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Background: Measurement of cognitive behavioural therapy (CBT) competency is often
resource intensive. A popular emerging alternative to independent observers’ ratings is using
other perspectives for rating competency. Aims: This pilot study compared ratings of CBT
competency from four perspectives – patient, therapist, supervisor and independent observer
using the Cognitive Therapy Scale (CTS). Method: Patients (n = 12, 75% female, mean
age 30.5 years) and therapists (n = 5, female, mean age 26.6 years) completed the CTS
after therapy sessions, and clinical supervisor and independent observers rated recordings
of the same session. Results: Analyses of variance revealed that therapist average CTS
competency ratings were not different from supervisor ratings, and supervisor ratings were
not different from independent observer ratings; however, therapist ratings were higher than
independent observer ratings and patient ratings were higher than all other raters. Conclusions:
Raters differed in competency ratings. Implications for potential use and adaptation of
CBT competency measurement methods to enhance training and implementation are
discussed.
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Introduction

Measurement of cognitive behavioural therapy (CBT) competency is designed to reveal how
well therapists deliver CBT, the results of which can serve many important functions in research
and clinical training contexts and has the potential to optimize training and dissemination of
CBT. However, competency measures are typically resource intensive, relying on objective
raters, which is not often feasible in practice settings. As a result, more efficient methods for
assessing CBT competence are being explored.

An alternative approach to observer ratings is to garner the perspectives of clinical
supervisors, therapists and patients (Muse and McManus, 2013). Supervisors may be especially
well qualified to evaluate therapist competency as they have a strong understanding of
important contextual factors including therapist variables (e.g. therapist background/skills)
and patient variables (e.g. treatment plan targets). This added context may allow supervisors
to more accurately evaluate therapists’ abilities. Alternatively, this information may produce
demand characteristics that could inflate competency ratings. Additionally, supervisors are
often involved with treatment planning, especially with trainees, probably leading to over-
estimations of perceived competency scores.

Therapists’ self-reported competency has potential benefits including that therapists do not
need to review recorded therapy sessions before rating competency and it encourages the
therapist to reflect on the session, potentially leading to training opportunities to promote
skill growth. However, research suggests that therapists have difficulty evaluating their
own competence (Brosan et al., 2008), particularly when they have yet to develop skills
in a specific intervention (Mathieson et al., 2009). Indeed, therapists often either over- or
under-estimate their own competency compared with supervisor or independent observer
ratings.

Utilizing patients’ perspectives is another low resource option for measuring CBT
competency, as patients, like therapists, can complete the ratings immediately following the
session. However, patients’ limited CBT knowledge may impact ratings as they may have
difficulty both understanding specific CBT components and rating the competency of their
therapist. Patients may also experience bias in their rating of competency due to their therapeutic
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relationship and perceived implications that ratings may have for continued treatment (Muse
and McManus, 2013).

In summary, each perspective has potential strengths and weaknesses (Muse and McManus,
2013). Insight into the relations among these perspectives will help determine if competency
measurement methods that require fewer resources can be adopted to increase the likelihood
of utilization in the context of enhancing training and implementation of CBT, especially for
therapists early in training. For example, if therapist and patient competency ratings agree
with those of objective raters or supervisors, more resource-intensive competency evaluation
methods may not be necessary. In contrast, if objective rater, supervisor, therapist and patient
ratings fail to agree, alternative methods may be required for the feasible evaluation of CBT
competency.

The present study

Few studies have examined multiple perspectives (i.e. independent observer, supervisor, trainee
therapists and patient) of competency evaluation and no current studies have examined all
perspectives together. There is limited consensus regarding optimal competency measures and
methods (e.g. Mathieson et al., 2009). The aim of the current study was to collect exploratory
pilot data to replicate and build on previous studies by comparing ratings of therapists’
competency from four different perspectives.

Method

Participants and raters

Patients were recruited at a psychology training clinic and all procedures were approved by
the university’s Institutional Review Board. Patients (n = 12) were mainly female (75%),
Caucasian (75%), with a mean age of 30.5 years (SD = 13.05), and primary presenting problems
included major depressive disorder (58.3%) and/or anxiety disorders (41.7%). Five trainee
therapists enrolled in the university’s CBT practicum participated in the study. The trainee
therapists had bachelor degrees and were in their fourth to sixth year of doctoral training. The
sample of therapists was entirely female and primarily Caucasian (n = 3, 60%), with an average
age of 26.6 years (SD = 1.34). Prior to enrolling in the CBT training practicum, four therapists
(80%) had exposure to CBT through reading CBT research articles and two therapists (40%)
had attended a CBT workshop.

Objective raters consisted of two CBT experts, one advanced doctoral student, and two
bachelor-level research assistants. The objective raters had over 30 years of combined
experience in CBT and received more than 25 hours of training together on the Cognitive
Therapy Rating Scale (CTS). Inter-rater reliability has been found to be variable for the CTS
(Muse and McManus, 2013) and the current study adopted a group consensus rating approach,
where together they determined the score for each item rather than individually (Simons et al.,
2010). The objective rater group was led by the senior CBT researchers. The supervisor was
a licensed psychologist with over eight years of CBT experience. Objective raters and the
supervisor conducted CTS training together, but rated sessions independently.
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Measures

Cognitive Therapy Scale (CTS; Young and Beck, 1980). The CTS is an 11-item measure
of CBT skill competency using a seven-point response format ranging from 0 (poor) to 6
(excellent). The CTS was adapted, with permission from Dr A. T. Beck, for the wording of the
CTS items to reflect the view of the client and create a self-report version for the therapist.

Procedure

Both patients and therapists completed ratings immediately following the session and
supervisor and objective raters rated later using video recordings. Ratings were made for
the second session of treatment only for each patient as it is the first standard, non-introductory
session where CBT content would be introduced and the therapist’s strategy for change could
be assessed. Patients were informed their responses would be anonymous.

Results

CTS total score

ANOVA conducted on CTS total scale score revealed that there were significant differences:
F(3,44) = 45.24, p < .001. Post-hoc results indicated that supervisor scores did not differ
significantly from objective raters’ scores; therapist scores did not differ significantly from
supervisor scores; all other means were significantly different. Observed power was calculated
as .98 or higher for all analyses. Of note, the full range of the CTS scale was not utilized by
raters (e.g. no zeroes were given).

Discussion

This pilot study compared CBT competency ratings and revealed that CTS competency
demonstrated therapist ratings were not significantly different from supervisor ratings and
supervisor ratings were not significantly different from independent observer ratings; however,
therapist ratings were significantly higher than independent observer ratings and patient ratings
were significantly higher than all other raters (see Fig. 1). These results indicate that different
raters have varying perceptions of CBT competency and using less resource-intensive raters
(i.e. therapists or patients) may not be a viable option for the CTS with the limited adaptations
made. Given the lack of agreement of ratings by different perspectives, should one be given
privilege over the others?

This is a difficult question as each perspective may be providing different and useful
information; however, current competency ratings may not fully measure what they intend
to measure. The CTS and other competency skills are vulnerable to issues of validity and
reliability. Measures focused on assessing adherence to CBT or whether or not the clinician is
utilizing specific components prescribed by CBT may be ideal. Alternatively, efforts to increase
the specificity of the CTS could optimize its psychometric performance. Recent research has
started this process by addressing the limitations of the CTS by providing behavior-based
anchors, updating the areas of competency based on up-to-date research, and reducing the
amount of inferences used by assessors (Muse et al., 2017). The Assessment of Core CBT
Skills (ACCS; https://www.accs-scale.co.uk/) shows initial promise in addressing problems

https://www.accs-scale.co.uk/
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Figure 1. Average CTS ratings across raters

with the CTS and has potential to be used by the therapists themselves, reducing the resources
needed for competency measure. Future research should continue to work on validating and
refining competency measures like the ACCS that are less resource intensive in order to enhance
training and, in turn, increase accessibility to empirically based treatments allowing for better
patient outcomes.

Limitations

While the current study has a number of strengths (e.g. four rater perspectives within the same
study, using the same rating scale, etc.), there are several noteworthy limitations. Primarily,
this was a pilot sample and consisted of a small number of therapists in training and patients,
and future studies should replicate these findings with a larger sample and a wider variety
of therapist experience. These pilot data provide initial evidence suggesting that overall there
are differences in raters and that the feasibility of using the CTS in this modified manner is
probably not the solution for reducing the resources needed for competency ratings. Second,
the therapists were trainees and therefore findings may not generalize to more experienced
therapists. However, use of competency ratings for training purposes often occurs and this
sample is informative for this purpose. Third, patients in this study also varied in diagnosis,
which may affect how competency was rated; however, this is more generalizable to what is seen
in community settings. Fourth, the independent observer group ranged in experience with CBT.
However, the consensus format where the objective group rated items in a discussion allows
for a more thorough examination of each item where there may be disagreement (Simons et al.,
2010). Additionally, future research should focus on rating several sessions for each therapist
and patient dyad to have a more comprehensive view of competency rather than a one-time
snapshot.

Another limitation of the current study is that the supervisor of the current study trained on
the CTS with the objective raters. This introduces a third variable that may explain why the
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supervisor aligns with the objective observer. Additionally, the supervisor and observers rated
therapist competency after the end of treatment and the supervisor knew the treatment outcome,
which may have affected competency ratings. Ideally ratings would happen as sessions occur,
something that may not be possible in many clinics due to time constraints and may actually
impact ratings more than known. Therapists and patients were not trained on the CTS, which
may have had an impact on their ratings as well. Overall, these pilot data provide preliminary
insight into issues with current competency rating systems.

Conclusion

In conclusion, this study adds to the growing literature investigating CBT competency
measures. Results showed that ratings of therapists’ competency differed. Although the current
study used the CTS, many of the same issues exist for related and revised versions of
competency measures used in CBT training. Future research is needed to examine if differing
views of competency can provide useful information for training and if new competency
measures or methods (e.g. ACCS) can be developed and fine-tuned to increase validity and
reliability in order to enhance training of new CBT therapists.
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