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ABSTRACT

Clinician or counseling self-efficacy (CSE), defthas beliefs about one’s ability
to effectively counsel a client in the near fut(itarson & Daniels, 1998), is widely
accepted as an important precursor of effectiveaal practice (Kozina, Grabovari, De
Stefano & Drapeau, 2010). While previous reseasshdxplored the association of CSE
with variables such as counselor aptitude, achievenand level of training and
experience, little attention has been paid to #gieefficacy of school mental health
practitioners. The current study examines the @rfae of quality training and
supervision on the level of counseling self-efficamongst school mental health
practitioners, as well as the relationship of siiediemographic variables and
professional experiences to counseling self-efficAdter controlling for significant
correlations between pre-intervention self-efficaog demographic/experiential
variables, results of an analysis of covariancéaté a non-significant difference in
change. Subsequent regression analyses indicateddfardless of condition, post-
intervention self-efficacy scores significantly gireted: quality of practice; knowledge of
EBP for ADHD, depression, disruptive behavior angiaty; and usage of EBP for
treating depression. Results emphasize the impmtahhigh CSE for quality and
effective practice, and the need to make an exgazal of evaluating effective
mechanisms to enhance CSE and the impact thatdkisn client outcomes and

satisfaction.
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CHAPTERI
INTRODUCTION
A significant gap exists between the mental headtbds of children and
adolescents, and the availability of effective &#s to meet such needs (Burns et al.,
1995; Kataoka, Zhang & Wells, 2002; Leaf et al980 The necessity of improving
youth mental health services to meet these neexdsdemn well documented (i.e.,
Stephan, Weist, Kataoka, Adelsheim & Mills, 2007Ikh, 2009; Mills et al., 2006;
Owens et al., 2002; Weist, Lowie, Flaherty & Pru2d01). Research suggests that at
least 20% of the youth population have significaeintal health needs, with roughly 5%
experiencing “extreme functional impairment,” aedd than 1/3 of these individuals
receiving any services at all (Leaf, Schultz, Ki&dPruitt, 2003; Marsh, 2004; Policy
Leadership Cadre for Mental Health in Schools, 20Dikewise, federal reports have
documented serious mismatches between servicesesodto address child and
adolescent mental health (see the Surgeon GenBepsrt on Children’s Mental Health,
U.S. Public Health Service, 2000). Similarly, in020Q President George W. Bush
established the President’s New Freedom CommigBiNiFC) on Mental Health to
evaluate the success of the country’s mental hegtitem. The resulting report of these
investigationsAchieving the Promise: Transforming Mental Healdr€in America
(2003), highlighted such gaps in youth mental esdirvices and emphasized the need to

improve the child and adolescent mental healthegyst



The position of schools as a point of contact amglersal natural setting for
youth and families was documented by the New Free@Gommission on Mental Health
(PNFC, 2003), and is recognized as a key facttnertransformation of child and
adolescent mental health services. Farmer andagplés (2003) found that the education
sector was cited as the most common provider otahéealth services across ages,
while only 7% of youth reported use of the spegiaiental health sector, and 4%
reported utilizing the general medical sector feyghological care. Thus, schools serve a
central role in the provision of mental health ses for children and adolescents, with
70 to 80% of children and adolescents who recemnengental health services getting
them at school (Burns et al., 1995). Given thailstantial majority of youth receives
mental health services at school, attending tatrantity, quality and effectiveness of

school-based mental health services should ben#isant national priority.

1.1 Expanded School Mental Health

In recent years, expanded school mental healtiHSMograms have emerged as
a unique approach to the provision of mental hesgtirices for students and families
(Weist, 1997; Weist, Evans, & Lever, 2003). Unfodtely, SMH providers (e.g.,
counselors, social workers, clinicians, and psyofists) struggle to implement high
guality and evidence-based services for a varietgasons (Evans et al., 2003; Evans &
Weist, 2004). In fact, when available, mental Hea#rvices in the schools have been
often been criticized for being fragmented and mptete; for example, not coordinated
between school-employed and community-employed wtaking in schools, and often
failing to include effective services at all levelsthe promotion, prevention, early

intervention and treatment continuum (see Repi@52¥oung, 1990). Therefore,



researchers are increasingly evaluating the infleasmmn successful delivery of evidence-
based practices in schools, including the persgunalities of SMH professionals (e.g.,
attitudes, beliefs, skills, and training), as vaadlenvironmental factors (e.g., school
administrative support, access to community ressyrsufficient space for practice), in

schools that may predict high quality services.

Friedrich (2010) examined factors related to thevimion of SMH services by
surveying a national sample of school psycholog&thool psychologists answered
guestions regarding the extent to which certaitofacserved as either barriers or
facilitators to the delivery of effective mentaldtin services in their personal practice.
Findings suggested that the highest-rated faalisabf effective SMH were personal
characteristics (e.g., personal desire to deliventad health services), and adequate
training and confidence in one’s perception ofdrisier ability to deliver effective
therapy. Suldo, Friedrich, and Michalowski (201pasought to identify common
barriers to mental health service delivery by stipsgchologists in the schools. In
addition to administrative and school site diffites, school psychologists cited a
number of personal barriers, including lack of might training, overwhelming caseload,

job burnout, and personal mental health difficgltie

In a sample of school counselors, Lockhart and K&998) found numerous
reported barriers to mental health services in slshwith most professionals citing
limiting school system policies and insufficierditring to meet the diverse needs
presented by the student population. Repie (20@%eged a broader sample, including
regular and special education teachers, schoolsabors, and school psychologists, on

their perception of the provision of mental heaknvices in schools. Results of this



survey, modified from a similar measure devised\Bist, Myers, Danforth, McNeil,
Ollendick, and Hawkins (2000), suggested that tipestessionals perceived little

support for mental health services in schools,thatthis, along with lack of mental
health knowledge by school personnel and adminigirawere viewed as significant

barriers to effective mental health services.

While research has evaluated the influence of sypes of personal
characteristics in relation to the delivery of higality SMH services, little attention in
the school mental health literature has been pailde importance of clinician self-
efficacy. Clinician self-efficacy is widely acceptas an important precursor of
competent clinical practice (Kozina, Grabovari, 8tefano & Drapeau, 2010). However,
researchers have not systematically included measirself-efficacy in studies of SMH

provider utilization of evidence-based practices.

1.2 Self-Efficacy

Social-cognitive theory (SCT) and its central tenaalf-efficacy, have received
much attention in the psychological literature @eiddackson, Shaw, Scott & Rich,
2007). Not only is Alfred Bandura, who is creditedh the development of this theory,
considered one of the most influential psycholagisthistory (Haggbloom et al., 2002),
but self-efficacy continues to be a focal constraaontemporary clinical and counseling

psychological research (Judge et al., 2007; LeMa&ldux, 1997).

Self-efficacy is defined as an individual's befigbout his or her ability to
achieve desired levels of performance (Bandura4)}.@hd is believed to play a key role

in the initiation and maintenance of human behaftenmnelli, 2000). Much of the



attention that this theory has received is attedub the fact that individuals of
comparable intelligence and abilities perform d#fely in the same situations (Fall,
1991). While one person may approach a challengedetermination and persistence,
despite the risk of failure, another with similéildies may choose to give up. Broadly,
Bandura’s social cognitive theory posits that olfex@f-efficacy, which includes

outcome and efficacy expectancies, accounts féerdifitial responses to challenge.

Bandura posits that self-efficacy as a whole tgmheined by two types of
expectancies (Bandura, 1982, 1986), each of whapkedifferential roles. Efficacy
expectancies are people’s beliefs that they cacesgéully complete the actions
necessary to reach the desired outcome (Bandur@al90utcome expectancies are
people’s beliefs that a certain behavior will léad specific outcome. While still
important, outcome expectancies are less centeaidceexert less weight on level of self-

efficacy.

Social-cognitive theory suggests that expectatadiersonal efficacy determine
the amount of effort and time directed toward ativag, as well as the level of anxiety
an individual feels regarding his or her proficign€thus, when self-efficacy beliefs are
high, people have more confidence in their abgitend subsequently devote more time
and effort toward accomplishing related goals. @ndther hand, if self-efficacy beliefs
are low, regardless of actual skill level, indivadsiwill approach a task with the belief
that failure is imminent. Thus, self-efficacy isnajor influence on selection of activities,
the amount of effort expended and level of pers#an the face of barriers (Bandura,

1977a).



Self-efficacy is developed through cognitive apgabprocesses, by which
information from past performances is weighed araluated in conjunction with
personal and situational factors (Bandura, 197 @mdra, Adams, Hardy & Howells,
1980). For example, if one believes that a certaunrse of behavior will result in specific
outcomes and efficacy regarding completion of as®wf action is high, the probability
of engaging in these behaviors is increased. Howéwhere is doubt about being able
to successfully complete the course of action, @l ag an absence of expectations of
positive outcomes, actions are stalled. Once g&ttrane’s level of self-efficacy serves

as a regulator of behavior and performance in eetyaof domains.

Given the influence of self-efficacy expectan@esperformance, research has
evaluated how self-efficacy impacts a variety df@acrelated domains, including
academic achievement (e.g., Caprara, VecchionssAlari, Gerbino, & Barbaranelli,
2011; Phan, 2012; Yip, 2012), physical activity amdlurance (e.g., Bean, Mille, Mazzeo
& Fries, 2012; Dishman et al., 2005; Rutowski & @ehy, 2012), career selection (e. g.,
Branch & Lichtenberg, 1987; Zeldin, Britner & Pagar 2008), health-behavior change
(e.g., Mildestvedt, Meland & Eide, 2008; Ramo, Piamka & Myers, 2010; Sharpe et al.,
2008), parenting (e.g., Cinamon, Weisel & Tzuk, 20Bregory, 1998) and work-related
performance (e.g., Judge et al., 2007; Stajkoviaighans, 1998). Specific to the mental
health field, recent investigation has focused aw kelf-efficacy is related to counseling

performance.



1.3 Counsdling Self-Efficacy

The construct of Counseling Self-Efficacy (CSEJ&dined as an individual’s
beliefs about his or her ability to effectively cmel a client in the near future (Larson &
Daniels, 1998). The structure and influence of timiscept have been investigated in a
variety of mental health professionals, includiogiseling trainees, masters’ level
counselors and psychologists, and school counselsmsell as in students from related
professions (e.g., clergy, medicine). Researchsinyating the influence and

development of this construct has resulted in miksdings.

A number of counselor characteristics have beendda be minimally to
moderately associated with self-efficacy, includooginselor personality, aptitude,
achievement and social desirability (Larson etl#192), and counselor age (Watson,
2012). In addition to numerous person-specific ifjeal research suggests that CSE is
related to external factors, including the perceigad objective work environment,

supervisor characteristics, and level or qualitgubervision (Larson & Daniels, 1998).

However, the relationship of self-efficacy with &\of training is unclear. For the
most part, CSE is stronger for individuals witHestst some or much counseling
experience than those with none (Barbee, Sche@obs, 2003; Melchert, Hays,
Wiljanen & Kolocek, 1996; Tang et al., 2004). Whitee amount of obtained training and
education has been reported as a significant goedi€ degree of CSE (Larson &
Daniels, 1998; Melchert et al., 1996), a numbestatiies have also reported that no such

predictive relation exists (Tang et al., 2004hds also been suggested that once a



counselor has a certain amount of experience thesirce of experience on CSE

becomes rather minimal (Larson, Cardwell & Majdr@96; Sutton & Fall, 1995).

There are a number of possible explanations ahjoresearchers have failed to
observe consistent relations amongst these cotstiMost arguments focus on problems
of measurement, both of the constructs and the unement tools themselves (Larson &
Daniels, 1998), as well as the use of brief anifi@al performance rating situations
(O’Brien, Heppner, Flores & Bikos, 1997). Throughmata-analysis of work on CSE,
Larson and Daniels (1998) found that each studytths.examined the relation between
CSE and training has used a different measure &f, @8&ich may explain the differences
in findings. Additionally, O’Brien and colleaguesport that a number of studies
measured counseling performance through the usdesplay scenarios rather than

observation of an authentic interaction with ardlie

Some work has been done to evaluate interventiomsdsat enhancing

counseling self-efficacy utilizing the four primasgurces of CSE, as defined by Bandura
(1989) (i.e., mastery, modeling, social persuasiom affective arousal). In two studies
involving undergraduate recreation students, Murssahcolleagues (1986) found that
modeling with role-play and visual imagery serve@&hhance CSE greater than a wait
list control group. Larson and colleagues (1998)mpted to extend these findings
utilizing a sample of practicum counseling traing@sginally, when conducting the

study without a control group, the researchersinbthno significant effect of role-play

enhancing CSE.



However, later work in which students were randoadgigned to a role-play or
videotape condition found that self-evaluation wésess in the session moderated level
of CSE post-intervention (Larson et al., 1999). &hbéhors completed a study with a
sample of counseling trainees to examine the impiasto commonly used training
techniques on CSE. Depending on condition, pagitip watched a 15-minute videotape
of a counseling session or participated in a 15deimock client session, and were
subsequently asked to complete measures of CSpeandived success. Findings were
that perception of success significantly impactesigotency of the role play scenarios as
a means to increase CSE. The same effect wasunud for individuals in the videotape

condition.

Based on these findings, Larson (1998) developeddiial cognitive model of
counselor training (SCMCT), which posits that tlhemseling training environment and
trainee personal agency factors, including seitadly, jointly influence learning and
performance. Within this structure, some reseangjyssts CSE has been shown to
increase with receipt of regular supervision (Cash& Dooley, 2001) and counseling
field experiences (Ladany, Ellis & Friedlander, 28%5tudies evaluating the influence of
practicum experience on CSE, however, have resurteuxed findings. While some
studies found significant increases in CSE frompueecticum levels (Johnson, Baker,
Kopala, Kiselica & Thompson, 1989; Johnson & Se#889; Larson et al., 1992; Larson
et al., 1993), others have not found such effastisite, 1996). Additionally, these effects
have not been observed within advanced practicitimge and no studies have been

conducted with clinicians post-licensure.



While CSE has been evaluated in a variety of sasnptde work has been done
to evaluate self-efficacy of expanded school memalth practitioners, and what factors
play into its development. Additionally, althougluam work has been done on factors
that impact school mental health practitioner’diags and performance, self-efficacy is
an element that has often been ignored. For instdfarman, Fagley, Chu and Walkup
(2012) recently conducted an evaluation of the camepts that contribute to school
psychologists’ willingness to implement cognitiveHavioral interventions. While
findings suggest that beliefs about the acceptglaihd efficacy of the intervention
influence willingness to apply an intervention fesfficacy to implement was not

evaluated.

In addition to impacting clinician performance, EEBas been reported to have an
indirect significant impact on positive client oatae (Urbani et al., 2002). Results of a
review conducted by Larson and Daniels (1998) sstggethat counseling trainees with
high CSE expected more positive outcomes for ttlants, reported higher self-
evaluations and experienced fewer anxieties regambunseling performance. Thus,
increasing CSE, which decreases anxiety, is impbfta client outcomes, as anxiety is
reported to decrease level of clinical judgment pedormance (Urbani et al., 2002).
Additionally, in a review of psychotherapy outcomesearch, Orlinksy and Howard
(1986) reported that, in a majority of studiesgistioutcomes were positively related to
therapist self-confidence in their abilities. Whitere is some evidence for CSE as
influential for client outcomes, minimal work hasdm done to systematically evaluate

this relation.
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1.4 The Current Study

In sum, the current study aimed to examine the@nite of exposure to a quality
improvement intervention on CSE in expanded SMHtgraners, as well as the
importance of self-efficacy in regards to practieated domains. The primary question
of interest was: does exposure to an interventonded on quality improvement (QAI)
result in higher levels of CSE than exposure tcnaantion focused on professional
wellness (W)? Individuals involved in the QAI ingention received extensive training
on quality assessment and improvement, family emgagt/empowerment, and modular
evidence-based practice, while those in the W wetgion received training in
professional wellness and SMH best practice. THieance of differential quality
training and supervision on one’s level of coumggkelf-efficacy was investigated by
comparing post-intervention self-efficacy scoresMeen each condition after evaluating
pre-intervention equivalency of CSE levels. Longrt@xposure to the quality
improvement intervention, which focused on quadisgessment and improvement,
family engagement/empowerment, and modular evideased practice, was
hypothesized to significantly influence level of ES hus, it was expected that
individuals who patrticipated in the quality impronent intervention would report higher
levels of CSE than those in the wellness intereentBased on previous research, it is
possible that specific counselor characteristias. (age and experience) would be
predictive of self-efficacy, such that individuaho are older and have more experience
counseling children and adolescents will have higbenseling self-efficacy. Thus,
when evaluating training effects, these variablesawncluded as covariates in the

analysis of the relation between self-efficacy &mathing.

11



Secondarily, this study aimed to evaluate theimrlaof professional experiences
during intervention exposure to counseling selfeaffy. For this aim, the research
guestion was: does post-intervention level of C8#ljgt quality of self-reported SMH
practice, as well as attitude toward, knowledge @swlof evidence-based practice
(EBP)? To answer this question, individual lineagression analyses were conducted.
After controlling for confounds, it was hypothegizat level of self-efficacy would be
predictive of the quality of SMH practice, as wedl knowledge and use of evidence-
based practice (EBP). If the hypothesis of the garimaim was confirmed and significant
training impacts were found, statistical analysesenplanned such that these relations
were to be evaluated within each training conditidawever, if changes in self-efficacy
were not significantly different, the exploratiohtbese relations was to occur across

intervention groups.
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CHAPTER Il

METHODS

2.1 Study Overview

This paper stems from a larger previous evaluaifanframework to enhance the
quality of school mental health (Weist et al., 20@9nded by the National Institute of
Mental Health (1IRO1MH71015-01A1; 2003-2007). Asaat of a 12-year research
program on quality and evidence-based practic&MH, researchers conducted a two-
year, multisite (Delaware, Maryland, Texas), randma controlled trial of a framework
for high quality and effective practice in SMH (éenhce-based practice, family
engagement/empowerment, and systematic qualitgsssat and improvement) as
compared to an enhanced treatment as usual can@fticused on personal and school
staff wellness). Only the methods pertaining todatms of the current study have been
included here, with more comprehensive informategarding the overall project

methodology outlined in prior publications (seepbi@n et al., 2012; Weist et al., 2009).

2.2 Participants

Participants were 72 expanded school mental héaltH) clinicians (i.e., mental
health providers employed by community mental ieedinters to provide a full
continuum within the school system) from the th&d#H sites (Delaware, Maryland, and
Texas) that participated for at least one yeahefstudy and had complete data for all

study measures. All clinicians were employed byersity- or community-based

13



agencies that had a strong, established histgoyaviding school mental health
prevention and intervention services to elementargdle and high students in both
general and special education programs. In thevizeaand Maryland sites, clinicians
were solely school-based. In Texas, clinicians ®ed both school-based and school-
linked services, such that the clinicians maintdia¢home base” at one school with the

provision of transportation and other supports inithfeeder pattern of schools.

A total of 91 clinicians participated over the cesiof the study, with a sample
size of 64 in year 1 and 66 in year 2. Out of tharyl sample (35 QAIl and 29 W), 24
participants did not continue into year 2 (13 QAdal W). Dropout rates between the
two conditions did not differ significantly (37% Q#ersus 38% W). Reasons for
discontinuation included workload demands, incrédagiministrative responsibilities,
entering school and maternity leave. No particdlapout patterns were observed related
to non-participation. Investigations in this pautar study focused on individuals who
had completed at least one year of the study addhlamitted pre- and post-intervention
measures. The participants were predominantly fen@ducasian and had received
graduate-level training, and were 36.03 years aldwerage (SD = 11.03). In terms of
experience, clinicians had roughly 6 years of pexerience and had worked for their
current agency for 3 years on average. The obtaaetple is reflective of school mental
health practitioners throughout the United States\{s, Truscott & Volker, 2008). For

more detailed demographic information, see Talle 2.

14



2.3 Measures

Measures utilized in the current study are desdrtimow. All measures utilized
were self-report and completed by the clinician@ined in the study. Spanish versions
of the protocol were utilized in Dallas as needmdridividuals for whom English was

their second language.

2.3.1 Counseling Self-Efficacy

Clinician counseling self-efficacy was measureshgsheCounselor Self-
Efficacy ScaléCSS; Sutton & Fall, 1995). The measure was dedigmée used with
school counselors, and was created using a sarhplébic school counselors in Maine.
Sutton and Fall modified a teacher efficacy sc&idgon & Dembo, 1984), resulting in a
33-item measure that reflected counseling effiGauy outcome expectancies. Work
environments have been found to be predictive ofescon the CSS (Larson & Daniels,
1998). Counselor perception of a supportive workrenment, as well as volume and
scope of caseload, are moderately related to €Sgaige from .17 to .22), while
familial interference, client difficulty and time icontact with clients and spent on work-

related tasks are minimally influentials(range from -.09 to .11).

Results of a principal-component factor analysimolestrated initial construct
validity, indicating a three-factor structure catsig of efficacy expectancy for being a
school counselor (9 items), efficacy expectancyiridividual counseling within the
school (7 items) and outcome expectancies (3 itéggjon & Fall, 1995). The internal
consistency of these three factors, as measur@tdnbach’s alpha, was reported as

adequate (.67-.75) (Sutton & Fall, 1995). Howetee, structure of the measure has

15



received criticism, with some arguing that thedHactor is not measuring outcome
expectancies as defined by SCT (Larson & Dani€l88L It appears that some of the
items on this factor involve assessing rationabepérticular outcomes rather than
evaluating the clinician’s belief that a particusarategy will result in a particular
outcome (e.g., “The school staff has too many etgbens of me thereby reducing my
effectiveness). Thus, a decision was made to userttire 33-item scale as a measure of

overall CSE.

Respondents were asked to rate each item usifgpan6Likert scale, ranging
from strongly disagre@s 1to strongly agreeas 6 Slight language modifications were
made to make the scale more applicable to the wiotthis sample (Weist et al., 2009).
For instance, the research team changed “guidangegm” to “counseling program.”
Clinician self-efficacy was measured in both coiodi$ at the beginning and end of

Years 1 and 2 of the intervention program.

2.3.2 Quiality of School Mental Health Services

TheSchool Mental Health Quality Assessment Questioai@MHQAQ) is a
40-item research-based measure developed by ther Istudy investigators to assess 10
principles for best practice in SMH (Weist et aD05, 2006a, b). Principles are as
follows: (1) All youth and families are able to ass appropriate care regardless of their
ability to pay; (2) Programs are implemented toradsl needs and strengthen assets for
students, families, schools, and communities; (BgRAms and services focus on
reducing barriers to development and learningstudent and family friendly, and are

based on evidence of positive impact; (4) Studdatsilies, teachers and other important

16



groups are actively involved in the program’s depetent, oversight, evaluation, and
continuous improvement; (5) Quality assessmentirmpdovement activities continually
guide and provide feedback to the program; (6) Atiooium of care is provided,
including school-wide mental health promotion, gamtervention, and treatment; (7)
Staff holds high ethical standards, is committedhitdren, adolescents, and families,
and displays an energetic, flexible, responsive@pdctive style in delivering services;
(8) Staff is respectful of, and competently addesssevelopmental, cultural, and
personal differences among students, families &aff] §€9) Staff builds and maintains
strong relationships with other mental health aealth providers and educators in the
school, and a theme of interdisciplinary collab@ratcharacterizes all efforts; (10)
Mental health programs in the school are coordahati¢h related programs in other

community settings.

At the end of year 2, clinicians rated the degoeehich each indicator was
present in their own practice on a 6-point Likels, ranging from “not at all in place”
to “fully in place.” Given that results from a pciple components analysis indicated that
all 10 principles weighed heavily on a single sraomponent, analyses focused
primarily on total scores of the SMHQAQ. Aside frdactor analytic results, validity
estimates are unavailable. Internal consistencgeesured by Coefficient alpha, was

very strong (.95).

2.3.3 Knowledge and Use of Evidence-based Practices

ThePractice Elements Checkli@®EC) was created by the principal investigators

of the larger study in consultation with Bruce Qfita of the University of California
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Los Angeles, an expert in mental health technotofpe children and adolescents. The
measure was developed based on the Hawaii DepdraohEealth’s comprehensive
summary of top evidence-based modular practiceas{Chorpita & Daleiden, 2007).
The PEC asks clinicians to provide ratings of thpeight skills as determined by the
American Psychological Association’s Task Forceach of the four disorder areas
(ADHD, Disruptive Behavior Disorders, Depressionganxiety). Respondents utilized
a 6-point Likert scale to rate both current knowleaf the practice element (1= “none”
and 6 = “significant”), as well as frequency of wde¢he element in their own practice (1
=“never” and 6 = “frequently”). The scale also a$trr the frequency with which the
clinician treats children whose primary presentssye falls within one of the four
targeted disorder areas (e.g., “ How often do yawide interventions to students with:
Attention and Hyperactivity problems (including ADK?”) on a 6-point Likert scale (1

="“never” and 6 = “frequently”).

In addition to total knowledge and total frequesaypscales (scores ranging from
4 to 24), four knowledge and four frequency subexébne for each disorder area) were
calculated by averaging responses across pradéiceents for each disorder area (scores
ranging from 1 to 6). A PEC total score was cal@day summing all subscale scores,
resulting in a total score ranging from 16 to 9&héugh this results in each item being
counted twice, it was an aim to determine how tetaiwledge and usage were related to
CSE, as well as skills in specific disorder ar&#hile internal consistencies were found
to be excellent for each of the subscales, valfithe measure has yet to be evaluated.

Clinicians completed the PEC at the end of Year 2.
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2.4 Study Design

Expanded SMH clinicians were recruited from tle@immunity-based agencies
approximately one month prior to the initial sta#ining. Information regarding the
nature of the project was sent to staff in inteti@mnand comparison schools along with
consent forms. At the beginning of the trainingssass, project investigators provided a
description of the project, encouraged questionlscamments, and emphasized the
voluntary nature of the study. Aside from being &yed by one of the community-
based agencies involved in the study, there weiiaatasion or exclusion criteria and all
clinicians who chose to participate had at leasiater’s degree, representing the fields
of psychology, social work, and professional colingelnformed consent was obtained
from participants prior to participation in thedar study. Upon consenting, clinicians
completed a set of questionnaires, which includadabraphic information, level of
current training, and counseling self-efficacy.jBcbinvestigators collected this data,

along with consent forms, prior to randomizatiotoitreatment conditions.

Within each site, clinicians were then randomlyigresd to be involved in the
Quality Assessment and Improvement (QAI) intervamtr the Wellness (W)
intervention. Four training events were providedgdarticipants in both conditions (i.e.,
at the beginning and end of both Years 1 and 2yvéver, only participants in the QAI
intervention received training in the provisionSMH services. At each site, senior
clinicians (i.e., licensed mental health profesalsmwith, at minimum, a masters degree
and 3 years experience in SMH) were chosen to tgasproject supervisors for the
condition to which they were assigned. These chni€ were not considered participants,

and maintained their positions for the duratiomhaf study. Over the course of the years,
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each research supervisor dedicated one day pertodle& study, and was assigned a
group of roughly ten clinicians to supervise. Supsars held weekly group meetings

with small groups of 5 clinicians to review QAI pesses and activities in their schools,
as well as strategies for using the evidence-ldditionally, these supervisors served as
liaisons between on-site project leaders and CSMH t® convey information, offer
resources to staff and ensure that study meas@escompleted in an appropriate and a

timely manner.

During the four training events, individuals iretQAl condition received
education and training regarding the following caments: (1) Quality Assessment and
Improvement, (2) Providing Evidence-Based Pradiid®P) using a modular strategy
(see Chorpita & Daleiden, 2009), and (3) Implenrentramily Engagement and
Empowerment strategies. Over the course of theys@AI supervisors held weekly
meetings with their assigned group to review speffAl processes and activities in
their schools, as well as strategies for providi®BP. To promote treatment fidelity,
these group sessions were audiotaped and revieyveehioor project staff members with
substantial experience in SMH and EBP. Staff threwided feedback and

recommendations as guidance and support for sigoesvi

For individuals involved in the W (i.e., compamgaondition, training events
focused on general staff wellness, including stregseagement, coping strategies,
relaxation techniques, exercise, nutrition, andchbut prevention. Over the course of year
1, clinicians involved in the W condition expresseigrest in organizing small, more
informal, wellness meetings. While research staffoeiraged these meetings, there was

no provision of tangible support regarding contstrijcture or process. CSMH staff
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encouraged supervisors to carry on with normal @ggres to supervision, and attempt to
involve discussion of wellness and related resaunt® supervisory encounters. These
supervisors, similar to those in the QAI conditioeceived updates on staff wellness
through a separate, password-protected CSMH ligeder additional information,
materials and discussions on staff wellness. Rastvention data were collected by
research staff in the spring of year 2 as a pdfitiefity monitoring. Research staff was

not blind to condition assignment.

For the purposes of the current study, measures ifndividuals who completed
at least one year of the study were utilized inyem®s. The original goal was to target
individuals who completed the study in its entirgtyexamine the influence of long-term
training in the QAI as compared to the W conditzom evaluate changes in CSE.
However, after further examination of the sampleposition, restricting the sample to
these individuals would result in a total sampke f 43. Thus, the decision was made to

include individuals with pre and post measures SEC

2.5 Data Analytic Plan

Initial analyses focused on evaluating reliabibfythe principal measure of
interest, theCounselor Self-Efficacy Scal€SS Sutton & Fall, 1995). Given that
examination of this measure is sparse, and thétpants completed all 33 original
items, preliminary analyses focused on evaluatmegstrength of the CSS as a measure of
overall counseling self-efficacy. Measurement edwe to the use of unreliable measures

has been found to weaken the relations betweenpieariables (Shadish, Cook &
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Campbell, 2002). Thus, in order to ensure religbdf measurement, internal

consistency was computed for this sample.

Subsequently, descriptive analyses were condiotassess the distribution of
this sample, examining measures of central tendandynormality (i.e., skewness and
kurtosis). Violation of assumptions of statistitedts is a substantial threat to statistical
conclusion validity (Shadish, Cook & Campbell, 2D0Riven that analysis of covariance
(ANCOVA) and regression analyses were involvedddrassing the primary and
secondary aims of this study, descriptive analgseduated whether the samples
reflected a normal distribution, whether multicodarity was present, and whether error
variance was equivalent. Further, to ensure tlgaiifsiant pre-treatment nonequivalence
was not present, t-tests were conducted prioritogry aim analyses. Additionally, these
analyses enabled evaluation of differences in deapdgc, educational and experiential
variables across intervention groups. Previousditee has suggested that these variables
are associated with differing levels of counsebetjf-efficacy (Larson & Daniels, 1992).
Thus, correlational analyses were conducted toicorihese relations in this sample of
professionals. Demographic variables that wereddorbe significantly correlated with

pre-intervention self-efficacy were utilized as agates in primary aim analyses.

Previous research on relations amongst demographiebles and self-efficacy
report a range of average effects: age (17; Larson & Daniels, 1998), gender(.09;
Sutton & Fall, 1995), and level of training% .76; Larson & Daniels, 1998). Thus,
power to detect an effect of age was .364 (05), gender was .108 € .05) and level of

training was .99¢( = .05).
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The primary aim of this paper was to evaluateinflaence of a clinician quality
improvement intervention on level of counseling-e#licacy. This aim focused on
comparisons of two time points (pre- and post-wgation) across the two intervention
groups (QAI and W). Analyses were run as a 2x2 thix@del analysis of covariance
(ANCOVA) to evaluate self-efficacy change from prepost-treatment as a function of
treatment status (QAI vs. W). Past research sugdfest an estimated average effect size
is .157 in this domain (Larson & Daniels, 1998)sH&s of a power analysis (Cohen,

1988) suggest that with a sample size of 72, ptavdetect an effect was .27.

The secondary aim was to evaluate the influenseléfefficacy on outcome
measures related to the delivery of evidence-bpsaetice within SMH. These variables
included knowledge and use of evidence-based peafdig., using thBractice Elements
Checklistdeveloped by Weist and colleagues), and use ditguzental health services
(e.g., using th&chool Mental Health Quality Assessment Questisan@feist et al.,
2006). Thus, individual one-way regressions weredooted to predict outcome variables
at the end of Year 2 from level of self-efficacyspintervention. These analyses were
conducted either across or between treatment grtoupgluate general self-efficacy
impact and interactions with intervention assigntpdapendent on significance results

from the ANCOVA addressing the primary aim.

Power analyses were conducted for each outconmbl@to determine the
likelihood of obtaining significant effects. To doal for experiment wise error, a
Bonferonni correction was used, evaluating all tesat ano of .0045. Correlation
analyses suggested that the relation between ffielhey and attitudes toward evidence-

based practice was not significarfs 0.017.Thus, the power to detect an effect was,.17
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based orf* = 0.018. However, the correlation between seitatfy and quality of SMH
practices was significant’ = .375. Therefore, the power to detect an effext wery
strong at 0.99, witf = .602. Regarding knowledge and usage of evideased
practices, self-efficacy was minimally correlateithwusage i = .065), but more
strongly correlated with knowledge? & .311). Power to detect effects amongst these

variables was calculated as .565<.069) and .9984 = .452) respectively.
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Table 2.1

Demographic information from participating SMHratians

Variable n %
Gender
Female 61 83.6
Education
Some college 1 1.4
Bachelor's Degree 2 2.8
Some graduate work 9 12.5
Graduate Degree 60 83.3
Ethnicity
African American 19 26.0
Caucasian 40 54.8
Hispanic 13 17.8
Other 1 1.4

Note.N = 72; Data may not add up to 100% because twesdaad missing data on demographic variables.
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CHAPTER Il

RESULTS

3.1 Preliminary Analyses and Scaling

Analyses were conducted using the Statistical Rpckar the Social Sciences,
version 20 (SPSS, 2012). All variables were evaldifr significant outliers, skewness,
and kurtosis. Distributions did not deviate sigrafitly from normal, ensuring
appropriate analyses were run. Tests of statistigaificance were conducted with a
Bonferroni correction, resulting in the use of §pha of .0045, two-tailed. Descriptive
statistics (i.e., means and standard deviationa)l @hain variables for both aims can be

seen in Table 3.1.1.

To facilitate comparisons between variables, &rsganethod known as
“Percentage of Maximum Possible” (POMP) scoresetiged by Cohen and colleagues
(Cohen, Cohen, Aiken, & West, 1999) was utilizedirld this method, raw scores are
transformed so that they range from zero to 10084s flype of scoring makes no
assumptions about the shape of the distributionspimparison ta@-scores in which a
normal distribution is assumed. Additionally, anghg the measure at zero and 100%
covers the full possible range of the measure. PQbdires are in an easily
understandable and interpretable metric and cumabhatead to a basis for agreement of
the size of material effects in the domain of iegt((i.e., interventions to enhance quality

of services and use of EBP) (Cohen et al., 1999).
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3.2 Primary Aim

A total of 72 clinicians (40 in QAIl and 32 in W) mpleted the CSE questionnaire
pre- and post-intervention. Evaluation of reliaiilbf this measure revealed adequate
internal consistency, with Cronbach’s alpha randrog .819 to .906 for the entire scale
across time points of measurement. Pretreatmemtagnce was confirmed for the two
conditionst (72) = -.383p = .703. For individuals in the QAI condition, preervention
CSE scores averaged at 71.9% of maximum possible=($9), while those in the W
condition averaged at 71.3% of maximum possible £S08). Regardless of condition,
these scores indicate that the majority of thd sample involved in the study reported

high levels of CSE prior to the intervention.

Results of correlation analyses, as displayed bl€la.2.1, suggest that pre-
treatment self-efficacy was significantly assodateth age = .312,p = .008), racer(=
-.245,p = .029), years of counseling experience (313,p = .007) and years with the
agency ( = .232,p = .048). Thus, these variables were included aaréates in an
analysis of covariance (ANCOVA) evaluating changeself-efficacy between the QAI
and WPI conditions. As seen in Table 4, resultgeaga non-significant difference in
change in CSE from pre- to post-intervention betwaanditionsF (72) = .013,p =
.910. For individuals in the QAI condition, postenvention CSE scores averaged at
73.1% of maximum possible (SD = .07), and for imdiinals in the W condition, CSE
scores averaged at 72.8% of maximum possible (SIB)= Additionally, when looking
across conditions, results indicate a non-sigmfichfference in change in level of CSE
from pre- to post-interventiof, (72) = .001p = .971. Across conditions, clinicians

reported roughly similar levels of counseling sefficacy at pre- and post-interventin
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time points (72% vs. 73% of maximum possible). Fedlults of analyses can be seen in

Table 3.2.2.
3.3 Secondary Aim

To investigate the influence of level of counselssdf-efficacy on quality and
practice elements in counseling, a series of iddi&i regressions were conducted with
level of post-intervention self-efficacy as thegiotor variable and indicators of attitudes
toward evidence-based practice, knowledge and fus@daence-based practice, and use
of quality mental health services as the outcommbkes in separate analyses. Due to
non-significant differences in level of self-eff@yabetween conditions, regression
analyses were conducted across intervention grédupsnferonni correction was
utilized to control for experiment-wise error, sajtthe required significance value at

a = .0045.

As displayed in Table 3.3.1, level of post-interien self-efficacy was found to
significantly predict: quality of practicd{ = .33,F [60] = 29.34p < .001); knowledge
of EBP for ADHD & = .20,F [46] = 11.54 p = .001), depressioR{ = .29,F [46]=
18.17,p < .001), disruptive behavioRf = .24,F [46]= 13.92,p = .001) and anxietyR¢ =
.20,F [46]= 10.81,p = .002); usage of EBP specific to treating depoes¥’ = .30,F
[46]= 19.34,p < .001); and total knowledge of EBRA(= .29,F [44] = 18.20,p < .001).
Results further indicated that post-interventiolfreficacy did not serve as a significant
predictor of usage of EBP for ADHIRY = .01,F [45] = .457,p = .502), disruptive
behavior B = .024,F [45] = 1.100,p = .300) and anxiety®¢ = .075,F [43] = 3.487,p =

.069); and total usage of EBR?(= .090,F [43] = 4.244.,p = .045).
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Table 3.1

Descriptive statistics from main study variablépomary and secondary aims

Variable M SD
Pre-intervention CSE 723 .087
QAI 719 .092
W 727 .081
Post-intervention CSE 733 .075
QAI 731 .074
w 728 077
SMH Quality .678 141
EBP ADHD Knowledge .782 .168
EBP ADHD Usage 587 234
EBP Depression Knowledge .817 125
EBP Depression Usage 73 131
EBP DBD Knowledge .793 156
EBP DBD Usage .620 231
EBP Anxiety Knowledge .781 131
EBP Anxiety Usage .708 157
EBP Total Knowledge .793 145
EBP Total Usage 674 154
Note.N = 72.
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Table 3.2

Correlations between pre-intervention self-efficacgl demographic variables

Variable r p

Age 312 .008
Gender -.179 130
Education 152 .202
Ethnicity -.256 .029
Years of Experience 313 .007
Years with Agency 232 .048

Note.N = 72; Cohen’s (1988) benchmarks for the magnitudeffect size of Pearson correlations
are r =.1 (small, not trivial), r = .3 (mediumpdar = .5 (large). Ethnicity coded as follows: 1 =
African American, 2 = Hispanic, 3 = Caucasian, @ther.
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Table 3.3

Analysis of Covariance (ANCOVA) summary of changeelf-efficacy (CSE)

Source df F p Partial Eta
Squared
Counseling Self-Efficacy (CSE) 1 .001 971 .000
CSE*Condition 1 .013 910 .000
CSE*Age 1 281 .598 .004
CSE*Race 1 1.190 279 .018
CSE*Years of Experience 1 .032 .859 .000
CSE*Years with Agency 1 .003 .955 .000
Error 66
Note:N =72,
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Table 3.4

Results of linear regressions between level of-pstvention self-efficacy and

outcome variables

Variables Beta R? AdjustedR?2 F p
SMH Quality 0.573 0.328 0.317 29.337 0.000
EBP ADHD — Knowledge 0.452 0.205 0.187 11.583 0.001
EBP ADHD — Usage 0.100 0.010 -0.012 0.457 0.502
EBP Depression — 0.536 0.288 0.272 18.168 0.000
Knowledge
EBP Depression — Usage 0.548 0.301 0.285 19.337 0.000
EBP DBD - Knowledge 0.486 0.236 0.219 13.922 0.001
EBP DBD - Usage 0.154 0.024 0.002 1.100 0.300
EBP Anxiety — Knowledge 0.448 0.201 0.182 10.811 0.002
EBP Anxiety — Usage 0.274 0.075 0.053 3.487 0.069
EBP Total Knowledge 0.545 0.297 0.281 18.197 0.000
EBP Total Usage 0.300 0.90 0.069 4.244 0.045

Note To control for Experiment-wise error, a Bonferboorrection was used and

significance was evaluated at the 0.0045 level.

32



CHAPTER IV
CONCLUSION
While there has been some previous examinatioheodssociation between

training and counseling self-efficacy, results haeen mixed (Larson & Daniels, 1998;
Melchert et al., 1996; Tang et al., 2004) and rchsevaluations have been conducted
within the context of expanded SMH services. Theesu study stemmed from a larger
previous evaluation of a framework to enhance thadity of school mental health,
targeting quality service provision, evidence-bagesttice (EBP) and enhancement of
family engagement and empowerment. Over the cafriseo years, clinicians from
established SMH agencies in Maryland, Texas andvale were randomized into
conditions where they received comprehensive quasisessment and improvement

training (QAI) as opposed to instruction in overaéliness (W).

The present study evaluated two primary aims.fifeegoal of this evaluation
was to evaluate differences in level of counsedialfr-efficacy from pre- to post-
intervention between two groups of SMH clinicialsvas expected that those who
received information, training and supervision orlgy improvement and best practice
in SMH would report higher levels of CSE post-inttion than those in the wellness
condition. The secondary aim was to evaluate whetir@cian reports of post-
intervention self-efficacy served as predictorsjoélity of SMH practice, as well as

attitude toward, knowledge and use of evidencedpsactice (EBP). Given the

33



influence that clinician CSE has been found to haveractice related variables in
previous literature (see Larson & Daniels, 1998)as hypothesized that level of self-
efficacy would be a significant predictor of qualéssessment, and knowledge and usage

of evidence-based practices.

Controlling for age, race, years of experience yeats with the agency, findings
did not confirm the primary hypothesis. No statialiiy significant differences in
clinician reports of counseling self-efficacy frgare- to post-intervention were observed
between the QAI and W conditions. Of previous stadionducted to enhance counseling
self-efficacy, 4 out of 12 obtained null findinggeé Larson & Daniels, 1998 for a

review).

Regarding the secondary aim, however, cliniciart-paervention level of CSE
was found to serve as a significant predictor aflijy of practice; total knowledge of
EBP specific to treating ADHD, DBD, anxiety and degsion; and usage of EBP specific
to treating to depression. Findings are consistéht previous literature that suggests
that level of CSE is influential on level of penfieance in a number of practice-related
domains (Larson & Daniels, 1992). Cashwell and Bp¢R008) found that receipt of
regular clinical supervision was significantly asisted with higher rated levels of CSE.
This is consistent with previous work, suggestimgf support is a key predictor of high
CSE (Peace, 1995; Sutton & Fall, 1995). These ptigdiassociations are notable, and
underscore the important benefits of supervisod/aaministrative support of clinician

self-efficacy.
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This predictive relation did not exist, however, fsage of EBP specific to
treating ADHD, DBD and anxiety. The failure to fiath association may be due to
evaluating level of usage of evidence-based prestcross conditions. Results from the
original study suggested that individuals in thel@&ndition were more likely to use
established evidence-based practices in treatraeatWeist et al., 2009). Thus, as
provider characteristics, including self-efficaé&yafons, 2005), are known to be
associated with adoption of evidence-based pragticenay be that examining these

associations across conditions resulted in nuflifigs.

While current results did support the importancéigh CSE regarding practice-
related domains, a significant difference in lemeCSE was not observed between those
who received information, training and supervisioguality assessment and
improvement, use of EBP, and family engagementeamgowerment compared to those
who received basic wellness and SMH best praatiicgration. Findings from the
current study are in contrast with other resednel has documented improvements in
CSE following targeted interventions. For instaridenson and colleagues (1986), with
a sample of recreation students, evaluated howorsiitls training and mental practice
specific to decision-making counseling impacted CB&ining procedures involved a
total of six 75-minute decision-making counseliegsons involving instructions,
modeling, feedback and review. Participants innthero-skills group role-played skills
in triads during each session, while those in teatal practice group imagined
themselves performing the instructed skills. Postfivention results indicated that
individuals in both groups perceived themselvesabbpof performing more skills and

with greater confidence than individuals in a wast-control group. Simultaneously,
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Munson evaluated the development of self-efficacyierpersonal skills, utilizing
similar training processes focused on the developmieself-efficacy and competence in
attending and responding to clients (Munson, Zdegirstadulis, 1986). Posttest
evaluations revealed that individuals in both theraskills and mental practice groups
were superior to those in the wait-list controltba interpersonal skills of competence

and self-efficacy.

Based on the work by Munson, Larson and colleafl@3?) evaluated the
impact of modeling and mastery experiences by piogia sample of counseling
practicum students with training in role-play ansial imagery. Their first evaluation
found no effect for role-play as an effective metbm for enhancing CSE. Later work
by this group explored differential effects of mbdeg versus role-play (Larson et al.,
1999). Pre-practicum counseling students were asditp a brief role-play or brief
videotape condition for training. Moderated hiehacal regression results indicated that
self-evaluation of success significantly moderatedimpact of the intervention on level
of post-intervention CSE when controlling for preervention CSE level. In the
videotape condition, the effect of modeling wassistent throughout the group, with
CSE increasing roughly 1/6 of a standard deviatitowever, within the role-play
condition, perception of success significantlyuethced whether or not gains in CSE
were observed. While those who viewed the role-pk&g success demonstrated CSE
increases averaging %2 standard deviation, thosevielged it as average or subpar

demonstrated decreased CSE averaging 4/5 of aasthddviation.

Johnson and colleagues (1989) utilized a samphecoé advanced students,

evaluating the influence of a pre-practicum counsdevel of CSE. Researchers found a
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significant increase in perceived CSE over the 8raveeks of the course, indicating that
as beginning students learn and practice counsskitig, their confidence in
appropriately using those skills increases. Laewhcolleagues (1993), comparing
beginning to advanced practicum students, found@&& increased over the course of
pre-practicum and practicum experiences, but noalfstudents. While significant
increases were observed in the beginning practgtuatents, no significant changes were
seen with the advanced students, supporting themot a curvilinear relation between
experience and CSE. Johnson and Seem (1989)ingikmnilar procedures, found that
while practicum experiences influence CSE for staslevith minimal experience, an

observed increase in CSE may be minimal afteriteeféw years of training.

Many of these studies utilized students untraimecbunseling and interpersonal
skills (Munson, Stadulis & Munson, 1986; Munsongdok & Stadulis, 1986) and
beginning practicum students and trainees (EaMartin & Wilson, 2008; Johnson,
Baker, Kopala, Kiselica, & Thompson, 1989; John&dBeem, 1989; Larson et al., 1992,
1993, 1999). No previous studies have evaluatedubeess of CSE interventions with
clinicians post-licensure. As a curvilinear relatis reported to exist between CSE and
level of training (Larson, Cardwell & Majors, 199%utton & Fall, 1995), it may be that
the amount of previous training and experiencédsf $ample of clinicians, being post-
licensure, was such that the unique experienceeddhrough the QAI and W conditions

in the current study had a minimal impact on oVeCS8E.

It is also plausible that failure to detect an effie due to the high levels of self-
efficacy observed across clinicians. At the presiwéntion time point, clinicians in the

QAI condition reported CSE levels of roughly 71.8%maximum potential, whereas
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those in the W condition reported CSE levels o874 of maximum potential. It is
evident based on these scores that clinicianswedah this study began their training
with relatively high levels of CSE. This may be agnted for by the significant amount
of previous education and training that the majasitclinicians had received. Thus, the
observed increase of roughly 1.5% of maximum paéat post-intervention may be a

reflection of the sample composition.

As the training procedures utilized in this stda@yjed to result in changing CSE,
it is important to determine which facets of CStny, are conducive to change.
Although the current study evaluated broad CSEdBem(1977) theorized that overall
self-efficacy is determined by the efficacy expactas and the outcome expectancies an
individual has regarding a particular behavioridaty expectations are an individual’s
beliefs regarding their capabilities to succesgfp#rform the requisite behavior. These
expectations are believed to contribute most toalvieelings of self-efficacy. Efficacy
expectancies serve mediational functions betweemttividual and the behavior, such
that if efficacy expectancies are high, the indiabwill engage in the behavior because
they believe that they will be able to successfatiynplete it. Thus, higher levels of
efficacy are posited to increase performance aotedse anxiety (Bandura, 1982).
Outcome expectancies, on the other hand, involeésdyelief that a certain behavior will
lead to a specific outcome, and serve to mediaedlation between behaviors and
outcomes. Therefore, when outcome expectancidswren individual will not execute

that behavior because they do not believe it wald to a specified outcome.

As with the current study, the majority of the ¢ixig studies investigating CSE

change have involved evaluation of broad self-atfjcwithout breaking the construct
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down into the two types of expectations (i.e.,ceffly expectancies and outcome
expectancies). Larson and Daniels (1998) foundfévedr than 15% of studies on CSE
examined outcome expectancies, and of the stuakslid, only 60% operationalized
outcome expectancies appropriately. Based on theldef work in this area, future
efforts should involve breaking down CSE and cdlyemperationalizing efficacy
expectancies and outcome expectancies to examiatesohs of influences these

expectancies have on overall CSE.

4.1 Limitations

This study was not without limitations. Due tonaadl sample size, the power to
detect changes in self-efficacy was minimal. Adch#lly, due to efforts to increase
power by increasing the sample size, the time betweports of pre- and post-
intervention levels of self-efficacy varied withime sample. While some individuals
completed the full two years of the study, some @aoimpleted a year or a year and a
half. Thus, failure to find an effect of training self-efficacy could be due to the

variability of data collection.

Additionally, regarding the make-up of the samgfielinicians, it is unclear how
representative the clinicians were of SMH clinigaeross the country. While the sample
is demographically similar to the general populaid SMH clinicians, there may have
existed a sort of participation bias. It may haeerbthat those who had more confidence
in their own abilities (i.e., higher levels of CS&fose to participate. While investigators

handled any potential differences between conditigith the use of randomization, it
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may be that the general sample involved had high ©Start and, thus, a ceiling effect

was observed.

A further limitation of this study is regardingetimature of the measures. The
current study relied solely on self-reported infation by the participating clinicians
regarding their level of CSE, quality of practieaed knowledge and usage of evidence-
based practices. Thus, a presentation bias coukllheen present in which clinicians

may have reported stronger confidence in their abihties than they felt in reality.

As addressed by Weist and colleagues (2009), efulimitation of this study is
that implementation and supervision of the QAIl iméamtion varied significantly across
the three intervention sites. For instance, difiees were found in the consistency of
weekly meetings, compliance in attendance at wemldgtings, supervisory support, and
addition of unrelated material to the training s@ss. While some individuals in the QAI
condition were exposed to consistent bi-weeklyniray in quality assessment, evidence-
based practice and family engagement and empoweérotbers may have received less.
Therefore, it may be that the inconsistency of sup®n and training may have resulted

in a null influence on CSE across all clinicians.

Regarding the training involved in this study, aldiéional limitation concerns the
fact that CSE was not included as explicit factotraining. As such, increasing CSE was
not targeted, and training and supervision werdaitmred so that increases in CSE were
more likely. Social cognitive theory posits thapegtations of self-efficacy stem from

four different sources of information (Bandura, @R8rhese include mastery
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experiences, vicarious learning, verbal persuaaimhemotional arousal. These four

sources are believed to have a strong influenedficacy expectancies.

While role-play was included as a mechanism ohtngy, it is possible that the
level of feedback from supervisors was not suffiti® provide for the occurrence of a
mastery experience. Additionally, evidence suggististhe relation between
supervisory feedback and CSE may depend on théagemental level and pre-training
CSE of the clinicians (Larson et al., 1999; Munsooerink & Stadulis, 1986), with
untrained individuals reporting large increasesusllincreased performance feedback
may or may not have enhanced CSE within this sarrolelings suggest that live and
videoed modeling of counseling skills has a sigaifitly greater impact on increasing
CSE than covert modeling strategies (e.g., disonssi best practices). While the current
study employed group discussion of appropriateedfettive practices, modeling was

not utilized.

4.2 Future Directions

Based on these findings, future work is needed/&tuate ways in which self-
efficacy can be increased amongst clinicians. @dgeminimal attempts to enhance
level of CSE have included self-efficacy as an exgiactor in training, rather than an
implicit by-product of training. Thus, future stedishould further evaluate the inclusion
of self-efficacy as an overt component of trainimgducating SMH clinicians to
determine whether the explicit discussion of thecept results in greater enhancements

of CSE.
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Additionally, future efforts to investigate theremcement of CSE should
evaluate the pliability of this construct dependarglevel of training. Is it that CSE is
more stable amongst experienced clinicians comparedunseling trainees, and as such,
should focus be placed on CSE enhancement amoagstlimicians? Or is it that
different methods are needed to increase one’'sd&pEnding on his or her previous
experience? Future studies should obtain sizesdpegsentative samples with little,

moderate and advanced levels of training and exathie long-term stability of CSE.

Contingent on the belief that high CSE is an esalegiement to effective
counseling practices, future work should aim tmnporate strategies of mastery,
modeling, social persuasion, and affective arottssahhance the CSE of SMH clinicians.
Although role-play was utilized in the current sgututure interventions could include
visual imagery or mental practice of performing meeling skills, discussions of self-

efficacy and more explicit positive supervisorydback.

Efforts to increase CSE should focus on performaacemplishments, as these
are viewed as the most influential source, as #reypbased on personal mastery
experiences (Bandura & Adams, 1977). A number afetu training models for
educating students in mental health counselingiwttie Social Cognitive Model of
Counselor Training (SCMCT; Larson, 1998) have hm@marily guided by these four
sources (Barnes, 2004). While previous researchdsasgted in mixed findings, future
efforts to evaluate and enhance CSE amongst mieeaith clinicians should draw from

these models.
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Mastery experiences in actual or role-play coungedettings have been found to
result in an increase in CSE (Barnes, 2004). Howeliss increase is contingent on the
trainee’s perception that the session was sucddgxniels & Larson, 2001). Future
efforts to enhance CSE should strategically test twostructure practice counseling
sessions and formats of feedback that result inenasxperiences for clinicians.
Additionally, future studies should compare thatieh between mastery experiences
and CSE for experienced versus inexperienced @ims¢ and evaluate for the presence

of a curvilinear relation.

Previous literature also has supported the uséafigus experiences, or
observation of another modeling appropriate coumgeas an effective mechanism to
enhance CSE (Larson et al., 1999; Romi & Teichri805). Future investigations
should incorporate modeling strategies into cowrdedining, possibly within a group
setting. Structuring modeling practices in a graafper than individual format may
facilitate a fluid group session, moving from viengia skill set to practicing with other
group members and receiving feedback. This scepatitnl provide counselors with both
vicarious as well as mastery experiences. Howegewith mastery experiences, current
research suggests that the use of vicarious expesdgo enhance CSE is most effective
at early stages in training (Larson et al., 198%)icating that the strategy may or may
not have been effective with the current samplaseRech evaluating the relation between

level of training and efficacy of different strategto enhance CSE is needed.

The use of verbal persuasion, the third sourcédfizbey, as an enhancement
approach has also been evaluated in counselingetsi Verbal persuasion involves

communication of progress in counseling skillswa#l as overall strengths and
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weaknesses (Barnes, 2004). Such information is @itevided in the context of
supervisory relationships. While strength-idennfyifeedback has been found to increase
CSE, identification of skills that need improveméas resulted in a decrease in CSE. As
results of the current study support level of CSE& aignificant predictor of quality
practices and knowledge of EBP, future researchldhevaluate the use of this strategy
and level of actual performance. According to Sti§ method is expected to contribute
less to level of efficacy than the aforementiongdtegies. Thus, while limited results

may be seen when using verbal persuasion in isalatnis strategy should be used in

conjunction with mastery and vicarious experiertoesee positive results.

Lastly, emotional arousal, otherwise conceptualaednxiety, is theorized to
contribute to level of CSE. As opposed to the gresienhancement mechanisms,
increases in counselor anxiety negatively predicinselor CSE (Hiebert, Uhlemann,
Marshall, & Lee, 1998). Thus, it is recommended ths not be utilized as a tactic to
develop CSE. Based on this relation, clinician adioa should involve specific training
and resources in individual wellness with the gakducing counselor stress and
anxiety, similar to the information provided to tAesample in the current study. These
topics include education in areas such as streeageanent, relaxation, coping, exercise,
nutrition and preventing burnout (Weist et al., 20@ecreasing emotional arousal and
providing clinicians with appropriate resources rpagitively impact CSE. Future
efforts should combine the provision of skills ealien and wellness resources to

comprehensively and effectively train clinicians.

As previously stated, a strong supervisory relatdm has been supported as

being influential on the development of high CSée(sarson & Daniels, 1998).
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However, what components of supervision are esddntincreasing CSE remains
unclear. Given that all supervisory experienceatghe same, future researchers
should evaluate the essential elements of an eféestipervisory relationship and
measure change in self-efficacy over time. Addgibn as a relationship can be
perceived very differently depending on one’s ianbel factors of personal agency, it is
important to differentiate between perceptionshef¢ounselor and the supervisor, and

examine impacts on CSE.

Additionally, the practical importance of high C8&eds evaluation regarding the
influence that this attribute has on actual pracéind client outcomes. Sharpley and
Ridgway (1990) evaluated the predictive value oE@8 counseling skills performance
with trainee counselors and found that level of @&IS not significantly positively
associated with counseling skills performance. Haxemuch prior research has focused
on counselor performance at a single time pointdda & Daniels, 1998). Thus, to
enhance this line of research, future researchwensld evaluate the relation between CSE
and changes in counseling performance over tinoedar to separate already existing
skills from those recently learned. Ideal invedimgas would employ more advanced
statistical techniques, such as structural equatiodeling, to evaluate the influences of
CSE, supervision, counselor characteristics, and@mmental factors on counselor

performance over time.

Investigation is needed to determine effective rmadms that result in
enhancement of CSE in SMH clinicians. Additionathg present study focused solely
on clinician ratings of their own performance. Fetuesearch should investigate the

impact that level of CSE has on performance as unedsy supervisors, as well as
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clients. With a national focus on improving schowntal health services, it is imperative
that all factors that influence client outcome aatisfaction with services be evaluated,
including CSE. Overall, counseling self-efficacysigoported as a significant component
in quality and effective practices with childrerdaheir families. The influence of CSE
on essential factors of effective practice emplessibe need for the inclusion of CSE-

enhancing practices in clinician education and sugien.
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