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ABSTRACT: Recent implementation science in mental health has focused on identifying the most effective strategies to disseminate and implement
evidence-based treatments (EBTs) into real-world practice settings. The learning collaborative training methodology and its use of expert train-
ers/consultants have become increasingly popular as one of these approaches. Moreover, there is preliminary evidence that ongoing expert consultation
may increase the adoption, learning, and sustainability of EBTs by an already practicing workforce and, consequently, help trainers, practitioners,
and organizations address implementation barriers. This article describes the authors’ experiences in facilitating Child-Parent Psychotherapy (CPP)
training and explores the role of reflective clinical consultation as an active process that supports the implementation of a rich, but complex, model
that requires sophisticated knowledge and skills from practitioners. It examines the intricate range of the CPP consultant’s functions, which ultimately
support clinicians’ reflective practice as they learn and adopt this EBT. Reflective consultation is proposed as an essential component for the integration
of knowledge, experience, and emotions in practitioners and as a catalyst for organizational change. Using their voices as trainers–consultants and those
of their trainees, the authors discuss the implications of reflective consultation for the effective implementation and sustainability of CPP. Reflections
are offered on lessons learned.

Keywords: child-parent psychotherapy, implementation and sustainability, reflective practice, reflective consultation, trauma, use of
technology for consultation

RESUMEN: La reciente ciencia de implementación en salud mental se ha enfocado en identificar las más eficaces estrategias para diseminar e implementar
tratamientos basados en la evidencia (EBT) en escenarios prácticos del mundo real. La metodologı́a de entrenamiento de aprendizaje colaborativo y el
uso que hace de consultores-entrenadores expertos se ha popularizado más y más como uno de estos acercamientos. Es más, hay evidencia preliminar
de que una constante consulta de experto puede incrementar la adopción, el conocimiento y sostenibilidad de los EBT por medio de una fuerza laboral
ya practicante y consecuentemente ayudar a los entrenadores, especialistas y organizaciones a tratar con las barreras de implementación. Este artı́culo
describe las experiencias de los autores al facilitar el entrenamiento de la Sicoterapia Niño-Progenitor (CPP) y explora el papel de la consulta clı́nica
con reflexión como un proceso activo que apoya la implementación de un extenso pero complejo modelo que requiere conocimiento sofisticado y
habilidades por parte de los especialistas. El mismo examina la intrincada gama de las funciones del consultor de CPP, las cuales en última instancia
apoyan la práctica con reflexión de los especialistas clı́nicos cuando aprenden y adoptan este EBT. La consulta con reflexión se sugiere como un
componente esencial para la integración del conocimiento, la experiencia y las emociones de los especialistas de la práctica y como un catalizador
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para el cambio organizacional. Usando sus voces como entrenadores-consultores y las de sus entrenados, los autores discuten las implicaciones de la
consulta con reflexión para la eficaz implementación y sostenibilidad de CPP. Se ofrecen reflexiones sobre las lecciones aprendidas.

Palabras claves: sicoterapia niño-progenitor, implementación y sostenibilidad, práctica con reflexión, consulta con reflexión, trauma, uso de
tecnologı́a en la consulta

RÉSUMÉ: Des études d’application scientifiques récentes en santé mentale ont porté sur l’identification des stratégies les plus efficaces pour disséminier
et mettre en pratique des traitements prouvés (evidence-based treatments en anglais, abrégé EBT) dans des contextes de pratique du vrai monde.
La méthodologie d’apprentissage collaboratif et son utilisation de consultats-formateurs experts est de plus en plus populaires en tant que l’une de
ces approches. De plus il existe des preuves préliminaires que la consultation continue d’un expert peut augmentation l’adoption, la compréhension
et la durabilité des EBT par des professionnels qui déjà sont en pratique et qui par conséquent aident aident des formateurs, des practiciens et des
organisations à aborder les barrières de la mise en oeuvre. Cet article décrit les expériences des auteurs dans la facilitation de la formation à la
Psychothérapie Enfant-Parent et explore le rôle de la consultation clinique de réflexion en tant que processus actif qui soutient la mise en oeuvre d’un
modèle riche mais complexe qui exige des connaissances sophistiquées et des compétences de professionnels practiciens. Nous examinons l’éventail
complexe des fonctions du consultants en Psychothérapie Enfant-Parent, dont le but ultime est de soutenir la pratique de réflexion des cliniciens alors
qu’ils apprennent et adoptent ce Traitement Prouvé. La consultation de réflexion est proposée en tant que composante essentielle pour l’intégration des
connaissances, de l’expérience et des émotions chez les practiciens et en tant que catalyste pour le changement organisationnel. En utilisant leurs voix
en tant que consultants-formateurs et celles de leurs “apprentis”, les auteurs discutent les implications de la consultation de réflexion pour la mise en
oeuvre efficace et la durabilité de la Psychothérapie Enfant-Parent. Des réflexions sont offertes sur les leçons apprises.

Mots clés: psychothérapie enfant-parent, mise en oeuvre et durabilité, pratique de réflexion, consultation de réflexion, trauma, utilisation de la
technologie pour la consultation

ZUSAMMENFASSUNG: Die moderne Anwendungswissenschaft der psychischen Gesundheit konzentriert sich auf die Identizierung der wirksamsten
Strategien, um evidenzbasierte Behandlungen (EBTs) in realen Praxis-Settings zu verbreiten und zu implementieren. Die Trainingsmethodik des
kollaborativen Lernens und deren Einsatz erfahrener Trainer-Berater, ist als einer dieser Ansätze immer bekannter geworden. Darüber hinaus gibt es
erste Belege, dass die laufenden Beratungen von Experten die Annahme, das Wissen und die Nachhaltigkeit der EBTs durch eine bereits praktizierende
Belegschaft erhöhen können und damit Trainern, Praktizierenden und Organisationen dabei helfen, Implementationsbarrieren anzusprechen. Dieser
Artikel beschreibt die Erfahrungen der Autoren beim Fördern der Eltern-Kind-Psychotherapie (CPP)-Ausbildung und untersucht die Bedeutung
reflexiver klinischer Beratung als einen aktiven Prozess, der die Umsetzung eines ergiebigen, aber komplexen Modells unterstützt, welches wiederum
fortgeschrittene Kenntnisse und Fähigkeiten der Praktzierenden erfordert. Das Modell untersucht die komplexen Funktionsbereiche des CPP-Beraters,
der letztlich die reflexive Praxis der Kliniker unterstützt, indem sie die EBT erlernen und anwenden. Reflexive Beratung wird als eine wesentliche
Komponente für die Integration von Wissen, Erfahrung und Emotionen bei Praktizierenden und als Katalysator für organisatorische Veränderungen
verstanden. Anhand der Äußerungen der Trainer-Berater und der ihrer Auszubildenden, dskutieren die Autoren die Implikationen reflexiver Beratung
für eine wirksame Implementation und Nachhaltigkeit der CPP. Reflexionen zu den Erkenntnissen werden dargeboten.

Stichwörter: Eltern-Kind-Psychotherapie, Implementation und Nachhaltigkeit, reflexive Praxis, reflexive Beratung, Trauma, Einsatz von Technologie
für Beratungen
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The learning collaborative (LC) training methodology and its
use of expert trainers–consultants has become increasingly popular
as an effective strategy to support the implementation of evidence-
based treatments (EBTs) on a large scale. Here, practitioners not
only have access to interactive in-person training workshops but
also to ongoing support from clinical experts and from group mem-
bers as they learn and apply EBTs in their particular work envi-
ronment. In fact, some preliminary findings have suggested that
ongoing clinical consultation appears to be a promising strategy
for helping practitioners and organizations address some common
challenges to implementation, and to improve learning of EBTs
and the translation of training into practice (Fritz et al., 2013;
Nadeem, Gleacher, & Beidas, 2013; Nadeem, Gleacher, Pimentel
et al., 2013).

The use and value of a particular type of clinical con-
sultation, reflective consultation, in the implementation and
dissemination of Child-Parent Psychotherapy (CPP) is illustrated
in this article. CPP was originally developed by Alicia Lieberman
and Patricia Van Horn while working together at the Child Trauma
Research Project at the University of California, San Francisco. It
is a relationship-based, trauma-informed treatment model for very
young children (birth–5 years) affected by trauma exposure and
their caregivers (Lieberman & Van Horn, 2005). It is an extension
of Infant Parent Psychotherapy (Fraiberg, 1980) and was origi-
nally designed for children exposed to domestic violence and their
caregivers. Since the 2005 publication of the manual Don’t Hit My
Mommy!: A Manual for Child-Parent Psychotherapy with Young
Witnesses of Family Violence, CPP has been expanded to child
populations with a wide range of traumas such as child physical
and sexual abuse, exposure to substance abuse, neglect, war and
immigration-related trauma, painful illnesses and medical proce-
dures, and parent–child attachment disorders. It has been endorsed
as an evidence-based practice (California Evidence-Based Clear-

inghouse for Child Welfare, 2006) and has been implemented with
children and their caregivers in multiple service systems such as
child welfare, family court, and early intervention as well as the
mental health system. There are three key aspects of the CPP
model which set it apart from other EBTs: (a) the very young age
of children (birth–5 years); (b) the dyadic modality, which focuses
on the primary caregiver/parent–child relationship as a vehicle for
restoring the child’s sense of safety, attachment, and appropriate
affect and improving the child’s cognitive, behavioral, and social
functioning; and (c) the centrality of reflective supervision and con-
sultation (collaborative reflection between the clinician and his or
her supervisor and between the consultant and his or her trainees.)
as core components of the model (Lieberman, Ghosh Ippen, &
Van Horn, 2015).

CPP has quickly become one of the most widely used men-
tal health interventions for very young children and caregivers
exposed to trauma; as a result, there is an increased need for qual-
ity training and dissemination of the model. Due to the tremen-
dous demand, widespread implementation, and evolution of the
model over the past 10 years, a second edition of the Don’t Hit
My Mommy! manual was published in December 2015. One of the
major additions to the CPP model has been the development of a
fidelity framework to guide clinicians, supervisors, and adminis-
trators as they implement this model with diverse populations of
families in varied clinical settings. The CPP fidelity framework
captures both the content and processes that are inherent in the
treatment approach and provides a common language, organizing
structure, and teaching tool for all who are attempting to learn,
adopt, and sustain the CPP practice. The CPP fidelity framework
reflects the multifaceted nature of CPP and consists of six inter-
connected strands: (a) Reflective Practice, (b) Emotional Process,
(c) Dyadic-Relational, (d) Trauma Framework, (e) Procedural, and
(f) Content Fidelity strands. The strands reflect both the historical
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roots of CPP and the belief that trauma needs to be explicitly identi-
fied (i.e., named) and clinically addressed (Lieberman et al., 2015).
Comprehensive information about the fidelity framework can be
found in the second edition of Don’t Hit My Mommy! published in
2015 by the Zero to Three Press.

To meet the demand and need for quality training in CPP,
the developers chose a methodology endorsed by the National
Child Traumatic Stress Network (NCTSN). The NCTSN iden-
tified, adapted, and recommended the use of LC methodology
as the gold standard (Markiewicz, Ebert, Ling, Amaya-Jackson,
& Kisiel, 2006) to facilitate the broad dissemination of trauma-
focused, evidence-based practices. The overarching goals of this
approach are to bridge the gap between theory and practice and to
help ensure fidelity to the treatment model. The NCTSN LC strat-
egy focuses on spreading, adopting, and adapting best practices
across multiple settings and on creating changes in organizations
that promote the delivery of effective interventions and services.
LCs bring together multiple “teams” of providers, supervisors, and
administrators from different agencies to create a supportive net-
work within which to share ideas, troubleshoot difficulties, and
model successful implementation strategies.

In recent years, the developers of CPP have approved a
network of certified CPP trainers who are currently leading
implementation-level trainings and LCs across the United States
and internationally. The developers also have created a system
for the providers who participate in these trainings to become
“rostered” in CPP. Inclusion on the CPP Provider Roster indi-
cates that an individual has participated in the rigorous, gold-
standard training model and has completed all of the requirements
as part of this initiative. These CPP implementation-level train-
ings are 18 months in duration. Some of the key requirements in-
clude attendance at three in-person trainings or “learning sessions”
(42 training hr) across the 18 months, participation in twice-
monthly clinical consultation calls, weekly or biweekly agency-
based CPP reflective supervision, and completion of CPP fi-
delity instruments and evaluation tools. Within this context,
CPP trainers routinely provide reflective consultation through-
out the duration of the LC to clinicians, supervisors, and agency
administrators.

REFLECTIVE CONSULTATION: IMPLEMENTING AND
SUSTAINING CPP

Reflective consultation and supervision models have been recom-
mended as best practice when learning, implementing, and sustain-
ing CPP (Lieberman et al., 2015). According to the NCTSN, these
also are key tools in combating secondary trauma and burnout
in providers working in the field of trauma (NCTSN Secondary
Traumatic Stress Committee, 2011). In this article, reflective su-
pervision refers to the within-agency CPP supervision and re-
flective consultation to the external ongoing intensive support
provided by the trainer-consultant. Reflective consultation and
supervision are relationship-based practices derived from the mul-
tidisciplinary field of infant mental health. Both are based on the

concept that all early learning happens in the context of relation-
ships and acknowledge the unique developmental and relational
needs of very young children (“Reflective Supervision Guide-
lines;” Minneota Association for Infant and Children’s Mental
Health, 2015). Each has been defined as “a collaborative relation-
ship for professional growth that improves program quality and
practice by cherishing strengths and partnering around vulnera-
bilities to generate growth” (Shahmoon-Shanok, 2009, p. 8). Jeree
Pawl described them as “a respectful, understanding and thoughtful
atmosphere where exchanges of information, thoughts and feelings
about the things that arise around one’s work can occur” (as cited in
Eggber & Fenichel, 1995, p. 24). Reflective supervision and con-
sultation provide the opportunity for the clinician to attend to her
or his internal reactions to the work and attempt to make meaning
of her or his emotional and cognitive experience as well as that of
the caregiver and child.

Moreover, this reflective model encourages practitioners to
attend to the parallel process; that is, the importance of all the
relationships and how they affect each other. For example, in this
approach, one attends to the supervisor–clinician relationship, the
clinician–parent relationship, and the parent–child relationship and
how these might be influencing one other. Within the context of
the CPP LCs, one also must attend to the way in which multiple
consultant relationships affect the cascade of relationships which
flow from and surround them. The desired scenario is that the CPP
consultant-trainer1 (hereafter called consultant) provides a collab-
orative, trusting, and reflective learning environment in which all
participants, including the supervisors and senior leaders, feel safe,
respected, and open to sharing both their strengths and vulnerabili-
ties. In turn, this experience enables organizations, and particularly
supervisors, to provide an empathic, supportive, and reflective en-
vironment where therapists share their experiences of doing this
work. This allows caregivers to feel this same type of safety, trust,
and collaborative stance with the therapist. Ultimately, the goal is
to enable caregivers to support and respond to their child in attuned
and caring ways. The reflective consultation model in CPP train-
ings operates on the fundamental belief that the parallel process is
a powerful agent of change in our work with very young children
and their caregivers.

Both anecdotal and empirical evidence (Nadeem, Gleacher,
& Beidas, 2013) have now suggested that consultation, as an im-
plementation support strategy, promotes the learning of and ongo-
ing adherence to evidence-based practices. For example, Beidas,
Edmunds, Marcus, and Kendall (2012) found that this type of ex-
ternal support after training predicted therapist fidelity, above and
beyond type of training method. These findings are highly signifi-
cant, given the multitude of challenges that are often present during
LCs and large dissemination efforts, and highlight the power and

1Currently, there are endorsed CPP trainers who perform the dual role of
conducting the didactic training (training lessons) and the monthly consultation
calls, and others who conduct only training or only consultation calls. In this
article, we are discussing the role of the trainers who serve as expert trainers
and consultants.
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importance of consultation. As stated earlier, LCs often bring to-
gether participants from multiple agencies. Challenges inherent
in the CPP LC process include disparate levels of professional
training and experience in general and, in particular, inexperience
serving infants and toddlers despite being well-versed in trauma.
Additional challenges may include varying levels of agency sup-
port and buy-in; diverse populations served within different ge-
ographic regions; staff turnover and attrition at mental health
agencies; lack of in-person consultation due to geographic dis-
tance; agencies with histories of adopting multiple evidence-
based practices that are more directive and less relationship-
based; and productivity demands for many fee-for-service
agencies.

In the context of these multiple implementation challenges,
we believe that providing reflective consultation during the CPP
LC mitigates the potential negative impact of these challenges
by creating trusting relationships, promoting understanding and
perspective-taking, and facilitating in-depth learning and skill ac-
quisition. Nadeem, Gleacher, and Beidas (2013) identified and
articulated multiple functions of consultation that further unpacks
what comprises consultation as an effective implementation sup-
port strategy for evidence-based practices. The following section
will focus on the specific functions of the reflective consultant
during the CPP LC.

Reflective Consultation: Functions in the CPP LC

A CPP LC differs from other evidence-based child mental health
treatment dissemination and implementation strategies in that it
provides a relationship-based and reflective framework to facilitate
clinicians’ learning, enhance their reflective practice, and ensure
fidelity to the model. Within this framework, the consultant has dif-
ferent roles aimed at helping participants integrate knowledge and
experiences and address all dimensions of the caregiver–child rela-
tionship and caregiver–professional relationship (Watson & Gatti,
2012) as they are adopting a new practice in their clinical work
with families.

Based on the constructs developed by Heffron and Murch
(2010, 2012) and by Nadeem, Gleacher, and Beidas (2013), we
propose that the salient functions of a CPP consultant are (a) teach-
ing/training and mentoring, (b) providing a holding environment,
(c) facilitating open communication and successful group func-
tioning, (d) facilitating model adherence and avoiding conceptual
drift, (e) problem-solving implementation barriers, (f) providing
training and implementation oversight and coordination, and (g)
planning for sustainability. These functions support and reflect the
six interconnected strands of the CPP fidelity framework, as al-
ready mentioned (see Table 1).

Training/teaching and mentoring. A central purpose of consul-
tation in the LC model is to offer practitioners more in-depth
training on complex skills that cannot be taught fully during
the in-person training and to help translate and maintain these
skills within real-world scenarios by offering opportunities for

ongoing support, constructive feedback, practice, and active
learning (Lyon, Stirman, Kerns, & Bruns, 2011; Nadeem, Gleacher,
& Beidas, 2013; Orchowski, Evangelista & Probst, 2010). The CPP
consultant provides continuous didactic training, encourages self
reflection on providers’ own development, and facilitates case-
based applications of (a) foundational CPP core knowledge areas,
(b) core interventions, and (c) the fidelity framework. The consul-
tant also offers additional resources.

Core knowledge areas may include (a) infant and early child-
hood development, (b) attachment theory, (c) trauma theory, (d)
developmental psychopathology and diagnostic frameworks for
young children and adults, (d) adult development, (e) impact of
diversity and culture on perspective, (f) screening and assessment,
(f) reflective practice, and (g) trauma-informed reflective supervi-
sion (Lieberman & Van Horn, 2008).

Core competencies may involve: (a) observing and under-
standing child and caregiver behavior, (b) screening for trauma
and assessment, (c) integrating trauma into case conceptualization,
(d) setting a trauma frame, (e) developing self-reflection related to
personal and sociocultural values and beliefs, (f) exploring the
family’s socio-cultural context, and mores, (g) case management
and working in collaboration with other systems, (h) fostering
dyadic affect regulation, (i) identifying and using ports of entry in
intervention, and (j) supporting the development of a trauma nar-
rative and meaning making in young children and their caregivers
(Lieberman & Van Horn, 2008).2

The consultant provides extended contact following training
and consultation calls via electronic communication, additional
calls, and review of written or video case material. This ongoing
interaction with participants allows the consultant to provide fur-
ther resources (e.g., literature, practical tools, and sample forms)
and guidance at the time that they are needed. It also allows the
consultant to tailor the training components to the strengths and
self-identified needs of the participant group as a whole and to the
individual teams (Nadeem, Gleacher, & Beidas, 2013). At times,
the consultant might work with a therapist and his or her supervisor
to find additional sources of information and support.

Providing a holding environment. The consultant sets the tone and
offers a safe and protected space where participants can come with
questions, emerging concerns, difficulties, and successes related to
their learning. These may range from issues related to the expec-
tations and requirements of the LC to explorations regarding the
meaning of their clinical work and the parallel process. To create
and preserve this space, the consultant is dependable and available.
The consultant works constantly to maintain an open, calm, and
mindful stance and tries to listen carefully and without judgment,
provide empathy, and pay attention to how reactions to the con-
tent of the work (what happened) affect the process (the emotional

2Depending on the needs of the group and also on the trainers’ expertise, there
is variability regarding which core knowledge areas and competencies are
addressed in an LC. With the goal to standardize the training, the developers
of CPP are in the process of creating a trainers’ manual for endorsed trainers.
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TABLE 1. Functions of the Consultant

Function Description Subfunctions

(a) Teaching/training and mentoring In-depth training and application of (1)
foundational CPP core knowledge areas,
(2) core competencies, and (3) the fidelity
framework knowledge and skills and
support to translate and maintain these
complex skills in real world scenarios.

Provide:

• Ongoing didactic training
• Case-based application
• Constructive feedback
• Opportunities for self-reflection on provider’s own

professional development
• Extended contact following in-person training and

scheduled calls via phone, email, in-person
meetings

• Further resources (literature, practical tools)

(b) Providing a holding environment Setting the tone and offering a safe,
dependable, empathic environment for
participants to ask questions and share
concerns and successes related to their
learning.

• Maintain an open and mindful stance
• Listen carefully and without judgment
• Pay attention to the content and process
• Incorporate key principles of reflective practice in

the work (i.e. reflection, collaboration, regularity)

(c) Facilitating open communication and
successful team functioning

Overseeing the processes that occur amongst
members of the LC to establish a stance of
emotional safety, respect, curiosity, and
open communication

• Acknowledge breaks in communication
• Encourage dialogue
• Establish social contracts regarding confidentiality

and interactions
• Manage differences of opinion and/or strong

emotions.

(d) Facilitating adherence to treatment model
and avoiding conceptual drift

Ensuring that practitioners and organizations
adhere to the model and implement it with
fidelity

• Transmit the core principles and elements of the
model in a systematic and structured way

• Encourage use of fidelity framework to monitor
adherence to the model and improve practice

• Hold providers, organizations and herself
accountable to implementation agreements

(e) Problem-solving implementation
challenges

Assisting in addressing common
implementation barriers such as: fit of the
intervention, organizational, provider,
community and client factors

• Share own expertise in the model
• Share strategies that were effective in other settings
• Facilitate communication among members at

different levels of the organization (e.g.
administrators with supervisors)

• Create space for peer support

(e) Providing training and implementation
oversight and coordination

Perform duties associated with
implementation of CPP training

• Develop training plan and budget
• Develop application package and organizational

self-assessment
• Review applications and/or self assessments
• Schedule meetings with interested agencies to

reach agreements to ensure agency readiness prior
to start of LC

• Coordinate or oversee data collection from
implementation

• Coordinate or oversee training logistics

(f) Planning for sustainability Ongoing collaboration with organization’s
clinicians and management to devise plans
to face implementation challenges and
support the development of the model of
CPP before, during and after the LC

Assist with:

• Programmatic sustainability
• Financial sustainability

experience and thoughts of the group/clinician/supervisor/senior
leader). In this work, the consultant incorporates principles of re-
flection, collaboration, and regularity (Fenichel, 1993), which are
the cornerstones of reflective practice.

• Reflection: The consultant helps the participants to chal-
lenge themselves to (a) explore the individuals’ and groups’
reactions and thoughts as they are learning a new interven-
tion; (b) explore how their work is affected by their own
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lenses and by the ones of the child, families, colleagues,
and systems they interact with (Heffron & Murch, 2010);
(c) increase awareness about the emotional reactions to
the work; and (d) develop strategies for self-regulation and
self-care.

• Collaboration: Although the consultant provides mentor-
ing and leadership to learn and practice the model with
fidelity, she or he commits to thinking together with the
group and to including the participants’ knowledge and ex-
pertise in the process. As a result of this respectful exchange
of resources and experiences, a sense of co-creation can be
generated in the group (Heffron & Murch, 2010).

• Regularity: The consultant provides information about the
training logistics; the roles, responsibilities, and expecta-
tions for the consultant; participant agencies; and the team
members. Participants should be notified in advance of the
timeline and schedule for the different training stages (pre-
work phase, learning sessions, additional sessions, consul-
tation calls). The occurrence of consultation calls or meet-
ings should be consistent (Tomlin, Weatherston, & Pavkov,
2014) and protected from interruptions as much as possi-
ble to create continuity and predictability. It is critical that
all aspects of the LC are clearly conveyed to participant
teams and that collaborative agreements or contracts are de-
veloped between the consultant and the participants prior
to the training. In most CPP implementation trainings, this
step is taken during the application phase when teams re-
ceive comprehensive information about the LC and when
the agencies complete a self-assessment on organizational
readiness.

Facilitating open communication and successful team functioning.
The effectiveness of the CPP LC model depends in great part on
the teamwork among its participants. This collaboration is influ-
enced by the quality and interplay of the interlocking relationships
among its members (individual participants and their teams, super-
visors and supervisees, senior leaders and supervisors, and the con-
sultants and the teams). Consultants are charged with overseeing
these processes and using different strategies (e.g., acknowledging
breaks in communication and encouraging dialogue, establishing
social contracts related to confidentiality and interactions, model-
ing, reframing, and summarizing) to instill a stance of emotional
safety, mindfulness, respect, curiosity, and open communication.
These strategies attempt to ensure that the group dynamics and re-
lationships afford a sense of trust and security, where learning can
happen without judgment or criticism (Watson & Gatti, 2012) and
where participants have permission to “voice differences of opin-
ion and for these differences to be seen as enriching and enlarging”
(Heffron & Murch, 2012, p. 6).

Facilitating model adherence and avoiding conceptual drift. The
consultant transmits the core principles and elements of the model
in a structured and systematic way (Lieberman et al., 2015).

She or he can serve as a “navigator” (Heffron & Murch, 2010,
p. 44) who helps clinicians and their organizations follow the core
components of CPP and implement and sustain it with fidelity.
Although consultation should not be only about monitoring fi-
delity, the fidelity framework may be useful to support the
providers’ learning, their clinical work, and the families they serve
(Lieberman et al., 2015).

Problem-solving implementation challenges. Effective implemen-
tation of CPP depends not only on clinicians’ learning the inter-
vention but also on how they might be able to address common
implementation barriers such as characteristics of the interven-
tion that pose challenges, organizational factors, provider char-
acteristics, community characteristics, and client factors (Barnett,
Rosenberg, Rosenberg, Osofsky, & Wolford, 2014; David & Schiff,
2015; Nadeem, Gleacher, & Beidas, 2013). Through sharing their
own expertise, facilitating discussion among participants at differ-
ent levels in the organization, and creating a space for peer sup-
port where participants from different teams can share strategies
and pitfalls, the CPP consultant can help clinicians and organiza-
tions solve the aforementioned challenges (Nadeem, Gleacher, &
Beidas, 2013).

Providing training and implementation oversight and coordina-
tion. Facilitating a full implementation CPP training involves ad-
ministrative functions not only for the participating agencies but
also often for the consultants. Some of these responsibilities might
include (a) development of a training plan and budget, (b) de-
velopment of an application package and organizational self-
assessment,3 (c) review of applications and/or self-assessments and
scheduling of meetings with interested agencies to reach agree-
ments to ensure agency readiness prior to the start of the LC,
(d) coordination or oversight of learning sessions and consultation
call logistics, and (e) coordination and/or oversight of data collec-
tion. Depending on the agreement with agencies or host sites, some
of these responsibilities could reside within the agency in training,
and the consultant might only provide input.

Planning for sustainability. To plan for sustainability of the model,
consultants engage in ongoing monitoring and collaboration with
agencies’ providers and management to devise plans to face im-
plementation challenges and to support the continuous growth and
development of CPP at their sites before and during the rollout of
the LC and once the external support provided by it ends. Consul-
tants can assist organizations with:

• Programmatic sustainability, which includes the develop-
ment of organizational policies and infrastructure to sup-
port all CPP sustainability elements and, consequently, to

3In an effort to standardize the training components, the developers of the
model are currently writing a CPP application packet that includes an organi-
zational assessment and that gathers data on agency fidelity and readiness to
implement CPP.
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expand the internal capacity for the provision of CPP. One of
the important aspects in this area is the creation of mecha-
nisms to expose new staff to this practice in the absence
of a within-agency trainer of trainers model4 (e.g., use
of reflective and peer supervision for transmission of the
model, staff training on early childhood, and trauma core
knowledge areas).

• Financial sustainability, which refers to how to strategize
an agency’s funding to ensure that all CPP sustainability
aspects are established (Fraser & Noroña, 2016; Nadeem,
Gleacher, & Beidas, 2013).

Lessons learned. Based on what has been presented earlier, the role
of a reflective consultant in the framework of CPP implementation
training entails multifaceted and complex functions and skills. It
is a gratifying, yet challenging, process that requires humility, cu-
riosity, commitment, and most important, constant learning and
self-reflection. Following the parallel process that we described
earlier, this learning and growth is maximized in the context of
safe relationships. Building a trusted network of mentors, super-
visors, and CPP fellow trainers has been crucial in allowing us to
have regular opportunities to exchange information and strategies
and examine our own thoughts, feelings, concerns, and strengths as
we continue the work and our development as CPP reflective con-
sultants and trainers. In addition, having access to the CPP trainers’
shared Internet platform and calls organized by the developers has
helped foster a sense of community among trainers and enhanced
our training and consultation skills.

Given the demands of the CPP training on participants and
consultants, it has been our experience that conducting the LC with
a co-trainer increases the quality of the training and consultation
since co-training fundamentally embodies a relational approach.
Co-training allows for the consultants to share responsibilities,
complement skills, learn from one another, and combat feelings of
isolation. The complexity of dynamics and relationships in an LC,
the numerous expectations and responsibilities, and the urgency
and intensity of some of the clinical material presented during
consultation calls or at learning sessions can become challenging
to balance and to hold for an individual trainer or consultant. Co-
trainers can serve as sounding boards and support each other in
moments of stress, vulnerability, or uncertainty. Having a trusted
training companion can contribute to coregulation, self-reflection,
greater insight, growth, and the prevention of secondary traumatic
stress. Further, it provides a model of a collaborative approach for
participants, as it removes the expectation of one person “being
the expert” and illustrates the type of connection and strength that

4At the time that this article was written, a CPP within-agency trainer of trainers
model, called the within agency apprenticeship model, was in development.
A video highlighting the application process to this track was released to the
CPP trainers by the developers. However, the model was still in revision at that
time and had not been rolled out yet. To access the “Endorsed Within Agency
CPP Training” video, go https://www.youtube.com/watch?v=aAerr3HpFIY

can emerge from wondering, reflecting, and being vulnerable in
relationship.

As stated previously, the training demands require the consul-
tant to manage or oversee administrative aspects of the LC. These
responsibilities involve significant time and attention and, in our
experience, might limit time and space for didactic and clinical
aspects of the consultant’s role. For our recent LCs, we were able
to secure funding to create a part-time coordination team formed
by a CPP clinician, with interest in using technology to support
implementation, and a graduate student. This team was in charge
of the logistics of the training sessions and consultation calls and of
overseeing data collection. Working with these collaborators was
central in allowing us to focus on “holding” the group between
calls and learning sessions, and on providing guidance regarding
implementation and sustainability to senior leaders and supervi-
sors. This is an option that can benefit reflective practice and CPP
implementation, but it can be costly and therefore infeasible for
some initiatives. Many trainers collaborate with the host agencies
on these responsibilities. However, full implementation training
will always require some level of administrative oversight by the
trainer.

REFLECTIVE CONSULTATION: SETTING THE STAGE IN A
TELEPHONE CONSULTATION RELATIONSHIP

Nontraditional methods of consultation (e.g., electronic communi-
cations, video and phone conferencing) are currently used in the
fields of medicine, education, psychology, infant mental health,
and others (Hussain, Mehmood, & Sultana, 2011; Robson &
Whelan, 2006; Scharff, 2015; Wisker, 2000) to promote learn-
ing, training, and reflective practice. While video conferencing is
used by some CPP trainers, the most common and least expen-
sive method for reflective consultation is telephone conferencing.
Moreover, some preliminary evidence has suggested that ongo-
ing clinical consultation appears to be a promising approach for
improving learning and the translation of learning into practice
in EBTs (Nadeem, Gleacher, & Beidas, 2013; Nadeem, Gleacher,
Pimental et al., 2013). Telephone consultation in the CPP full-
implementation model takes place biweekly with clinicians and
supervisors. In our LCs, we include separate monthly reflective
consultation calls with supervisors and quarterly calls with senior
leaders.

Training from a distance and via technology is advantageous
to agencies and consultants in that it saves time and money and
increases access to practitioners located in diverse geographical
areas of the country and the world. However, it also may pose
challenges to reflective practice. Since the establishment of safe
relationships is at the core of reflective consultation, it is important
to understand how this modality may affect the development and
preservation of those relationships (Center for Development and
Disability, 2014). Consultants and trainees should collaboratively
identify and develop strategies to ameliorate the impact that a
lack of in-person contact may have on reflective practice. Some of
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the challenges that we have identified in our LCs are highlighted
next.

Missing Body Language

When using telephone conferencing, we miss information about
the participants’ body language, which normally provides cues
about the emotional reactions, presence, and level of engage-
ment of an individual or a group. Because they cannot see each
other, some participants might talk over each other to be heard
(Center for Development and Disability, 2014; Scharff, 2015);
others might get activated without the consultant or the rest of
the group noticing while some others might remain silent and “dis-
appear” in the group. Therefore, consultants should be especially
vigilant of these possible pitfalls to maintain effective communi-
cation and participation during conferencing calls.

Since consultation calls only last for 1 hr, we have found that
the use of a structured reflective tool (discussed later), particularly
in the beginning phases of the LC, can allow all participants in
the group to have a role and to have a voice at different points
of the consultation calls. For those presenting a case, it provides
them with space and containment to discuss their experience and
the highlights of their case without interruptions. For the listen-
ers, it helps them to use the group process for coregulation, sup-
port, exploration, and expression of their thoughts and emotional
reactions.

Note that despite these challenges, there may be some advan-
tages for the consultant when not seeing the participants. From a
psychodynamic perspective, the situation “simulates the process of
sitting behind the analytic patient and listening carefully without
the benefit of full face-to-face contact” (Scharff, 2015, p. 457);
thus, the consultant is challenged to withhold judgment and use
skills such as sorting and selecting5, attunement and mindfulness6,
slowing of speech, lowering of tone, gentle inquiry, and use of self
(Heffron & Murch, 2012), among others, to create a space to really
listen to the unspoken and to the interplay of the content and the
process in the clinical material presented.

Establishing Safety and Trust

It would be difficult to build and maintain a sense of safety in
the group with only the consultation calls. The structure of the
LC provides opportunities to apply strategies to aid in this central
aspect of the group functioning:

• Prior to the beginning of relationship-based consultation by
telephone, the consultant and participants meet each other

5Sorting and Selecting: how the consultant gathers different themes in a call and
then chooses what to say or do, particularly in the face of complex situations
or clinical material (Heffron & Murch, 2012).
6Attunement and Mindfulness: how the consultant pays attention and remains
present to the groups’ and individual members’ needs, although these might
not be expressed with words.

in person (Center for Development and Disability, 2014;
Scharff, 2015). In the CPP LC model, consultation calls do
not start until teams have finished “learning session one.”
This first training is a 3-day training where consultants and
the teams have the opportunity to meet one another. In our
recent LCs, we devoted part of the first day to facilitating
discussions and activities to promote group development.

• To build a sense of cohesion and support in the group, each
participant team attends the consultation calls together, if
possible.

• A sense of safety and predictability is enhanced by the
participants’ commitment to prepare a write-up of a clinical
case. When an individual participant is ready to present, she
or he sends the written report to the group in advance so that
all members can read and reflect on it.

• As previously mentioned, it is imperative for the consultant
to pay close attention to group dynamics within and across
teams in the consultation call groups. When relevant, con-
sultants should address possible areas of conflict or stress.
It also is important to hold in mind that the larger group
is composed of subgroups from each site, and that each
site has a particular organizational structure and culture, set
of strengths, and areas of need that might need individual-
ized attention from the consultant. In our LCs, we provided
frequent individualized follow-up via e-mail and additional
calls on an as-needed basis.

Upholding Consistency

Although groups might experience technical difficulties with tele-
phone conference lines (e.g., poor sound quality, suddenly dis-
connecting, etc.), calls seem to be the most dependable option for
distance consultation. As noted previously, to increase consistency,
the consultant or host agency should provide the group with a pri-
vate and reliable telephone line, the consultant must come prepared
(e.g., having read the clinical case write-up for that session), follow
the call schedule, and notify the group of changes in advance. She
or he should remain available to problem-solve logistical issues
that may arise on the call and to address clinical or implementation
concerns. Participants also should be on time for calls to prevent
disruptions.

Lessons Learned

Given the demanding nature of their work, it is not unusual for
trainees and consultants to experience scheduling conflicts that
might prevent them to attend the calls. We have received feedback
that it was grounding for the participants in our LCs to get detailed
information and reminders of the consultation calls. A schedule
with “presenting” and “listening” teams was prepared to ensure
that all participants had an opportunity to present at least twice
and to prepare their write-ups in a timely fashion. To reinforce
our mutual commitment to participating in all aspects of the LC,
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we took attendance on every call. These strategies appeared to
help with participant’s accountability and with creating a sense of
predictability in the group.

Clinical material presented during calls often can be activat-
ing. Writing, sharing, and presenting clinical work has benefits
not only for the presenters but for all members in the consultation
call group. Reading, listening to, and commenting on this material
allows the group an opportunity to process the content together,
to integrate CPP core principles and fidelity into it, and to learn
from each other and increase reflective practice. Despite not being
physically present, group members and consultants can actively
examine their thoughts, emotional reactions together, and collab-
orate with the presenter to plan for next steps. All of this can help
in developing relationships and a sense of trust in the group.

To preserve the environment of the consultation call as a safe
and protected space for learning and to allow us to remain present
and attuned, it has been important for us as consultants to be
mindful and intentional about eliminating any distractions in our
environment during the calls (e.g., multitasking, making the call in
a noisy place) and to direct our undivided attention to the group.

We previously mentioned the importance of holding each par-
ticipant in our minds while also holding the group. During the first
learning session of the LC, we took pictures of all participants
in an attempt to remember and keep everyone present at differ-
ent points of the LC, including the consultation calls (Center for
Development and Disability, 2014).

As stated in different parts of this article, in our effort to
provide support to each agency and participant in the LCs, we re-
sponded to e-mail messages and to requests for conference calls
as they came. It became difficult to keep up with e-mail commu-
nication, as both of us and the other members in our team have
other roles in our respective jobs and practices. It was helpful to
create a separate Google account reserved for LC communication
to manage e-mail communication with the participants. In collab-
oration with our training coordination team and our colleague with
whom we cofacilitated the Senior Leader Track,7 we developed
a system to respond in a relatively timely and organized manner
to ongoing questions related to training logistics, data collection,
clinical issues, implementation, and sustainability issues. This per-
sonalized approach from all members on our team was crucial to
the development of relationships with each agency team, which
seemed to contribute to participants’ engagement on the consulta-
tion calls and in the LC. We had a high rate of attendance to calls
and trainings and for participation in different aspects of the LCs.

This effort involved time and resources. In the absence of
both, it would be important for the consultant to establish virtual
office hours (Wisker, 2000), where the limits of her or his times
are explicit as well as her or his schedule for responding to e-mail
messages and calls related to the LC.

7As mentioned in other parts of the article, we included a Senior Leader Track
in our LCs that was co-lead by a third faculty member with expertise on
implementation strategies.

REFLECTIVE CONSULTATION: FACILITATING CLINICAL
ASPECTS OF THE PROCESS—THE GROUP

The primary mechanism for clinical consultation over the
18-month training period is the twice-monthly 1-hr telephone calls
with clinicians and supervisors. It often can be challenging to
process complex clinical material and provide opportunities for
reflection and active learning in this limited time frame. In an at-
tempt to address this dilemma, the model we currently implement
is an adaptation of the “fishbowl” approach (“Fishbowl,” 2014)
and the reflecting team method of case presentations articulated by
Hester and Walker-Jones (2009).

Prior to the calls, each team is assigned the role of presenter,
listening/reflecting team, or observers. The call begins with the
presenter sharing clinical material about a case for approximately
15 to 20 min, including the work of the case, the case history, and
the clinician’s reflections. During this time, the consultants listen
with curiosity and ask clarifying questions. The agency assigned
the role of the listening/reflecting team is then given 10 min to
provide their reactions, own experience, thoughts, and reflections
in response to hearing the case. During this part of the process,
the presenter and her or his team remain silent while the listen-
ing/reflecting team members talk among themselves about what
they have heard. The listening/reflecting team takes a nonjudgmen-
tal, stance for which there is no expectation for them to provide
“answers or,” problem-solve, it is purely an opportunity to explore
the range of emotional and cognitive reactions that the case mate-
rial elicited in them and offer reflections on CPP core principles
and elements in light of the case presentation. After this, the group
remains silent, and the presenter has 10 min to respond to what
has been shared and to clarify, explore further, or wonder about the
meaning of these various reflections. The consultants pay attention
to the presenter’s affect and help her or him reflect on what has
been said and what can be learned from it. After this, the call is
“opened up” to all participants (including the observers) to share
their thoughts and reactions as well as any observations about the
process and the content. Throughout the course of the call, the
consultants can ask questions, provide reflections, facilitate infor-
mation on foundational knowledge areas, and offer suggestions for
intervention and fidelity adherence.

Lessons Learned

Initially, this approach was met with some hesitation and evoked
considerable anxiety in participants as they were required to share
their thoughts and emotional experiences with others whom they
did not know well and with whom they had had limited in-person
contact. For most providers, this was a new format with different
expectations for participation by all in the group. Furthermore,
most of the CPP clinicians and supervisors had not experienced
a relationship-based consultation approach and were more accus-
tomed to a traditional, hierarchical model of consultation in which
the consultant is viewed as the expert with all of the information
and wisdom to impart. In contrast, the reflective team method we
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chose highlights the collaborative stance that is integral to reflec-
tive consultation in which the varied expertise and experience of
all members of the group are valued.

What we observed is that in the early developmental stages
of our LC, our listening/reflecting teams were more likely to offer
strategies and ideas for intervention during their allotted time rather
than sharing their reflections and experience of hearing the case
presentation. However, as the LC progressed and participants had
the opportunity to actually use CPP with families, meet with one
another in-person, and share cases and experiences, this process
began to change. Reflecting/listening teams and observers largely
worked from a place of reflection and frank sharing. We found that
ideas for intervention flowed organically from these reflective con-
siderations and wonderings. It seemed that over time, participants
on the calls were able to slow down, wait, and trust that relevant
ideas and insights would emerge from the reflections—both those
shared with the group and those developed in silence. We believe
that this reflecting team method provided our participants with the
experience of feeling connected and part of a network of “healers.”
This process reinforced the idea that providers are not alone as they
navigate the pain, anxiety, suffering, and anger that is often present
in trauma work and gave them the confidence that creativity, in-
sights, and even relief would emerge from our group as we listened
to one another and reflected together.

REFLECTIVE CONSULTATION: FACILITATING THE CLINICAL
ASPECTS OF THE PROCESS—THE SUPERVISORS

In our CPP LCs, we have decided to conduct reflective consultation
telephone calls with the clinical supervisors on a monthly basis. We
made this decision based on the reality that most clinical supervi-
sors in the CPP LCs are learning CPP alongside their supervisees.
Further, most supervisors also are learning how to conduct reflec-
tive supervision for the first time. Given this “double whammy,”
we anticipated that providing a reflective, “holding” space for the
supervisors to share their own anxieties, questions, and vulnera-
bilities would lead to better quality supervision and help super-
visors address implementation, administrative, treatment fidelity,
and adaptation issues (Nadeem, Gleacher, & Pimental, 2013).

In addition, one of the primary ways in which CPP is “trans-
mitted” (i.e., learned, internalized, and integrated by new CPP clin-
icians) is through the process of reflective supervision. It is both
“how the supervisor is” with the supervisee and the information
that she or he shares that facilitate the learning of this relationship-
based model. The relational, reflective supervision process is the
primary context for the learning and adoption of CPP, and we
believe that supporting the supervisors by providing them with re-
flective consultation will contribute to the long-term sustainability
of CPP practice and infrastructure within agencies.

Lessons Learned

We noticed a developmental process within this group as well,
as supervisors initially had many questions about how reflective

supervision differed from clinical and administrative supervision
models and how they could adapt and integrate this practice into
their individual agencies. Given time constraints and productiv-
ity demands within agencies, initial discussions included creative
problem-solving regarding the varied configurations and modal-
ities of reflective supervision that supervisors were piloting. For
example, several supervisors shared their strategies for conduct-
ing weekly CPP reflective group supervision as well as individual
supervision.

Supervisors articulated the challenges of simultaneously
learning an intervention model with their supervisees and how
each was addressing this in a reflective manner with their super-
visees. The supervisory teams reflected on how the vulnerability
of “learning together” often served as an obstacle to their reflective
stance, as they navigated and responded to their own feelings of
anxiety and incompetence. They were able to identify the chal-
lenge of trying to “hold” their identity as experienced supervisors
while feeling so “green” and inexperienced in both practicing and
teaching CPP. There was a strong and palpable sense of relief in
being able to share these supervisory challenges. As we progressed
in the LC, a mutual trust and respect developed, and supervisors
more easily shared their vulnerabilities and worries.

Supervisors also identified another important dynamic: the su-
pervisor’s experience of listening to her or his supervisee present a
CPP case to the larger group during the twice-monthly consultation
calls. We named this experience the supervisory story of the case,
which includes the supervisor’s narrative of the case and what
is elicited emotionally and cognitively for the supervisor when
the supervisee is presenting to the larger LC group. The supervi-
sors discussed multiple challenges: (a) knowing more information
about the case than the supervisee shares with the larger group,
(b) hearing the supervisee share something for the first time (i.e.,
new information not shared during supervision) on the consulta-
tion call, and (c) the potential perceived discrepancy between the
private work of supervision and the “public” representation of it.
Supervisors talked about their varied reactions and challenges on
the calls, including whether to share their perspective or part of the
supervisory story. Within the context of our reflective consultation
space, without expectation for answers or problem-solving, the su-
pervisors were able to step back and cultivate a reflective stance,
regulate themselves, and feel validated in the legitimacy of their re-
sponses. This process of sharing vulnerability and together sitting
with the discomfort enabled the group to realize the importance
of understanding their unique “supervisory stories” and to use this
“data” to support and respond to the emotional experience of their
supervisees. The reflective consultation enabled the supervisors to
deeply listen to the communications being offered through their
supervisees’ behavior.

Group reflections on this supervisory story construct also led
to discussions about the challenge of when there is a “mismatch”
between the reflective stance and approach of the supervisor and
those of the supervisee. Group reflections and wonderings about
this process led us to highlight the importance of slowing down
and paying attention to the tension that arises during a mismatch
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and to attempt to explore the meaning of it. We explored some
of the following questions: Is the mismatch due to developmental
factors or to the individual style of the supervisee/supervisor? Is
it related to sociocultural, race, implicit biases, or other diversity-
related issues that might be impacting the supervisor–supervisee
relationship? Is the case influencing the tension in some way? We
believe the discussions that followed from these questions fostered
a sense of hope for the providers as well as an opportunity to
change or repair challenging supervisory relationships. Ultimately,
we hope such discussions will contribute to the sustainability of
the CPP model in agencies.

In the latter part of the CPP LCs, supervisors became increas-
ingly interested in sustaining the practice within their agencies and
even across agencies. The mutual trust and collaborative nature of
the calls led to the creation of natural networks of ongoing peer
CPP consultation groups, quarterly retreats, and even interagency
collaboration to maintain the monthly supervisory calls. These are
measurable positive “outcomes” and the result of a relationship-
based, reflective consultation model, which fostered the develop-
ment of networks of professional relationships grounded in mutual
respect, trust, and support. This is a powerful mechanism to sustain
CPP practice over time in agencies and geographic regions.

REFLECTIVE CONSULTATION: FACILITATING THE
ORGANIZATIONAL ASPECTS OF THE PROCESS

Participating in CPP full-implementation training represents a
relational-reflective journey that can become a “transformational
enterprise” (Shahmoon-Shanok & Geller, 2009) in terms of shifting
clinical practice for clinicians, senior leaders, and their agencies.
Training components such as the theoretical foundations taught
during in-person learning sessions, learning-by-doing during ac-
tion periods, case presentations during consultation calls and train-
ing sessions, and the application of the fidelity framework to case-
work are crucial in supporting the learning and adoption of the
model. However, the agent of transformation seems to reside in
the safety of the holding space created by the reflective nature of
the supervision and consultation relationships which trickle down
to the other components of the training. As previously mentioned,
the holding space allows participants to take risks in their learn-
ing process, explore the emotional content of their work, share
their experiences, learn from one another, and most important,
develop a sense of common mission of becoming more effective
in their work (Shahmoon-Shanok & Geller, 2009), which is to
instill hope in children and their families and to improve child
outcomes. Through reflective supervision and consultation, each
team—and the group as a whole—act as a community (Gilkerson,
2004; Shahmoon-Shanok & Geller, 2009; Watson & Gatti, 2012)
that supports each participant’s transformation by supporting the
pace of their learning, their reflective capacity, and their work with
families.

Specific organizational, supervisory, and provider variables
need to be in place for those agencies to partake in this journey. At
the organizational level, this includes a commitment from agency

administrators and leaders to participate in a dual process where
they engage in a collaborative and collegial learning process with
their teams while ensuring the creation of hospitable organizational
systems (Metz & Bartley, 2012) to support their members’ learning
and development of new skills and ways of being.

It follows that the adoption, transmission, and sustainability
of a model of treatment such as CPP requires creating, developing,
and sustaining an organizational infrastructure that is sturdy and
flexible enough to support reflective practice and reciprocal
learning at all levels of the organization (Emde, Mann, & Bertac-
chi, 2001). This is congruent with reflective practice fidelity, which
is one of the strands of the multidimensional and dynamic CPP
fidelity framework.

As part of reflective practice fidelity, clinicians, supervisors,
and systems acknowledge the challenges inherent in the work and
the importance of providing a supportive space where therapists
are helped to recognize and regulate strong emotions prior to in-
tervening, to reflect on their personal and/or cultural biases, and to
consider alternate perspectives and the multiple factors that may
contribute to different viewpoints (e.g., ecological and cultural
context, trauma history) (Lieberman et al., 2015, p. 194).

The First Step in Cultivating a Reflective Stance: The
Organizational Assessment

Given the importance of reflective practice in CPP, and the de-
mands of the full-implementation training requirements, the appli-
cation process to our most recent LCs involved a comprehensive,
organizational self-assessment to determine agency readiness to
implement and sustain the model (Patterson, Noroña, Acker, &
Fraser, 2014). Broadly, this self-assessment included the following
areas (see Table 2):

• Agency Characteristics refers to factors that demonstrate
that the agency is ready to implement the practice. The
assessment examined the following subareas: productivity
and time accommodations to allow clinicians to complete
the CPP training activities, population served, client recruit-
ment and identification, billing practices, screening and as-
sessment practices, treatment models implemented, super-
vision practices, capability to provide time and institutional
support for reflective practice, and resources to facilitate
communication.

• Participants are all of the members of the team, includ-
ing a senior leader (e.g., manager, administrator, program
director with executive power), supervisors, and clinicians
who will learn the model. The assessment examined agency
capability of assembling a team involving members at these
different levels of the organizational hierarchy, as this con-
figuration offers an opportunity for exchanges on both the
clinical and administrative practices essential for the im-
plementation of a new clinical practice (Markiewicz et al.,
2006; Van Horn et al., 2012). Each team member also com-
pleted a self-assessment regarding his or her experience with
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TABLE 2. The Organizational Self-Assessment

Assessment Area Description Factors in Assessment

(a) Agency Characteristics The agency’s resources, commitment, and capability of
implementing CPP practice

• Productivity and time accommodations
• Population (i.e. age range of referred children)
• Client recruitment and identification
• Billing practices
• Screening and assessment practices
• Treatment models used previously
• Supervision practices
• Time and institutional support for reflective practice
• Resources

(b) Participants A team composed of members at different levels of the
organizational hierarchy allows for exchanges of clinical and
administrative practices needed for CPP implementation

• Agency’s capability of assembling a team comprised
by an administrator, supervisors and therapists to learn
the model

• Individual-level factors of the team members including
experience/knowledge/training with:
- CPP or other EBTs
- Trauma theory
- Infant and child development
- Diagnostic classifications for children
- Reflective practice

(c) Team Expectations Agency and staff commitment to meeting the requirements for
an 18-month long full-implementation course

Components of course:

• Complete pre-readings
• 3 face-to-face learning sessions (7 days total)
• Twice monthly consultation calls with CPP trainers

(minimum 24 calls)
• Case presentation twice during calls/write-up
• Required number of cases (2 for supervisors, 4 for

therapists) and completion of fidelity tools to support
treatment learning and adherence

• Agency provision of reflective supervision
(weekly/biweekly, group/individual)

• Completion of monthly metrics

Additional requirements for supervisors and senior leaders in
our LC (these are optional items in the CPP LC methodology):

• Supervisors: One-day training in reflective supervision/
practice and monthly 1-hour reflective consultation
calls

• Senior Leader Track: Quarterly calls, face-to-face
meetings, attendance to learning sessions

CPP or other EBTs, training/experience, and knowledge of
foundational areas such as trauma theory, infant and early
childhood development, and diagnostic classifications for
young children and reflective practice.

• Team Expectations: The self-assessment examined agency
and staff commitment to meeting the current requirements8

for roster-level training (see Table 2). Note that in our LC,

8Since the time we launched our LCs and began writing this article,
there were adjustments to the CPP full-implementation course require-
ments. More information can be accessed by reviewing the video par-
ent psychootherapy Learning Collaborative Model, which can be found at
https://www.youtube.com/watch?v=dYBzjuJ84Is

the supervisor and senior leader training components were
added with the specific goals of (a) promoting and sus-
taining the reflective capacity of the CPP teams and their
agencies, (b) addressing systems-related implementation is-
sues, and (c) bolstering the agencies’ infrastructure once the
LC started.

The self-assessment completed by each applicant team was
followed by individual telephone interviews conducted with the
agencies’ senior leaders to discuss potential barriers to effective
implementation that were identified in the application. Note that
some of the senior leaders in our LCs served the dual role as clinical
supervisors. During this initial stage, we learned that the majority
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of agencies used administrative and /or clinical supervision mod-
els, but that only a few were familiar with reflective supervision or
consultation and practice. We also learned that among the identi-
fied challenges to providing any type of supervision was the lack
of a time or physical space for therapists and supervisors to meet
for clinical supervision. As a result of this initial process, senior
leaders began implementing systemic changes to ensure that indi-
vidual or group supervision took place on a regular basis at their
agencies.

Walking the Walk of Reflective Practice

The agency self-assessment process had two main purposes. First,
it served as a mechanism to identify possible challenges and so-
lutions to implementation. Second, it was a first step to engage
with senior leaders and their teams, in a reflective process where
they were invited to “slow down” and dedicate time to individu-
ally and collaboratively (a) pay attention to each member’s role
and experience; (b) examine their agency’s capacity to implement
the model; (c) assess the leadership’s commitment and ability to
make structural and cultural shifts; (d) recognize areas of strength
and need in the agency and team members to learn, practice, and
sustain the model; and (e) explore the individual and collective
motivations to embrace a relational and reflective model such as
CPP.

For those agencies accepted in the LCs, the organizational
self-assessment became the precursor of an action plan, and a
social contract, by which senior leaders and their teams and
agencies committed to using their assets, strengths, and ex-
periences to develop strategies to address the obstacles that
came along as they implemented CPP and reflective practice.
In this process, involvement and the buy-in of senior leaders are
imperative.

Senior leaders in a CPP LC are entrusted with several roles
and expectations, which are congruent with the creation or main-
tenance of an organizational environment that “speaks” collabo-
ration, reflection, and regularity, in this way ensuring reflective
practice fidelity. Some of these expectations are (a) identifying
team-specific goals based on the organizational assessment as well
as adjusting policies and procedures to support new practices;
(b) overseeing fidelity measures with their teams every month
to monitor each participant’s completion of this training require-
ment; (c) facilitating access to resources, including time for su-
pervision, technology for consultation calls, and weekly reflec-
tive supervision; (d) commitment to a collaborative process with
their teams and their peers in the LC (e.g., participating in the
Senior Leader Track) (Fraser & Noroña, 2016; Patterson et al.,
2014). Early in our LCs, we learned from supervisors and clini-
cians that even the smallest steps of change to support reflective
practice in their organizations had very positive implications for
their clinical work, their emotional well-being in terms of stress
reduction, and their investment in the training. As the LCs pro-
gressed, there were reports of an increased sense of safety and
cohesion in the teams. In some settings, senior leaders and their

teams made efforts to spread reflective practice outside of the
CPP team and influence the larger system. This is a testament of
how, by embodying reflective practice, senior leaders can become
an inspirational influence and promote organizational and system
change.

Lessons Learned

Setting additional expectations for senior leaders and supervi-
sors proved to be successful in creating opportunities for addi-
tional reflective consultation with these leaders, increasing their
involvement in all aspects of the LCs, and ensuring their support
to build and sustain the reflective capacity of the agency.

The Senior Leader Track was part of this effort. These series
of calls and in-person meetings provided support and direction
to agency administrators in implementing and sustaining the CPP
model. This track also promoted connections among these partici-
pants and consequently helped build a network of new colleagues
and champions with experience in the model. It was hoped that
this network would serve as a vital CPP sustainability resource
once the LC ended (Fraser & Noroña, 2015). Although differ-
ent modalities were used to facilitate calls (individual and group)
and meetings (surveys, Q&A sessions, and informative sessions),
the consultants encouraged a reflective and collaborative stance as
the foundation of all activities. Through guided reflection, senior
leaders had the opportunity to learn from each other and share
resources. As was the case with supervisors, senior leaders in the
LC shared the complexities of being in a leadership role and learn-
ing the model with their teams. Some of them were involved in
large system efforts to bring trauma-informed services for young
children in their region, and others were part of large organizations
where they were the head of the only mental health program for
children.

The group served as a place to share information and think
about concrete action steps to help them in their work, but most
important, it had the function of a sounding board and of a space for
renewal and reflection, where the feelings and thoughts associated
with the challenges and successes of their very complex roles could
be articulated and contemplated.

Participating in these optional, but essential, training elements
can be costly for many agencies and therefore unattainable without
the support of grants or the opportunity to participate in a national
LC.

Conclusion

We have been struck by the effects that the reflective consulta-
tion model had at every level of the LC. Everyone from clinicians
to senior leaders welcomed and valued it as an important mech-
anism for change and for sustainability. We continue to receive
feedback about how revolutionary this “way of being” is for many
participants and how they believe it improves the quality of their
work with families as well as their relationships with colleagues
and commitment to the work of CPP. We believe that reflective
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consultation and practice has influenced sustainability at the indi-
vidual level in that CPP clinicians receiving reflective supervision
and consultation often express feeling more motivated to prac-
tice the model and less overwhelmed, anxious, and isolated as
they navigate extremely challenging trauma work with infants and
very young children. In our LCs, we have considerable anecdotal
evidence that clinicians felt more competent and engaged in im-
plementing CPP and protected against secondary traumatic stress.
Furthermore, it appears that reflective consultation also influenced
the development of supportive infrastructures within and between
agencies that will promote sustainability of the CPP practice at the
agency and community levels.

In a field of work often pervaded by feelings of helpless-
ness and isolation, reflective consultation can promote a powerful
sense of safety, connection, agency, and hope. It enables all par-
ticipants in the CPP LC to slow down, be mindful, and deeply
listen to their families, their colleagues, and themselves, which
is directly in line with the CPP strands of fidelity. Further, its
emphasis on learning, feeling, and thinking together, in relation-
ship, also cultivates feelings of safety, trust, and self-compassion
in participants that sustains their work on behalf of traumatized
children and families. In fact, across all the LCs that we have con-
ducted using a reflective consultation approach, participants have
expressed eagerness and enthusiasm about continuing to meet, re-
maining connected, learning together, and supporting one another
after the LCs have ended. We have witnessed excitement about
the idea of forming regional CPP networks and associations. We
believe that the reflective consultation approach is central to the
success of the broad dissemination of CPP and of its long-term
sustainability.

Future qualitative and quantitative research is needed to sys-
tematically examine how and in what ways reflective consultation
affects fidelity to the CPP model, sustainability of the practice,
and prevention of secondary traumatic stress. Such studies will
add empirical support to the increasingly popular practice of using
consultation in the dissemination of trauma-informed treatments
such as CPP.

As CPP trainers and reflective consultants, our participation
in these CPP LCs has transformed us as well. The open, col-
laborative, and supportive stance of reflective consultation has
enabled us to benefit from the wisdom, compassion, generosity,
and humanity of our participants and our collaborators. We have
learned a tremendous amount from them and, because of them,
are excited to share our mutual learning with others through this
article. We could not have written this article without them, and
express our sincere gratitude for the experience of doing this work
together.

We hope, too, that this article will open a window to an explo-
ration of the CPP consultant’s experience in implementing this rich
and complex model, and in sustaining a reflective stance across all
the realms of this charge. Future explorations also might include
the identification of best practices to support the professional de-
velopment and sustainability of the CPP consultant in her or his
multifaceted roles and functions.
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