
	Depression Trials

	TRIAL 
	PRIOR EXPERIENCE OF THERAPISTS
	MANUAL?
	TRAINING INCLUDED IN THE TRIAL
	LENGTH TRAINING
	PILOT CASES?
	SUPERVISION (amount/frequency)
	OBSERVATION/ MONITORING
	ADDITIONAL INFOMATION/RESULT OF INTEGRITY CHECKS

	DeRubeis et al. 2005

CBT vs

Medication vs. 

Pill placebo
	N=6 therapists: 5 licensed psychologists with PhD’s, 1 psychiatric nurse practitioner. 

Experience with psychotherapy ranged from 2-21 yrs.

Four of the 6 had been practicing, and training others in the use of, CBT for several years. The other 2 had an average of 3 years experience with CBT, though both had “many years” experience of other forms of psychotherapy.
	Beck A.T. et al. (1979) Cognitive Therapy of Depression. 
Beck J.S. (1995)  Cognitive Therapy: Basics and Beyond.  
	The 2 therapists with less experience of CBT trained at Beck Institute for CT, and judged to have met criteria for competence (by experts at Institute).
	not indicated
	not indicated
	Cognitive therapists at each site had weekly peer supervision for 90 minutes. 

Also met as larger group twice-yearly (2 full weekend days each time), with input from external trainer. 

3/6 therapists had augmented supervision via phone with experts from Beck Institute. 
	No systematic monitoring, but the least-experienced therapists had additional supervision (which included having tapes of their sessions rated with the CTS) 
	Speculation that superior performance of CT at one site compared to the other may be related to differences in therapist experience 

	Dimidjian et al. 2006 

BA (Behavioural Activation) vs.

CBT vs. 

Medication 
	BA: 2 licensed psychologists, and 1 licensed social worker (on average had been in clinical practice 7 yrs)

2 of these had a lot of experience in behavioural approaches; 1 less so but had participated in pilot phase of trial  
CBT: 3 licensed psychologists (av.14yrs clinical practice); 2 of the 3 had extensive experience in CBT prior to trial. 1 of 3 had received specialised training in CT focusing on anxiety disorders.

All CBT therapists highly experienced 

All CBT therapists certified by the Academy of Cognitive Therapy (throughout course of the study). 
	Beck A.T. et al. (1979)Cognitive therapy of depression )
Beck J.S. (1995) Cognitive Therapy: Basics and Beyond.)
Jacobson, N. . et al.. (2001). Behavioral activation treatment for depression: Returning to contextual roots. Clin Psych: Science & Pract, 8, 255–270.

Martell, C. R., et al. (2001). Depression in context: Strategies for guided action.
	BA: One of the authors (NS Jacobson) provided initial training in BA. 

CBT: Steve Hollon and Keith Dobson oversaw initial training
	N/A because all therapists experienced
	Trial had a pilot phase, but not clearly specified in paper – but this did allow for training of therapists with little experience of specific approaches
	Offsite one on one  supervision for CBT and BA via telephone by 3 of the authors

Onsite consultation meeting for BA therapists (chaired by NS Jacobson before his death, and by C Martell after) and for CBT therapists (chaired by S Coffman). 
	Treatment adherence rated using Collaborative Study Psychotherapy Rating Scale: 90 tapes rated.

Cognitive Therapy Scale also used also: 36 CT sessions rated. 

Leslie Sokol (Beck Institute) provided expert ratings on subset of tapes. 
	All therapists strongly adhered to respective treatment protocols. 

External competency ratings from Beck Institute rated more modestly than in-house raters, however both rated therapists competent. 

Limitation: lack of competence ratings for BA.  
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	Elkin et al. 1989

CBT vs. 

IPT vs. 

Medication + clinical management vs. 

Placebo + clinical management. 


	N=28 therapists (IPT, CBT & Pharmacotherapists) 10 psychologists, 

18 psychiatrists

All therapists screened for general clinical competence (interviews, CV, recommendations;  videotape of one treatment session conducted with a depressed patient)
Required to have minimum of 2 years full-time working following completion of professional training; range in practice  2-27 yrs (M= 11.4)  
Previous experience of treating  ≥10 depressed patients

Special interest in (and commitment to) therapeutic approach in which they would be trained. 

IPT therapists: needed previous training in psychodynamically oriented framework.

CBT therapists: N=8 Some cognitive and/or behavioural background.


	‘detailed manual’; cited as Beck A.T. et al. .(1979) Cognitive Therapy of Depression
	CBT: initial training session followed up with further training and supervision. 

1-2 week intensive didactic/experiential training- lectures, videotapes, demonstrations, role-play

Major focus of training is clinical supervision – focusing on case conceptualisation and treatment planning. 

Trainees treat 4-6 cases with every session videotaped and reviewed in weekly supervision via telephone (1 hour/week)  including discussion of videotaped sessions which both parties could review while discussing. 

IPT: 5-day didactic seminar to help therapists recognise how their current practice is or is not consonant with IPT (critical revision of manual; extensive illustration via videotaped cases). 

Training cases assigned after seminar - sessions videotaped, weekly supervision via telephone (including discussion of videotaped sessions- which both parties could review while discussing, as per CBT training above). 

 
	2 weeks
	training phase; at least 3-4 cases under supervision, with trial entry dependent on evaluation of competence at the end of this period
	CBT: Individual monthly supervision for 12-18 months  

External evaluations every 6-8 months by independent experts in CBT. 

IPT: Individual monthly supervision and monthly case conferences of all IPT therapists.

Therapists contacted if fall below “red line” (see competence criteria in observation/monitoring box), and/or if they deviated significantly from protocol.

 
	“Red-line” alert used to indicate if therapist performance falls below acceptable limit

CBT: “Red line” based on Cognitive Therapy Scale (CTS) - if therapist’s score falls below 1 standard deviation below the mean CTS score of certified CBT therapists, on 2 consecutive sessions therapist is contacted by supervisor, and extra consultation given until performance improves. 

IPT: 

“Red line” - if performance on 2 consecutive sessions falls below minimum standard  therapist is more intensively supervised until rating is above the red line.
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	Hollon et al. 1992 

CBT  vs. 

Medication 

vs. 

Combination of both
	N=4 CBT therapists, all experienced (8-20 yrs experience) but little previous familiarity with cognitive therapy. One was clinical psychologist; 3 were clinical social workers. 

 Initially 8-10 MSW therapists were trained (weekend workshops, several months of weekly in-services. Four chosen to continue into the trial on the basis that they showed the most promise and were interested in further training. 
	not specified, but Beck A.T. et al. (1979) Cognitive therapy of depression  cited
	Provided by 3 of the authors (Steve Hollon, Robert DeRubeis, & Mark Evans); included up to 14 months of weekly training sessions before trial started. 

Twice-weekly training sessions included review of audiotapes of ongoing client sessions, role-playing, and other training procedures. 

	Training continued for at least 6 months prior to starting the trial.
	yes, though number unspecified
	Supervision of practice cases included in training. 
90 minute group supervision session provided twice-weekly for first two-thirds of the study, then tapered to once-weekly. 

Role-playing, listening to recorded sessions, and review of homework with therapists continued in supervision throughout the trial. 
	Selected therapy sessions rated on CTS (for quality of execution ratings) and MTRS (Minnesota Therapy Rating Scale) for adherence to model ratings.

On the  basis of ratings two therapists were considered proficient, and two marginally proficient

	Results of integrity check showed clear differentiation between CT and pharmacotherapy sessions.

In general , clients assigned to the 2 proficient CT therapists had better outcomes than those assigned to the less proficient therapists (higher completion rates, better post-therapy  response rates and lower rates of relapse following completion)

	Jarrett et al. 1999

CBT vs.

medication + clinical management vs. 

Placebo + clinical management
	N=3  ‘experienced’ therapists: 2 doctoral level, 1 psychiatrist. 

Jarrett’s research group work with a cadre of private practitioners at UT Southwestern. “They are experienced in  CBT trials (having been members of this group, & worked on various trials, from 2 to 18 years)”

	Beck A.T. et al. (1979)Cognitive therapy of depression 
	All therapists undergo training prior to seeing protocol patients. All therapists must consistently score CTS >40, and be “passed” by the cadre at Southwestern. 
	typically for 12-16 months
	yes, though number unspecified
	Weekly group supervision (with  Jarrett) for therapists, as needed. 
	External consultant evaluated competence (using Cognitive Therapy Scale, CTS) & provided feedback to therapists and investigators. 
	Grand mean CTS score across therapists = 46.1 +/- 4.1 (& no significant difference between therapists) 

	Jarrett et al. 2001

Continuation phase CT (i.e. relapse prevention focus) vs. 

Control
	N=5  experienced therapists provided CBT (each had at least 1 yr of CBT training-provided at start of trial).

See  ‘Prior experience of therapist’ box for Jarrett(1999) trial for further information.  
	Beck A.T. et al. (1979) Cognitive therapy of depression 
	All therapists undergo training prior to seeing protocol patients (typically for 12-16 months). 
All therapists must consistently score >40 on the CTS, and be “passed” by the ‘cadre’ at Southwestern.
	NA – already experienced and practicing to criterion level
	NA – already experienced and practicing to criterion level 
	Weekly group supervision (with R. Jarrett) for therapists as needed.
	Off-site consultant used Cognitive Therapy Scale to evaluate competence; provide feedback. 
	All therapists rated as competent during trial 
Analyses revealed no effects of therapist. 

R. Jarrett believes all therapists in this and the 1999 trial to be competent enough to be evaluators in the Academy of CT (although some have chosen not to pursue this due to cost considerations).
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	Keller et al. 2000

CBT (CBAS) vs. 

Medication vs. 

Combination of both
	Psychotherapists (number unspecified)
Required to have at least: 2 yrs experience after earning M.D. or PhD., or 5 yrs .after earning M.S.W.
	McCullough J.P. (1995) Therapist manual for cognitive behavioral analysis of psychotherapy 
	Before start of trial: psychotherapists assessed by evaluation (not reported by whom) of 2 video-taped pilot cases. 


	2- day initial workshop


	2 pilot cases which were evaluated. Trial entry dependent  on practising to criterion level
	Videotapes reviewed weekly by supervisors, but supervision frequency not reported
	All sessions video-taped, reviewed weekly by the supervisors
	Integrity check via supervisor observation of videotapes 

	GAD Trials
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	Barlow et al. 1992

Relaxation vs. 

CBT vs. 

Combination. 
	N not reported; therapists all senior doctoral students & staff psychologists.
	Yes, but no citation
	All trained in the use of each of 3 therapeutic procedures (via) observation (see ‘pilot cases’)
	not specified
	observation of at least one case and practice with corrective feedback of treating one case under close supervision
	Supervision provided weekly throughout trial after training. 
	All therapy sessions audiotaped- treatment integrity checked by ratings of content of periodically spot-checked sessions (28 tapes altogether). Ratings by doctoral students blind to treatment condition and session no. 
	Results of integrity check: of 28 tapes evaluated for treatment phase there were 6 misidentifications.  

	Borkovec et al. 1993

CBT vs
Applied relaxation (AR) vs 

Nondirective therapy (ND)  
	N=4:

2 experienced therapists (av. 9 yrs clinical exp.); 2 advanced clinical graduate students. 

3 therapists had previously participated as therapists in a earlier GAD trial (Borkovec & Mathews, 1988), which also involved specific CBT-protocol training.
	Yes, but no citation
	Involved instruction/demonstrations by T.D. Borvokec, role plays, viewing tapes. 


	All therapists underwent 80 hours  training – with detailed manuals and practice tapes, prior to the trial start

	Each therapist treated at least one client with this protocol prior to trial start.
	T.D. Borvokec provided weekly individual supervision.
R. Lundy met with Nondirective-condition clinicians to provide feedback. 
	R. Lundy (exp. Training clinicians for 40 yrs in Nondirective methods) – listened to 3 tapes (chosen at random) for each client.
	No main/interaction effects found for therapist factor (in both end-point and 6mth follow-up analyses).

Allegiance concerns: Researchers crossed therapist with condition (not assigning expert therapists to their preferred condition), and attempted to ‘maximise and measure the quality of our non-specific condition and to maximise therapist effects’ (p.617).
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	Butler et al. 1991

CBT (modeled on CT as described by Beck) vs.

BT (no cognitive elements) vs. 

Waitlist control group
	N= 2 clinical psychologists, min.8 yrs exp. Both originally trained as Behaviour Therapists; trained in CBT at Centre for CT in Philadelphia. Had experience using these methods for treatment of depression and anxiety.
	Treatment manuals developed by trial therapists - booklets for clients and notes for therapists (with input from Prof. Gelder - expert in BT).
	Procedures for treatment standardised through 4 months piloting through taping all sessions, and engaging supervision.
Therapists included in this trial were already fully trained and highly qualified, so training focused on maintaining the integrity of the two treatment types; no additional training required for basic therapeutic techniques. 
Training for the trial involved documenting exactly what each therapy should and shouldn’t contain (& resolving any debatable issues). 
	 N/A
	Not reported, but therapists were already experienced in approach
	Supervision meetings held regularly (weekly) throughout. 
	All sessions audiotaped. 

3 random samples (inc. beginning, middle, end of study) independently rated (2 sets of clinical psychologists expert in both treatments, some from Holland. 

Focus on 3 key aspects of each treatment – CBT: identifying anxiety-related thoughts; finding alternatives to these thoughts; setting related homework. For BT: identifying situations which patient was avoiding, selecting targets to approach; setting graded practice for homework. 
	All tapes submitted to raters for confirmation of fidelity to treatment. 

Content of CBT vs. BT sessions were consistently rated appropriately. 

No effect of therapist found in any analyses.

	Durham et al. 1994

CBT vs. 

Analytic Psychotherapy (AP) vs. 

Anxiety management training (AMT)
	CBT: N=2 clinical psychologists; 1 was trial leader (10 years post-qualification experience with this method; other had 2 years).  
Both had attended various CBT workshops prior to trial recruitment, and had ‘fairly extensive’ clinical experience delivering CBT. 
AP: N=2 Consultant Psychotherapists (10 & 2 yrs post qualification experience);  had been, or in process of being, trained in psychoanalytic psychotherapy 
	AMT: Clark (1989) model

‘brief treatment manuals’ prepared for trial
	All therapists received overview and rationale for treatment method, & brief treatment manuals (approx 4 hours of training and supervision) 
AMT (based on Clark’s 1989 model) 

	AMT therapists had approx. 5x 2hr workshops. 
	Not reported
	AMT had ongoing supervision of cases provided; no specific detail available
	
	Paper notes no formal assessment of treatment method, but also notes therapists level of commitment to therapy delivered & fact that had no training in the other approach.
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	Ladouceur et al. 2000

CBT vs. 

Wait-list control 
	N=4 licensed psychologists trained in CBT: 1 psychologist with 3 yrs exp.; 1 advanced doctoral student with 10 yrs clinical exp.; 1 post-doctoral researcher with 4 yrs clinical experience; 1 doctoral student with 2 yrs clinical experience. 
All had extensive prior experience with (e.g.) problem solving, cognitive exposure, etc.

3 of the 4 therapists had between ‘some’ and ‘a lot’ of prior experience as trial therapists; 2 of the 4 also had experience as trial supervisors.
	Training manual prepared with session-by-session protocol- used to train all therapists. prepared by main trial authors. 


	2 of the 4 therapists in the trial also shared responsibility of training and supervising others. 
Weekly/fortnightly peer group supervision (1.5-2hrs) led by two most experienced therapists (MD & MF)

	
	not reported, but all therapists experienced
	See ‘Training’ box.
	3 audiotaped sessions of each therapist chosen at random; treatment integrity assessed by rating therapist interventions against standardised treatment checklist. 

All cases monitored, one or two cases focused on. 
	Treatment integrity reached 99%, as rated by graduate student (see ‘Observation’ box for description). 

	Öst et al. 2000

CBT vs.

Applied Relaxation 
	N=2 therapists (8 & 6 yrs clinical experience of behaviour therapy for anxiety disorders).
	AR - ? Ost (1987) 

CT based on Borcovec and Costello manual 
	Not reported, but therapists experienced in approach
	
	
	Not reported
	Not reported
	

	Social Phobia Trials



	Clark et al. 2003 

CBT vs.

Medication + self-exposure vs. 

Placebo vs. self-exposure
	N=4 clinical psychologists- experienced in the use of CBT for anxiety. 
	Clark (1997) and Wells (1997) 
	
	
	Therapists treated at least 2 cases for practice (in relevant therapy) before trial start.
	Regular supervision throughout the practice period and the trial provided by Clark
	Random selection of tapes reviewed. 
	No protocol violations were detected. 

	Clark et al. 2006

CBT vs. 

Exposure + Applied Relaxation vs. 

Wait list control 
	N=6 clinical psychologists, all with experience of CBT and exposure treatments for anxiety.
	Clark (1997) and Wells (1997)
	
	
	Therapist s treated 2 cases for both CBT and exposure prior to trial start.
	Regular supervision provided by Clark for both practice and trial cases
	One videotape from each patient selected at random and assessed at end of trial for presence/absence of techniques unique to each of the treatments. 
	Competence of therapists was not rated. 
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	Cottraux et al. 2000 

CBT + Social skills training (SST) vs.  ST (supportive therapy) 
	CBT & SST: N unreported; therapists were psychologists or psychiatrists with at least 1yr of training in CBT.

ST: N=3; 1 senior psychologist with CBT background, & 2 senior psychiatrists with psychodynamic background.
	manuals used (not cited) 
	18 hrs training for CBT and SST therapists; 
6 hr training course for ST therapists.
	. 
	not reported 
	Difficult cases were discussed with the investigator
	Therapists filled in checklist (from manual)  of techniques they used during each session and discussed ‘difficult’ cases with trial authors. 
	

	Heimberg et al. 1990

CBT (group) vs. 

“credible placebo” control (educational-supportive group therapy). 
	N=6; 1 Clinical psychologist; 5 advanced doctoral students in clinical psychology. 

Most therapists involved in Heimberg’s trials are highly trained in CBT prior to trial start, most have the equivalent of an American masters degree, and have previously completed didactic and seminar training in CBT, and have clinical experience in delivering CBT. Occasionally therapists have a degree, but no previous CBT training. 
	procedure described but no manual cited
	10-12 hours for each treatment.

Initially therapists review treatment manual, then discuss with supervisor. This is followed by a 2-day workshop (incl. talking through psychoeducation of CBT; role-playing; etc.), and treatment (with supervision) of at least 2 non-study clients (each session taped & listened to by supervisor , and discussed in weekly supervision)
	
	
	Supervised on a weekly basis- at least 50% of tapes are reviewed
	Audiotapes of all sessions reviewed (R.G.H., first author- was also one of the therapists).

Treatment adherence monitored throughout study by independent raters as well as supervisors. 
	

	Heimberg et al. 1998

CBT (group) vs. 

Medication vs. 

Pill placebo vs. 

Educational-supportive group therapy
	N not reported; groups run by a “psychologist and co-therapist”. 

See also Heimberget al. 1990 for notes on therapists qualification/ experience.
	procedure described but no manual cited
	See Heimberg et al.1990- same training protocol. 
	
	
	See Heimberg et al.1990- same supervision protocol.
	Treatment adherence monitored throughout study by independent raters as well as supervisors.
	No significant site x treatment interactions – suggests both sites implemented treatment with equal quality (but no check of level of quality). 


	Panic Trials
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	Barlow et al. 2000

CBT vs

Medication vs. 

vs. 

Placebo vs.

CBT + Medication vs. 

CBT + placebo. 
	N unreported
Doctoral level clinicians 
All undertook extensive training & supervised certification. Not required to have CBT training prior to this trial. 
	manual used but not cited
	All therapists given approximately 6 months additional training and certification. Training included didactic instruction & “hour-for-hour supervision” of a training case (one of two concurrent training cases).  
After training cases, audiotapes for 2 further cases from each of the 11 sessions, were reviewed by CBT experts rating a) adherence to treatment protocol, b) avoidance of proscribed interventions, c) skill in administering CBT, and d) general therapeutic skill. If therapists scored satisfactorily on 8/11 sessions for each case they were ‘certified;, if not they received further training and supervision before reapplying for certification.
	approx 6 months
	At least two cases after the training phase
	Supervision: biweekly telephone calls
	Adherence and competence ratings routinely collected – random sample (approx. 10%) of audiotaped sessions. 
	

	Clark et al. 1994

CBT vs. 

Applied Relaxation  vs

Medication vs. 

3 month wait list
	N=2 clinical psychologists, both with extensive prior experience in use of cognitive and behavioural treatments for anxiety. 
	AR – based on Ost (87) and Clark 89)

CBT – based on Clark (1989) 
	Therapists given further training before trial start. Initial training in in AR given by Ost (originator of AR) ;. 
	
	At least 10 pilot cases prior to start of trial
	regular weekly supervision by experienced clinical psychologist (Clark.)
	10 audiotapes per treatment (each from different patient) randomly selected & rated for presence/absence of features which should be unique to that treatment; & for procedures which should be common to all treatments. 
	No protocol violation; treatments included equal time on common procedures. 
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	Sharp et al. 1996

CBT. vs. 

Medication vs. 

Placebo vs. 

medication. + CBT  vs.

Placebo + CBT
	N=1 clinical psychologist therapist- 7 yrs post-qualification who had experience with carrying out all therapies.
	no single manual, but relevant sources cited 
	Single therapist 
	
	
	Third author (R.J. Simpson) acted as ‘medical supervisor’  
	Random sample of sessions audiotaped (were being analysed for treatment integrity as paper written up- no discussion). 
	As noted in trial report,  all therapies carried out by one therapist, hence outcomes may reflect therapist effect, rather than specific treatments. 

	PTSD Trials

	Ehlers et al.  (2003)

CBT vs

self-help vs

repeated assessment
Ehlers et al. (2005)

Case series and RCT (CBT versus wailist)


	In both trials therapists were 4 Clinical Psychologists, all with specialist training in CBT..  
	manual but not cited
	All were involved in developing the treatment protocol, and undertook further training pre-trial
	
	Therapists treated at least two practice  cases before trial start in both studies 
	each case discussed in weekly supervision to ensure adherence to trial protocol
	All sessions videotaped and extracts watched during supervision
	Random selection of sessions chosen for review of video (no deviations from trial protocol detected)

	Foa et al. 1991

Stress Inoculation Training (SIT) vs. 

Prolonged Exposure (PE) vs. 

Supportive Counseling vs. 

Wait-list control
	N=6 therapists with masters or doctoral degrees in psychology, or clinical social work. 
	manual cited for SIT, but not for PE or SC
	Trained in the various treatments by 2 of the authors (exposure trained by Foa, SIT by Killpatrick, both expert in respective therapies) 

Trained via ongoing observation of treatment 
	
	
	Supervised biweekly by Foa : each therapy session monitored to examine any possible protocol-deviations
	See training box. 
	No major deviations seen in supervision- subtle deviations noted, and supervisor suggested how to correct. 

No effect of therapist found in analyses.

	Foa et al. 1999

PE vs. 

SIT vs. 

PE + SIT vs. 

Wait-list control
	N=7 PhD- level clinical psychologists, Experts in CBT for PTSD prior to trial start.
	manuals cited but not referenced
	“Trained to use manuals”, no further detail. 
	
	
	Received ongoing supervision from first and second authors
	Videotapes of 63 of 702 sessions (9%) randomly selected and rated against checklist from trial protocol 


	On average: therapists completed 93% (SD12%) of components prescribed for given session for each protocol. 
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	Monson et al. 2006

Cognitive Processing Therapy (CPT)  vs

Waitlist


	N=6 Doctoral level clinicians (2 licensed psychologists, 4 postdoctoral fellows)with  prior experience of treating PTSD and of using CBT
	 Resick (2001) manual
	4/6 trained for one day by PA Resick; 3 of these received further day of training

2/6 trained by Monson
	
	none reported
	Weekly and “as needed basis”
	All sessions videoed and 10% of sessions rated by independent expert in CPT
	Adherence good (93% of CPT elements rated as present); competence ratings also high  

	Resick et al. 2002

CPT vs

Prolonged Exposure (PE) vs

Waitlist


	N=8 Doctoral level clinicians with  doctorates in clinical or counselling  psychology background in CBT
	 manualised
	Therapists read relevant manuals for each condition, followed by 2-day workshop for each therapy. 

Training in CPT by Resick, and PE by Foa


	2 days
	2 pilot cases
	“close supervision by principal investigator” as well as weekly peer supervision
	All sessions videotaped and rated by independent expert raters

Adherence to CPT and PE  rated in approximately one third of clients, across 3 randomly chosen sessions 
	CPT – 99% of tapes rated as high adherence

PE – 92% of tapes rated as high adherence


Effectiveness trial 

	Gillespie et al. 2002

*report of service based- trial implementing Ehlers model, all clients received CBT (no comparison group)
	N=5 NHS therapists. Range of experience, but no specialist training in cognitive therapy for PTSD prior to this trial
	
	“Fast-track” training of local staff in CBT for PTSD initiated by national experts:  phone conversations to identify key procedures & how they might be applied to sample in trial; lecture on PTSD & cognitive models; 2-day workshop
	Initially monthly (tapered to 6-weekly) supervision sessions with David Clark/ Ann Hackman;

More frequent face-to-face supervision provided by Kate Gillespie. 
	Not reported
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