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Additional file 3 

Making Implementation Programmes Better.  

Mixed-Methods case study of an Implementation Programme for Two Evidence-Based Brief 

Psychotherapies 	

 Protocol of and report on semi-structured interview about attendance in case consultation 

groups 

The interviewees were the trainer-consultant and the research nurse whom were responsible for the 

case consultation groups. The interview was conducted retrospectively. 

Interview protocol 

• How often were the case consultation groups arranged? 

• Was attendance restricted or were all therapists invited to all sessions? 

• Was advance enrolment in the sessions required? 

• What size were the groups generally? 

• Were there some particularly active participants whom you remember especially? 

• Was there variation in attendance between the sessions or a trend of some kind? 

• Was there variation in the attendance between the units? 

• What do you understand were the possible issues that affected attendance? 

• Were there some other significant related affairs that it would be useful to report? 

Report 

Of the 33 therapists who responded to the survey, 18 (55%) had participated in the case 

consultation groups at least once. To learn more about the attendance in general, the exact number 

of participating therapists was checked from the participant lists between November 2010 and 

November 2012 (lists of the first and last years were no longer available) and the trainer-consultant 

and the assisting nurse (later referred to as informants), who were responsible for the case 

consultations, were interviewed according to a semi-structured interview protocol (see above). The 
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participant lists could not be analysed using individuals’ names because the participants had not 

been notified that such use would be made of the information. 

The case consultation sessions were arranged about eight times per year over a four-year 

period. All ODP trained therapists were invited to participate in all sessions. There was no need to 

restrict the number of participants. Pre-enrolment for each session was preferred but not specifically 

required. The option to participate in the sessions without pre-enrolment was utilized to some 

extent. 

Attendance was at its highest in the first year with 10-15 participants present at each of the 

sessions. During the second and third years the number of participants varied from six to 13, but 

some sessions had to be cancelled due to lack of participants. In the last or fourth year attendance 

declined drastically. 

Two individual therapists attended most of the sessions throughout the entire four-year 

period. The other most active participants attended the sessions for approximately one year and then 

withdrew. One unit had a markedly higher participation rate than the others. The most active unit 

was located in the same building as the venue, only a few minutes’ walk away. In addition, the team 

leader and his/her assistant actively allocated time for the therapists to participate. Over time, the 

clientele in that particular unit became ineligible for the BA and MI, which was reflected in a 

marked decline in attendance. Of the other units, one was a few minutes’ away by car and the rest 

about an hour’s drive away. The unit a few minutes away by car had the decidedly lowest 

participation activity. This particular unit had voiced considerable doubts about the ODP right from 

the outset. In the remaining four units, distance was clearly an inhibiting factor in participation 

activity. 

During the first years of arranging the case consultation groups, many of the participants felt 

insecure about applying behavioural activation method forms in their clinical practice. They had 
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clearly tried to make use of the forms. Some time after trying, some of them seemed to give up and 

then withdrew from participating in the consultations. 


