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Abstract. This study reports an evaluation of a 10-day training course in cognitive behaviour
therapy (CBT). The course comprised both formal CBT workshops and clinical case
supervision, and was evaluated on measures of trainee satisfaction, trainee- and assessorrated measures of CBT skill, and clinical outcomes for a subgroup of trainees’ patients.
The course was well received by trainees and their post-training therapy tapes were rated
significantly higher on both trainee- and assessor-rated measures of CBT skills. In addition,
trainees achieved significantly better outcomes with their patients after the training course
than before, suggesting that the training impacted not only on their skills but also on their
effectiveness in routine clinical practice. The limitations of the study and implications for
future research in training are discussed.
Keywords: Cognitive behaviour therapy, training, supervision, outcomes, competences.

Introduction
In recent years several development have led to an increase in the demand for CBT training
and interventions in the UK. These include the publication of guidelines from the UK National
Institute for Health and Clinical Excellence (NICE) concerning what treatments the National
Health Service (NHS) ought to be providing for mental health problems, almost all of
which cite CBT as being either the treatment of choice, or at least an important treatment
component, for common mental health problems (see, e.g., NICE, 2004a, b). The government
has also established a new group of staff in the NHS, so-called graduate mental health workers
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(GMHWs: Department of Health, 2000). These are graduates in psychology or other relevant
disciplines, and one of their roles is explicitly set out as “providing brief evidence-based
therapeutic interventions and self-help” in primary care settings – which in practice has
mostly meant CBT. Associated with this has been a drive towards “improving access to
psychological therapies”, a commitment enshrined in the government’s manifesto for the 2005
election. This commitment has been further reinforced by an initiative by Lord Layard, from
the London School of Economics, arguing for a massive increase in the provision of NHS
psychological therapies on the grounds that the cost of such a programme could be covered by
the consequent savings in health, social care and unemployment costs (Centre for Economic
Performance, 2006). In May 2006 the Department of Health launched its “Improving Access
to Psychological Therapies” (IAPT) programme, including two pilot sites for increasing CBT
resources along the lines proposed by Layard.
All these developments imply a need for more people to be trained in CBT, and particularly
a need for more economical training. The new GMHWs – and even more so the huge
Layard workforce, if it were to be established – cannot possibly all be trained by the
existing CBT courses in the UK, most of which are based on a one-year post-graduate
diploma level of training. Lord Layard’s proposal calls for up to 10,000 new therapists to
be trained over a period of 7 years, about half of whom might be clinical psychologists trained
along present lines but the other half of whom would be from a variety of backgrounds
and would be trained specifically in CBT and other evidence-based therapies. The oneyear Diploma model of training is relatively expensive, and may not be appropriate for
everyone. Nor is it clear that all the new workers need such a high level of specialist
training. Targets for the expansion of CBT training are therefore much more likely to be
achievable if we can provide effective training at a variety of levels and in more cost-effective
ways.
Another obvious implication of this increased demand for CBT training is that we need
to know more about the effects of training, and in particular whether relatively brief and
economical training can be effective. In general, the literature suggests that providing
workshops alone has limited value, particularly in the longer term (King et al., 2002; Walters,
Matson, Baer and Ziedonis, 2005). However, providing more extensive CBT training has
been associated with improvements in clinical skill (Milne, Baker, Blackburn, James and
Reichelt, 1999; James, Blackburn, Milne and Reichfelt, 2001; Sholomskas et al., 2005;
Bennett-Levy and Beedie, 2007), and in therapist confidence (Bennett-Levy and Beedie,
2007). There is also some evidence that competence can affect patient outcome (Shaw
et al., 1999; Kingdon, Tyrer, Seivewright, Ferguson and Murphy, 1996), but so far there
is relatively little evidence for a direct link between training and patient outcome in any
area of psychological therapy (Davidson et al., 2004; Rønnestad and Ladany, 2006). An
exception to this trend, not yet published, is the study of disseminating CBT for panic
to primary care counsellors reported by Grey, Salkovskis, Quigley, Ehlers and Clark,
(2006).
Hence in the process of designing a newly-commissioned brief training course in CBT it
was decided to attempt some evaluation of its effects, not only on trainee satisfaction but on
trainees’ clinical skills and clinical outcomes. This evaluation is limited by being an in-service
project, carried out as part of running the course rather than as a funded research project (see
below) but we hope it nevertheless provides some useful preliminary information on the effects
of a shorter model of training.
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Background
At the time of this project the Gloucestershire Primary Mental Health Service (PMHS) was
offering mental health assessment and low intensity CBT across Gloucestershire. AST was
the lead for improving access to psychological therapies in primary care and had trained 12
Graduate Mental Health Workers (GMHWs) to offer low intensity CBT to patients with mild
to moderate anxiety and/or depression. However, there was a perceived need for the GMHWs,
primary care and secondary mental health care staff to develop their CBT competence in
order to improve access to formulation-driven CBT. To this end, AST commissioned Oxford
Cognitive Therapy Centre (OCTC) to assist in the development of a brief training programme
tailored to the needs of this staff group. (OCTC is a self-funding agency within an NHS mental
health Trust, with a brief to deliver training and supervision commissioned by NHS and other
agencies around the UK and abroad).
Method
The training programme
The Gloucestershire CBT Foundation Course consisted of 10 weekly sessions of one day each,
with each day containing both formal training in CBT and clinical supervision. Each day’s
structure was as follows:
•
•

9.30 – 11.00 Clinical supervision in groups of 4 trainees to 1 supervisor
11.30 – 16.30 Workshop (with breaks for lunch and tea)

Trainees were asked to identify one or two training cases and to bring recorded excerpts
of these patients’ clinical sessions for discussion in supervision meetings. The supervisors
were GB, DW and four experienced clinical psychologists from Gloucestershire. Training
workshops were all led by OCTC staff (DW, JBL and GB) and focused on helping trainees
acquire clinical skills as well as understanding CBT theory. The approach was formulationbased (see Westbrook, Kennerley and Kirk, 2007, Chapter 4), and trainees practised skills
through numerous role-plays and other experiential exercises. The workshops covered
the following topics: Introduction to course, goal-setting, and basic CBT theory (1 day);
Assessment and formulation (2 days); Basic CBT therapeutic skills (3 days); Applying CBT
skills to depression (2 days); Applying CBT skills to anxiety (1.5 days); Review of goals and
planning for future (0.5 day).
Participants
Twenty-four trainees began the course; 16 of these came from the PMHS (12 GMHWs and
4 mental health triage nurses) and 2 more came from other parts of primary care (a health
visitor and a practice nurse). The remainder came from other parts of the local mental health
service (4 psychiatric nurses, 1 occupational therapist, 1 day care officer). None of the cohort
had previous formal CBT training, although the GMHWs had some previous training and
supervision from AST in low intensity CBT (from 3 months to 2 years experience). The other
primary care staff had no previous experience of delivering CBT, and the other mental health
staff had some introductory knowledge. Because of this difference in prior CBT experience,
we divide the trainees into “GMHWs” and “Other professions” for some of the analyses below.
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Measures
The Foundation Course was evaluated on measures of trainee satisfaction, assessor-rated
measures of CBT skill, trainee-rated measures of CBT skill, and trainees’ clinical outcomes.
Trainee satisfaction. At the end of each workshop trainees rated whether they would
recommend the workshop to a colleague from 0 (Advise them to avoid) to 8 (Highly
recommend). In addition, trainees rated the overall course on the following scales: how much
the course met their needs (0 Not at all – 5 Completely); whether the course was pitched at
the right level (0 Not at all – 5 Completely); whether the course had the right mix of theory
and practice (0 Not at all – 5 Completely); and whether the supervision element of the course
was important (0 Not at all – 5 Extremely important).
Assessor-rated measure of CBT skills. Trainees were asked to submit an audio tape of a
clinical session with a training patient at two points during the course: (a) within the first 2
weeks of the course; and (b) within the 4 weeks after the end of the course. These tapes were
rated by OCTC staff on the Cognitive Therapy Scale (Young and Beck, 1980) an established
measure of CBT skills. Although questions have been raised about the reliability and validity of
the CTS (see for example Milne, Claydon, Blackburn, James and Sheikh, 2001; Reichelt, James
and Blackburn, 2003), it remains the most widely used measure of CBT skill in both research
trials and training settings. CTS items are rated from 0–6, with competence often being defined
as a minimum score of 2 on each item, together with an overall mean score above 3. CTS
items were divided into 3 clusters or subscales: General interview skills (agenda setting, client
feedback, collaboration and pacing); Interpersonal skills (empathy, interpersonal effectiveness
and professionalism); and Specific CBT techniques (guided discovery, case conceptualization,
key cognitions, cognitive techniques, behavioural techniques and homework).
Trainee-rated measure of CBT skills. On the first and last day of the course trainees rated
themselves on the Cognitive Therapy Self-Rating Scale (CTSS: Bennett-Levy and Beedie,
2007). The CTSS was adapted by Bennett-Levy from the conventional Cognitive Therapy
Scale (CTS: Young and Beck, 1980 – see below) with the aim of providing a measure of
therapists’ “self-perception” of CBT competence, as opposed to the CTS’s “assessor”-rated
competence. Participants rate themselves from 0 – 10 on the same dimensions as the CTS, and
the items are clustered in the same way as described above for the CTS.
Trainees’ clinical outcomes. The Gloucestershire Primary Mental Health Service (PMHS)
had begun using the CORE PC data management system (Barkham, Mellor-Clark, Connell
and Cahill, 2006) in late 2005. We were therefore able to analyse data on the patient outcomes
achieved by some of the trainees both before and after the Foundation course. Unfortunately,
the CORE PC system was only used by the trainees who worked in the PMHS (N = 15), so no
outcome analysis was possible for other trainees.
The CORE measure comprises 34 items addressing the domains of subjective well-being,
symptoms, functioning and risk; clinical comparisons are usually made using total scores
(Mullin, Barkham, Mothersole, Bewick and Kinder, 2006). We extracted from the CORE
PC system the pre-treatment and post-treatment CORE total scores for all patients who (a)
had both these CORE scores and (b) were seen by any of the PMHS staff who took part
in the Foundation course. Note that these data come from patients who may have been
treated in various ways, including both telephone-based assisted self-help and more traditional
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face-to-face CBT. Two sets of data were extracted: (a) the “before training” set, containing all
patients fitting the above criteria who completed treatment before the first day of the course
(N = 23); and (b) the “after training” set, which contained all patients fitting the above criteria
who started treatment after the last day of the course, up to May 2007 when the data were
extracted (N = 78).
The patients seen in the PMHS did not have any formal diagnostic interview, but were
allocated by clinicians to problem categories based on clinical information. Patients could
belong to more than one problem category and the system used did not allocate a primary
problem, so we can only describe the broad nature of problem. According to these clinical
judgements, 84% of patients seen in this time period had anxiety or stress problems; 68% had
depressed mood; 34% had low self-esteem; 27% had interpersonal or relationship problems;
and 23% had work or academic problems. Other problems included living or welfare problems,
bereavement and loss, and physical problems (percentages sum to more than 100% because
of patients having multiple problems: the average number of problems identified per patient
was 2.9).
Results
All analyses were conducted using SPSS version 15.
Trainee dropout
Two trainees dropped out (both “Other professions”) – one never attended and the other
stopped attending after 2 sessions. Four other trainees did not submit CTSS ratings or tapes
for CTS ratings, so n = 18 (10 GMHWs and 8 Others) for those analyses.
Trainee satisfaction
All 10 workshops were rated highly, with mean scores on the “Recommend to others” 0–8
scale ranging from a minimum of 7.05 to a maximum of 7.50. Overall ratings of satisfaction
with the course as a whole were also high, with ratings on 0–5 scales as follows: the course met
my needs (x = 4.63, SD = 0.58); the course was pitched at the right level (x = 4.54, SD = 0.66);
the course had the right mix of theory and practice (x = 4.38, SD = 0.65) and the supervision
element of the course was important to me (x = 4.64, SD = 0.58).
CTS ratings of taped sessions
A doubly repeated 2 × 3 × 2 MANOVA was conducted to examine the effects of training
on CTS scores. Time (Tape 1 v. Tape 2) and CTS Cluster (Specific CBT, General interview
and Interpersonal) were entered as within-subject factors, with professional role (GMHW v.
Others) as a between-subjects factor. This analysis showed a significant main effect of Time
[F(1,16) = 5.54, p < .05; effect size (partial eta squared) 0.26] and of Cluster [F(2,15) = 138.9,
p < .001; partial eta squared 0.78], but no main effect for Role [F(1,16) = 1.10, p > .31] and no
significant interaction effects. This implies that the whole group improved their CTS scores,
irrespective of professional Role, and that this improvement was not significantly different

D. Westbrook et al.

574

Table 1. Mean Cognitive Therapy Scale (CTS) scores from first and last tapes, compared to Oxford
diploma trainees
Mean score (SD) [0–6 scales]

GMHWs
(N = 10)

Other trainees
(N = 8)

Whole group
(N = 18)

Oxford diploma
(N = 18)

ANOVA,
Foundation v.
Diploma last
tape

3.35 (0.55)
3.66 (0.58)

2.91 (0.49)
3.61 (0.91)

3.16 (0.55)
3.63 (0.72)

3.18 (0.61)
4.15 (0.77)

p < .05

CTS specific CBT items
First tape
2.85 (0.48)
Last tape
3.39 (0.60)

2.44 (0.53)
3.32 (1.04)

2.67 (0.53)
3.36 (0.80)

2.64 (0.76)
3.84 (0.87)

n.s.

CTS General interview items
First tape
3.24 (0.60)
Last tape
3.40 (0.65)

2.89 (0.72)
3.45 (1.08)

3.08 (0.66)
3.42 (0.84)

3.09 (0.79)
3.93 (0.82)

n.s.

CTS Interpersonal items
First tape
4.48 (0.91)
Last tape
4.50 (0.99)

3.89 (0.34)
4.33 (0.84)

4.22 (0.76)
4.43 (0.90)

4.37 (0.60)
5.04 (0.82)

n.s.

Foundation course

Items
CTS overall
First tape
Last tape

between different CTS clusters, although trainees did tend to score differently on different
clusters. Table 1 shows these CTS scores.
Bennett-Levy and Beedie’s (2007) study of the Oxford one-year CBT Diploma course was
used as a benchmark against which to compare these results (the Start and End of training are
across a duration of 3 terms for the Diploma group). A similar doubly-repeated MANOVA was
conducted, with Time and Cluster as within-subject factors and Course (Gloucester Foundation
v. Diploma) as a between-subjects factor. This analysis showed significant main effects for
Time [F(1,34) = 26.06, p < .001; partial eta squared 0.43] and for Cluster [F(2,33) = 147.08,
p < .001; partial eta squared 0.90] but no main effect for Course [F(1,34 = 2.64, p > .11]. There
was also a significant Time x Cluster interaction [F(2,33) = 5.65, p < .01; partial eta squared
0.25] but no other significant interactions. This indicates that trainees in both courses improved
on the CTS clusters, and that their scores varied between clusters, but there were no differences
between the two courses. Contrast tests suggested that the Time x Cluster interaction was due
to significant differences between the Specific CBT scores and both the other clusters: Specific
CBT scores changed from Tape 1 to Tape 2 more than the other clusters did.
In order to benchmark the final scores of the Foundation course trainees, Tape 2 Total scores
and Cluster scores were also compared in one-way ANOVA (for Total) and MANOVA (for
Clusters) against the End scores for Diploma students. These analyses showed significant end
of training differences in Total CTS ([F(1,34) = 4.29, p < .05; partial eta squared 0.11] but no
overall differences for Clusters [F(3,32) = 1.78, p > .17].
CTSS self-rating scores
The scores on each CTSS subscale are shown in Table 2, again with data from BennettLevy and Beedie (2007) as a benchmark for comparison. Doubly repeated MANOVAs were
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Table 2. Mean Cognitive Therapy Self-rating Scale (CTSS) scores at start and end
of training, compared to Oxford diploma trainees
Mean self-rating (SD) [0–10 scales]
Diploma course
(N = 23)

ANOVA, Foundation v.
Diploma at end

CTSS General interview items
Start training
3.24 (1.22)
End training
5.47 (1.47)

3.55 (1.23)
5.50 (1.36)

n.s.

CTSS Interpersonal items
Start training
4.93 (1.54)
End training
6.63 (1.49)

5.50 (1.51)
6.43 (1.56)

n.s.

CTSS Specific CBT items
Start training
2.44 (1.37)
End training
4.82 (1.59)

3.12 (1.14)
5.32 (1.27)

n.s.

Items

Foundation course
(N = 18)

performed for Foundation course CTSS scores using the same analyses as were performed for
the CTS clusters. For the Foundation course, this showed the same pattern of main effects for
Time [F(1,16) = 39.28, p < .001; partial eta squared 0.71] and for Cluster [F(2,15) = 41.24,
p < .001; partial eta squared 0.85] but no main effect for professional Role and no significant
interactions.
For the comparison between courses there were significant main effects for Time
[F(1,39) = 87.4, p < .001; partial eta squared 0.69] and for Cluster [F(2,28) = 12.69, p < .001;
partial eta squared 0.83], as well as a significant Time x Cluster interaction [F(2,38) = 12.69,
p < .001; partial eta squared 0.40], but no significant interactions or main effects for Course.
Contrast tests in this analysis suggested that the Time x Cluster effect was due to the Specific
CBT cluster changes being different to the Interpersonal cluster changes, but not to the General
interview cluster changes.
Also of interest is that analysis of the relationship between trainees’ total CTSS and CTS
scores found no significant correlations between CTSS and CTS either at the start or end of
training: it appears that these measures were not assessing the same dimensions.

Outcomes of clinical work using CORE
The CORE results are shown in Table 3 and Figure 1; also shown as a comparison are the data
from a recent paper that gives benchmarks for primary care services using CORE data gathered
from a very large number of clients from many services (Mullin et al., 2006; N = 11,953).
Analysis of the Gloucester data using SPSS Repeated Measures GLM showed that there
was a statistically significant improvement in the Foundation CORE outcomes. The Time
main effect was significant [F(1,99) = 119.8, p < .001]; the Time x Training interaction was
also significant [F(1,99) = 4.2, p < .0 .05]; and the Training main effect was not significant
[F(1,99) = 0.034, p > .8]. Comparing Foundation course trainees’ clients with the benchmark
results in t tests showed no significant differences between Foundation and benchmark CORE
scores at any point.
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Table 3. Mean (SD) pre- and post-treatment CORE scores, for clients seen by PMHS trainees
before and after CBT Foundation course, compared to benchmark in Mullin et al. (2006)

CORE total
Pre-treatment
Post-treatment

Foundation course trainee
clients before training
(N = 23)

Foundation course trainee
clients after training
(N = 78)

CORE benchmark
(N = 11,953)

1.73 (0.69)
1.05 (0.93)

1.86 (0.61)
0.86 (0.63)

1.75 (0.63)
0.85 (0.63)

Figure 1. Pre- and post-treatment CORE scores, for clients seen before and after CBT Foundation course

Discussion
As noted above, this was an ad hoc evaluation of the Foundation Course, conducted without
specific funding. It therefore has many of the important limitations common in “real world
research”. Specific limitations include:
• Delays in the trainees getting started meant that the first tape submission for CTS ratings
was often up to 4 weeks into the course, rather than at the start of the course as planned.
• Because the tape ratings were primarily for training purposes, they had to be rated and
returned with feedback to trainees as quickly as possible, so raters were not blind to which
were first tapes and which were second tapes.
• Patient outcomes on the CORE took advantage of a routine clinical system that had not
been introduced long before the course began. There were therefore relatively few clients
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available for the pre-training data set, and neither set was a random sample of patients (we
extracted all those who met the criteria, but it is possible that the requirement to have both
pre- and post-treatment scores produced a biased sample). Also, although it would have
been interesting to test whether therapists’ CTS scores were correlated with their patients’
improvements on the CORE, the data we had did not allow us to perform such a test.
The study was uncontrolled and thus we cannot rule out the possibility that other factors,
including simply the passage of time, may have impacted on the results.

Despite these limitations, our results provide some evidence that a 10-day training course
in CBT was well-received by the trainees and resulted in improvements in CBT competencies
(both as rated by observers and as perceived by trainees themselves), although unsurprisingly
their final CTS scores tended to be lower than those achieved by trainees in a one-year CBT
Diploma course. In addition, there is evidence that, for the trainees for whom outcome data
were available, patient outcomes as measured by the CORE were significantly better after the
training than they had been before, working with a population that seems typical of primary
care, with anxiety and depressed mood the commonest problems.
The limitations of the study mean that caution is required in interpreting the results. In
particular the lack of “blind” CTS ratings means it is possible that the increased ratings were a
result of rater expectations rather than true improvements in skills. Against this “expectation”
hypothesis, the observed improvement in patient outcomes suggests that some aspect of the
clinical intervention changed over the duration of the course, in order to produce this effect.
However, because of the lack of controls we obviously cannot rule out the possibility that
some historical or maturational effect may have contributed to the higher CTS ratings or to the
improved clinical outcomes. The extra resources needed for such controls were not possible
within the constraints of this service-focused project but it must be a priority for future
dissemination and implementation studies to include control groups. A further limitation of
the current study is the lack of longer term follow-up and it should be a further priority for
future studies to determine whether training benefits are maintained in the longer term (see
the discussion of supervision below).
Given that several studies have found limited (or no) benefits from providing brief training
programmes (King et al., 2002; Walters et al., 2005), a further question arising from the
positive impact of this Foundation course is to examine which aspects of training have an
impact on clinical skills and/or patient outcomes. For the time being we can only speculate,
but two factors seem to us likely to be important. First, the highly interactive and practice-based
nature of the course might be helpful in making sure that trainees could apply their learning
in their clinical work. Second, it may be that the incorporation of clinical supervision within
the training course was also important in assisting this transfer of learning into practice. In
support of this latter conjecture, it is interesting that the trainees themselves rated the inclusion
of supervision as highly important in the course’s success (4.64 on a 0–5 scale). Mannix
et al.’s recent (2006) study may also offer some evidence on the central role of supervision.
They successfully trained palliative care practitioners in CBT strategies but, crucially, they also
showed that this increase in CBT skills and confidence was only maintained if the practitioners
continued to receive clinical supervision. It may be that clinical lore about the importance of
supervision for effective practice is beginning to gain empirical support.
Finally, although the results were not significant, there are some interesting suggestions that
it is the Other professions rather than the GMHWs who showed the greatest gains from the
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course: inspection of the means suggests that on all three subscales of the CTS, the Other
professions group tend to start lower and increase more, so that they are closer to the GMHWs
at the end of training than they were at the beginning. The lack of statistical significance might
be due to low numbers or might mean that this is not a real effect, but it is an intriguing
finding that echoes some previous results and suggests other avenues for future research. It
will be interesting to see whether this finding is replicated and, if so, whether it is an effect of
professional background, or merely regression to the mean, in which those with lower scores
tend to gain more in training (see James et al., 2001 for a similar result concerning gender:
male clinicians started from a lower baseline and showed more increase in competence than
females during a CBT training course; and Brosan, Reynolds and Moore, 2006, found clinical
psychologists were more competent on the Interpersonal cluster than other professions).
Overall, these results are hopeful in suggesting that a relatively brief – and so relatively
inexpensive – training course in CBT can improve the competence of clinicians, and therefore
that there may be scope for the kind of large increases of CBT training envisaged in some
UK policy developments. It should be a high priority to develop further research on the
dissemination of, and training in, effective psychological therapies, and in particular to try to
begin answering this variant of the “what works for whom” question: what kind of training is
most cost-effective for which groups of clinicians, and what factors determine the answers to
these questions?
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