All participants completed a series of 

survey questions immediately preceding the workshop. 
Baseline questions focused on participant use of 
psychotherapy and CBT over the prior month, frequency 
of use of specific CBT techniques and principles, and 
separate ratings for CBT knowledge and ability related 
to overall and specific CBT techniques and principles. 
Overall psychotherapy and CBT use over the past 
month was rated for frequency during “your regular 
VA practice,” with responses ranging from 1 (rarely) to 
4 (almost always). The assessment of CBT techniques 
and principles focused exclusively on the instructional 
modules presented during the workshop (see Table 
1). Frequency of CBT principles and techniques was 
rated on a 5-point scale (never, sometimes, often, 
almost always, always). Cognitive-behavioral therapy 
knowledge and abilities were also rated on a 5-point scale 
(poor, fair, good, very good, excellent). A final question 
asked participants about CBT learning interests for the 
workshop and sought to elicit open-ended responses and 
feedback. The assessment schedule is shown in Table 2.

Postworkshop. Immediately following the workshop, 
participants completed a follow-up survey. The 
postworkshop evaluation focused on participants’ self-
reported CBT knowledge and ability (in comparison 
with the evaluation completed at baseline). Participants 
also completed a 12-item workshop evaluation. This 
survey used a 5-point Likert format ranging from poor 
to excellent for 6 items related to general and specific 
experiences with the workshop (eg, workshop content/
material, workshop activities, trainers). Three questions 
asked about the general appropriateness of the workshop 
in terms of duration and level of complexity (introductory, 
intermediate, advanced), and 3 additional open-ended 
questions elicited participants’ likes and dislikes, along 
with suggested areas for workshop improvements.

Postconsultation (12 weeks postworkshop). Following 
the conclusion of the biweekly consultation calls, 
participants completed a survey with identical items as the 
baseline evaluation, including frequency of psychotherapy 
and CBT utilization data. Six additional questions were 
added for this follow-up survey, which asked participants 

Table 2. Assessment Schedule of the Brief CBT Training Program

Construct Preworkshop Postworkshop
3-Month 

Follow-Up
Psychotherapy frequency 

(prior month)
X X

CBT frequency  
(prior month)

X X

CBT knowledge ratings X X X
CBT ability ratings X X X
Workshop ratings X
Consultation ratings X
Abbreviation: CBT = cognitive-behavioral therapy. 

to: (1) rate and compare their CBT knowledge and 
ability to their preworkshop levels and (2) using 3 open-
ended questions, describe any changes in CBT practice. 
Participants also completed a short rating form related 
to their experiences in the consultation process.

Data Analyses
Analyses focused on describing participant reactions 

to the training as well as preliminary training outcomes 
related to participant self-reported CBT knowledge, 
perceived abilities, and utilization. Descriptive and 
qualitative data were used to understand participant 
reactions to specific training experiences. Analyses of 
outcomes compared mean change scores for participant 
preworkshop scores to those at 3-month follow-up 
(posttraining and consultation). Statistical comparisons 
of means were completed using nonparametric Wilcoxon 
signed rank tests. Cohen d effect-size (ES) calculations 
were also computed. Effect-size calculations represent the 
size (rather than the statistical significance) of the clinical 
effect, in which scores of 0.2 (odds ratio [OR] = 1.2) 
are considered small, 0.5 (OR = 1.6) are considered 
medium, and 0.8 (OR = 2.2) are considered large.

RESULTS

Workshop Evaluation and Feedback
Participant ratings for the overall workshop, materials, 

activities, visual aids and handouts, and trainers ranged 
from 4.18 to 4.68 (on a 5-point scale, in which 4 = very 
good and 5 = excellent). Practicality of the workshop 
“for your needs and interests” was rated slightly lower 
at 3.86 (3 = good and 4 = very good). On a 3-point scale 
(1 = introductory, 2 = intermediate, and 3 = advanced), 
participants’ mean ratings were 1.50. Using a 3-point 
scale for duration (1 = too short, 2 = right length, 
3 = too long), participant mean ratings were 1.89.

Qualitative feedback indicated that participants 
particularly liked the incorporation of a CBT training 
manual and small-group discussions, as well as the 
interactive nature of the workshop. In terms of participant 
dislikes, there was a bimodal distribution for comments 
related to the length and complexity of the workshop, 
with some individuals indicating a need for more time to 
solidify basic CBT skills and others requesting advanced 
CBT training and/or shortening of the “introductory” 
elements. There was also variance related to the role-
play procedures. Many participants found the role plays 
helpful, but several indicated that the role plays were 
too advanced. Trainee suggestions for improvement 
included dividing participants according to skill level 
and providing separate basic and advanced workshops as 
well as using videotaped examples for role plays and/or 
having video materials available prior to the workshop.
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Post hoc analyses did not show any added benefit for 
facilitated participants in terms of specific CBT knowledge, 
skill, or ability at 3 months postworkshop when 
compared with those who did not receive facilitation.

Consultation Evaluation and Feedback
Participants reported attending a mean of 3.2 

(median = 3.0) consultation sessions (of 6 possible). 
Ratings of the consultation experience were generally 
high (mean = 4.08 on a 5-point scale, in which 4 = very 
good and 5 = excellent), as were ratings of the CBT 
consultants (mean = 4.52). Practicality of the consultation 
process “for your needs and interests” was rated lower 
at 3.44 (3 = good, 4 = very good). On a 3-point scale 
(1 = introductory, 2 = intermediate, and 3 = advanced), 
participants’ mean ratings were 2.04, suggesting a higher 
level of complexity compared with the workshop.

Qualitative feedback from the postconsultation survey 
suggested that participants appreciated the ability to 
obtain various clinical perspectives and feedback in an 
informal and flexible setting. For example, one participant 
said, “I enjoyed having a place to hear the struggles that 
other therapists were experiencing and possible solutions 
to these situations. I felt supported and encouraged to 
keep going and trying.” However, participants reported 
that it was difficult to regularly participate in calls 
because of competing demands and time constraints.

Participant Self-Reported CBT Utilization
Baseline self-reported utilization of psychotherapy was 

high (mean = 3.21 on a 4-point scale), as was self-reported 
utilization of CBT (mean = 2.89). Utilization of specific 
CBT procedures at baseline varied, with highest ratings 
for rapport (mean = 4.59), problem solving (mean = 4.03), 
and identifying and responding to maladaptive thoughts 
(mean = 3.57 for both) and lowest for muscle relaxation 
(mean = 2.75), ending treatment (mean = 2.85), 
orienting patients to CBT (mean = 2.86), setting goals 
(mean = 2.86), and assigning homework (mean = 2.93).

Nonparametric Wilcoxon signed rank tests were used 
to compare baseline and 3-month follow-up survey data. 
No differences were found for overall psychotherapy 
or CBT utilization. An examination of specific CBT 
procedures suggested consistently higher utilization 
ratings at 3-month follow-up for all concepts except 
imagery. Statistical tests using the Wilcoxon and Cohen 
d procedures found robust P value and effect sizes for 
positive utilization of procedures: orienting patients 
to CBT (P = .003, ES = 0.53), setting goals (P = .002, 
ES = 0.78), and behavioral activation (P = .01, ES = 0.68).

Participant Self-Reported CBT Knowledge and Abilities
Mean baseline general CBT knowledge was 3.54, 

and general CBT ability was 3.39 (5-point scale) (see 
Table 3). Ratings for knowledge and ability for specific 

Table 3. Participant Self-Reported Cognitive-Behavioral  
Therapy (CBT) Knowledge and Abilitya,b

CBT Procedure
Baseline, 

Mean
Postworkshop, 

Mean

3-Month  
Follow-Up, 

Mean
Effect 
Size

General CBT knowledge 3.54 4.04 3.96** 0.49

General CBT ability 3.39 3.70 3.77 0.40
Rapport

Knowledge 4.44 4.73 4.79* 0.57
Ability 4.31 4.48 4.63* 0.43

Case conceptualization
Knowledge 3.44 3.96 4.08* 0.67
Ability 3.44 3.78 3.92* 0.48

Functional assessment
Knowledge 3.50 4.04 3.96 0.46
Ability 3.48 3.74 3.83 0.35

Orienting to CBT
Knowledge 3.52 4.22 4.12* 0.54
Ability 3.48 3.89 3.92 0.41

Setting goals
Knowledge 3.63 4.19 4.25** 0.61
Ability 3.63 3.85 3.92 0.30

Setting agenda
Knowledge 3.48 4.07 4.04* 0.51
Ability 3.41 3.59 3.83 0.39

Assigning homework
Knowledge 3.60 4.30 4.21* 0.56
Ability 3.41 4.19 4.13* 0.69

Identifying maladaptive 
thoughts

Knowledge 3.96 4.37 4.35 0.41
Ability 3.93 4.22 4.27 0.37

Responding to 
maladaptive thoughts

Knowledge 3.93 4.19 4.22 0.32
Ability 3.85 4.04 4.00 0.16

Behavioral activation
Knowledge 3.70 4.30 4.36* 0.76
Ability 3.73 4.15 4.33 0.70

Problem solving
Knowledge 4.07 4.30 4.43* 0.45
Ability 3.96 4.27 4.30* 0.39

Deep breathing
Knowledge 4.26 4.48 4.55 0.37
Ability 4.15 4.37 4.50 0.41

Imagery
Knowledge 3.78 4.26 4.20 0.41
Ability 3.41 4.15 4.05 0.67

Muscle relaxation
Knowledge 3.78 4.11 4.11 0.27
Ability 3.41 3.85 3.90* 0.40

Ending treatment
Knowledge 3.52 4.07 4.11 0.59
Ability 3.37 3.81 3.89 0.53

aP value and effect sizes are baseline to 3-month follow-up, using 
nonparametric statistics—Wilcoxon signed rank test.

bParticipants (n = 23) ranked items according to a 5-point scale, in which 
1 = poor, 2 = fair, 3 = good, 4 = very good, and 5 = excellent.

*P < .05.  **P < .01. 

CBT procedures varied but were generally high. 
Knowledge and ability were higher for procedures 
such as rapport, deep breathing, problem solving, 
and identifying and responding to maladaptive 
thoughts, while ratings were generally lower for 
procedures such as case conceptualization, functional 
assessments, setting agendas, and ending treatment.
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Postworkshop survey results indicated notable 
changes, including improved knowledge and ability 
ratings across all general and specific CBT procedures 
and techniques; these changes were generally maintained 
at 3-month follow-up. Nonparametric Wilcoxon signed 
rank tests were used to compare knowledge and ability 
ratings between baseline and 3-month follow-up. 
Participants reported a statistically significant increase 
in CBT knowledge (P < .01, ES = 0.49). Significant 
improvements were also observed in perceived CBT 
ability (ES = 0.40), but this finding was not statistically 
significant, likely because of the small sample size 
(P = .07). Specific CBT procedures with statistically 
significant and robust effect sizes included self-reported 
improvements in knowledge and ability for rapport 
(ES = 0.57 and 0.43), case conceptualization (ES = 0.67 
and 0.48), goal setting (knowledge only, ES = 0.61), 
agenda setting (knowledge only, ES = 0.51), assigning 
homework (ES = 0.56 and 0.69), behavioral activation 
(knowledge only, ES = 0.76), muscle relaxation (ability 
only, ES = 0.40), orienting to CBT (knowledge only, 
ES = 0.54), and problem solving (ES = 0.45 and 0.39). 
Results for the remaining procedures did not reach 
statistical significance, although several procedures had 
similar levels of effect (according to Cohen d estimates).

Qualitative feedback from participants regarding 
changes in CBT knowledge and abilities suggested 
that participants felt more confident in their ability 
to use CBT procedures. They also reported greater 
competency and use of specific CBT skills, including 
presenting CBT to patients, increasing goal focus, 
setting agendas, using Socratic questioning, and 
expanding CBT skills to a wider range of patients.

Trainer/Consultant Viewpoint
The trainers and consultants noted that participants 

actively participated in the workshop. The use of 
standardized case vignettes and the creation of clinician 
networks served to streamline the training experience 
and differentiate and focus on specific CBT skill sets 
that helped to develop a rapport between participants 
and experts. Many attendees noted at the beginning of 
the workshop that they had previous CBT experience 
or were CBT therapists; however, these participants 
varied greatly on knowledge and experience with specific 
CBT techniques. This became especially clear during 
the role-play exercises. Trainers attempted to tailor 
role-play experiences to the level of the group and the 
specific needs of individual group members but observed 
wide variability in the needs of different attendees, 
even among those who reported experience with CBT. 
During the postworkshop consultation telephone 
calls, consultants noted the difficulty participants had 
attending calls on a regular basis. Consultants reported 
that, when they attended, participants generally 

provided valuable clinical information and group-based 
discussions around specific practice-based challenges 
in using CBT (eg, setting goals for a complex patient).

DISCUSSION

This study represents the first known published study 
to examine the effectiveness of CBT training for primary 
care–based mental health providers and outlines a novel, 
reproducible approach to teaching that incorporates 
traditional didactic presentations with expert modeling, 
expert-facilitated small-group discussions, and prolonged 
CBT consultation. The current demonstration project 
found that a focused CBT training program for mental 
health in primary care providers is feasible, was well-
received by trainees, and generated preliminary findings 
that suggest positive improvements in the areas of 
provider self-reported CBT knowledge, abilities, and 
utilization of CBT skills. These positive provider changes 
were maintained over the 3-month training period.

Several training and methodological issues highlight 
the unique contributions of this work. First, the developed 
CBT training was standardized using a training manual14; 
didactic presentations; expert modeling; vignette-based, 
participant, small-group interactions moderated by CBT 
experts; and extended and ongoing CBT consultation-
call availability for participants. Second, the CBT 
training not only was examined for its feasibility of 
implementation and acceptability to participants but 
also involved analytic comparisons for self-reported 
CBT use, knowledge, and abilities over a 3-month 
follow-up period. Outcome data from this study suggest 
statistically significant mean differences and clinically 
meaningful effect sizes for general CBT knowledge and 
general CBT ability at 3-month follow-up. Self-reported 
improvements and increases in utilization were noted 
across all CBT specific skills. Third, although data 
included only a modest analytic sample, participants 
included a heterogeneous mix of professionals from 
various geographic regions and professional disciplines.

Implications for Training and Practice
With the current press to improve depression care 

in the primary care setting, a clear and urgent need 
exists to identify and standardize effective training 
procedures, especially for complex skill sets such as 
those involved in the provision of evidence-based 
psychotherapies. Training for primary care–based mental 
health providers differs distinctly from the training of 
mental health–based providers in 2 important ways. First, 
mental health providers embedded within the primary 
care setting are likely to come from diverse professional 
backgrounds with varying exposure and competency 
providing psychotherapies such as CBT. Second, 
the primary care setting is a challenging, fast-paced 
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environment with a large and diverse patient population. 
Mental health providers in the primary care setting are 
charged with providing evidence-based treatments in a 
brief, time-limited approach that is distinctly different 
from that of many specialty mental health clinics.

Our data suggest that a focused training in brief, 
time-limited CBT for primary care practitioners is 
both feasible and effective at increasing self-reported 
CBT knowledge, abilities, and skill use. Changes 
obtained immediately following the workshop were 
maintained at 3 months. It also appeared that, when 
used, consultation with CBT experts was highly valued 
by participants to consolidate and expand CBT skill 
development postworkshop. Participants generally 
valued the use of expert modeling and the group-based 
role plays. Anecdotally, we found that participants from 
rural or small clinics were particularly enthusiastic 
about the training program. These providers noted the 
limited availability of local CBT training programs and 
supervisors and the value of having a telephone-based 
method of interacting with a CBT expert over a sustained 
period of time. Similar procedures may therefore be 
highly useful for disseminating evidence-based training to 
rural providers, who are largely isolated from the training 
programs available within urban clinics and hospitals.

In terms of lessons learned, we want to highlight 
2 areas for improvement of future CBT and/or 
psychotherapy training programs. First, although 
the program was positively received by almost all 
participants, complexity of the overall training program 
was the most frequently identified area of concern for 
participants and trainers. This issue entails a significant 
challenge for future primary care–based psychotherapy 
training initiatives in that some providers enter training 
with limited psychotherapeutic skills, while others 
have specific CBT-based experiences and/or training. 
The most logical response to this challenge is to 
customize the CBT training experience by organizing 
workshops into basic and advanced workshops. Other 
possibilities include a more active use of experienced 
CBT participants in the formal training program (eg, 
learners helping learners) or the utilization of video-
based technologies to conduct preworkshop training 
for those without the necessary foundational skills.

Recent evidence from a large survey of 
psychotherapists in the United States and Canada found 
several influential factors associated with practice 
changes, including the role of mentors and respected 
colleagues, the comfort level of the therapist with the 
new technique, and the ability of the practice change 
to be easily integrated.16 Therefore, as a second area for 
improvement, future programs might leverage the use 
of expert consultation to support therapists’ comfort, 
suggest areas for successful CBT integration within 
existing practices, and, most importantly, fill the role of 

mentor and/or respected colleague. These interactions 
may improve the link between knowledge acquisition 
and changes in practice patterns (eg, CBT utilization).

In the current study, the consultation process was 
valued by participants and trainers; however, attendance 
during these CBT expert consultation calls was sporadic, 
decreasing the potency of this training technique. 
Consultation calls generally provided participants with 
the opportunity to enhance workshop training through 
discussion of “real-world” cases and difficulties applying 
CBT procedures in everyday practice settings. When 
poorly attended, group interaction was limited. Future 
training efforts would be wise to include this sustained 
period of learning but might benefit from any or all of 
the following: requiring participation in the consultation 
experience, taking additional steps to ensure member 
participation (eg, logistics related to scheduling, such as 
blocking clinics), providing continuing education credits, 
and/or using online/e-mail group-discussion formats.

Study Limitations
Important considerations when interpreting these 

data include the relatively small sample, our focus 
on VA practitioners (within the highly structured 
VA health care system), and our reliance on self-
reported skill use. Additional non-VA training studies 
are needed, especially where practitioner skills are 
evaluated by self-report and expert ratings.

CONCLUSION

Training in brief, time-limited CBT is both feasible 
and effective at increasing primary care mental health 
providers’ self-reported knowledge, abilities, and use of 
CBT techniques. Continued efforts to formalize evidence-
based CBT training for the primary care setting will 
likely result in greater provider satisfaction and comfort 
in providing CBT but will also likely improve the quality 
of care provided within the primary care setting.
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