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Thesis Abstract

Treatment fidelity concerns whether therapy is implemented as intended and an
important aspect of treatment fidelity is therapist competence. Therapist competence
scales are a popular method of assessing whether therapy is competently delivered,
however these scales vary in their development and evaluation, and in their resulting
reliability and validity. This thesis presents a review of therapist competence scales and
an empirical study that investigated a new therapist competence scale for Compassion
Focused Therapy.

Systematic Literature Review

The systematic literature review explored the development and psychometric
evaluation of therapist competence scales for cognitive and cognitive-behavioural
therapies. Four databases were searched, and thirteen papers were included in the
review. The standard of papers was assessed using a bespoke quality appraisal tool and
results were narratively synthesised. There was little consensus about the methods that
should be used to develop and evaluate competence scales and it was concluded that
researchers might use multiple methods of assessing competence rather than rely on
competence scales alone.

Empirical Research Project

A mixed-methods approach was used to explore the psychometric properties and
expert feedback of the Compassion-Focused Therapy Therapist Rating Scale (CFT-TCRS;
Horwood et al., 2019). CFT experts watched clips of simulated CFT and used the CFT-
TCRS to assign competence ratings before engaging in a semi-structured interview.
Inter-rater reliability between participants was ‘good’. Content analysis of the expert
feedback provided a number of useful suggestions to improve the scale. Once amended
the CFT-TCRS may become a useful tool for clinical practice, therapist training and
continued research into aspects of treatment fidelity in CFT.
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Part 1: Systematic Literature Review

The development and psychometric evaluation of therapist competence scales for
cognitive and cognitive-behavioural therapies: A systematic review

Abstract

Objectives

The National Institute for Health and Clinical Excellence (NICE) guidelines recommend
cognitive behavioural therapy (CBT) for treating a wide variety of psychological
difficulties. Research has highlighted the importance of measuring therapist
competence to ensure therapy quality and to improve clinical practice, research,
training and audits. Several scales have been developed to measure therapist
competence in CBT. The aim of the current review was to systematically evaluate and
synthesise evidence on the methods used to develop and psychometrically evaluate
these scales.

Methods

Four databases (Psychinfo, Scopus, Medline and Web of Science) were systematically
searched using terms related to measuring therapist competence. Thirteen articles
describing and examining eleven CBT competence scales met the inclusion criteria and
were evaluated using a bespoke quality appraisal tool. Evidence was narratively
synthesised to address the aims of the review.

Results

There was little consensus in the methods used to develop and evaluate CBT
competence scales. Some studies used comprehensive development procedures and
evaluated several psychometric properties, whereas others focused on just one or two
aspects of reliability and validity. The findings highlighted variation in the psychometric
properties of the scales. However, it was not always the case that comprehensive
development procedures increased the validity and reliability found.

Conclusions

Some scales are used more widely than others, however it was difficult to conclude
which development and evaluation methods should be favoured when developing
competence scales. Future research should focus on employing more comprehensive
development strategies and psychometric evaluations. Although some scales can be
used to reliably assess therapist competence in CBT, scale users should be aware of their
limitations and might consider using multiple methods of assessing therapist
competence.
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1 Introduction

1.1 Treatment fidelity and Cognitive Behavioural Therapy

Cognitive Behavioural Therapy (CBT) was developed in the 1960s and is an effective
treatment for psychological difficulties (Hazell et al., 2016; Stewart & Chambless, 2009).
In the UK it is recommended by the National Institute for Health Care Excellence (NICE)
for the treatment and management of experiences such as depression (NICE, 2018),
anxiety (NICE, 2019) and psychosis (NICE, 2014). CBT has continued to evolve since its
inception (Boyle et al., 2019) and has influenced the development of more recent ‘third-
wave’ psychotherapies such as Compassion-Focused Therapy (CFT; Gilbert, 2009) and
Cognitive Analytic Therapy (CAT; Ryle, 2005).

1.2 Treatment fidelity: Competence and adherence

An important issue for all psychological therapies is ‘treatment fidelity’ or ‘therapy
fidelity’. This has been defined as “the degree to which treatment is delivered as
intended” (Yeaton & Sechrest, 1981, p.160). One aspect of treatment fidelity is
‘competence’, understood as “the extent to which a therapist has the knowledge and
skill required to deliver a treatment” (Fairburn & Cooper, 2011, p.374). When
considering competence, it is also important to consider ‘adherence’ (another aspect of
treatment fidelity) due to an overlap in the concepts. Therapy adherence is defined as
the extent to which therapists apply the methods and techniques of a manualised

intervention (Webb et al., 2010).

Effective delivery of psychological therapy is dependent on therapist competence and
adherence. Whilst measures have been developed for assessing adherence (e.g., Barber
& Crits-Christoph, 1996), adhering to a therapy does not necessarily mean it is being
competently executed (Bennett & Parry, 2004). Therefore, it is also critical that
treatments are skilfully and competently implemented. Unfortunately, the evidence
base around therapist competence is limited by a lack of psychological research into
variables confounding treatment fidelity (Perepletchikova, 2011), and difficulties with
defining and assessing competence (Barber et al., 2007). Despite these challenges, it

remains important that adherence and competence is assessed in order to clarify
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therapeutic change mechanisms (Perepletchikova & Kadzin, 2005) and improve

implementation of psychological interventions (McLeod et al., 2013).
1.3 Therapist competence scales

Several methods have been developed for assessing therapeutic competence, such as
essays and questionnaires (Muse & McManus, 2013). One important method has been
to use therapist competence scales to evaluate treatment sessions. Competence scales
have been developed for several therapeutic modalities, such as dynamic therapy
(Barber et al., 1997) and Compassion-Focused Therapy (CFT; Horwood et al., 2019).
Competence scales also commonly allow for the measurement of therapy adherence
given that is a prerequisite for therapeutic competence (Barber et al., 2003).
Competence scales usually assess knowledge of the underlying theory and techniques
specific to the intervention in question, as well as the more general therapeutic skills

(Barber et al., 2007).

Most competence scales have been designed for use by highly trained or expert
clinicians as they often assess trainee therapists (e.g., CAT; Bennett & Parry, 2004).
Furthermore, they can be used for therapy research, clinical audits and service
evaluation (Bennett & Parry, 2004). However, the literature indicates variability in the
methods used to develop and psychometrically evaluate competence scales (Barlow &
Brown, 2019) and there are no recommendations about which methods are best. Some
developers (e.g., Horwood et al., 2019) used structured approaches such as the Delphi
method (Linstone & Turoff, 1975) and others (e.g., Barber et al., 1997) have used
existing scales and treatment manuals to develop competence scales. Scale developers
have also used different approaches when evaluating the psychometric properties of
competence scales. For example, some have used videotapes of therapy sessions and
others have used audio tapes, some have recruited experts to use the scale to rate tapes

for competence and others have recruited students.
1.4 Competence in CBT

Competence in CBT is defined as “the degree to which a therapist demonstrates the
general therapeutic and treatment specific knowledge and skills required to

appropriately deliver CBT”, and should be based in evidence and on the specific problem
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of the patient (Muse & McManus, 2013, p.485). CBT competence measures have been
used since the 1980s (Young & Beck, 1980), and a specific CBT competence framework
has been developed (Roth & Pilling, 2007). Since the publication of this framework,
several measures of CBT competence have been published, but not all have been

included in a systematic review.
1.5 Previous literature reviews

Two previous reviews have been conducted into the development, properties and use
of measures of therapist competence. Barlow and Brown (2019) explored competence
scales for interpersonal, dynamic and relational models and found no consensus around
which methods should be used to develop them. Furthermore, some studies did not
provide adequate information on participants, recruitment and scale developers. They
found that the quality and depth of psychometric testing was not adequate for the
scales to be considered reliable and valid. For example, some studies inappropriately
measured inter-rater reliability. They suggested that variability in the development and
evaluation of competence scales might be contributing to a lack of consistently used
measures and concluded that more research is required into the development and

psychometric evaluation of competence scales.

Muse and McManus (2013) explored the psychometric properties of competence
assessments. They noted four types of CBT competence assessment: ‘knowledge-based’
(e.g., questionnaires), ‘practical’ (e.g., case reports), ‘practical application’ (e.g., role-
plays) and ‘clinical practice’ (e.g., competence scales). Seven competence scales were
identified, where some were transdiagnostic and measured general CBT competencies,
and some were disorder-specific and covered specific treatment protocols. Limitations
included a lack of psychometric exploration outside of the controlled trials in which the
scales were developed and difficulty identifying the best methods of psychometrically
evaluating them. Despite this, they concluded that competence scales were the most
comprehensive method of assessing therapists’ skills. It was suggested that new and
existing competence measures should have implementation protocols, clear
benchmarking and clarity around who should complete the assessment. Finally, they
posited that a ‘multi-method’ approach to assessing CBT competence might be more

appropriate given that no one method suitably assessed all aspects of CBT.
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1.6 Summary and rationale

No previous reviews have focused on the methods of developing and psychometrically
evaluating therapist competence scales for cognitive therapy (CT) and CBT. Several new
scales have been published since the recommendation by Muse and McManus (2013)
but have not been included in a systematic review. The present review aimed to
synthesise current quantitative literature on therapist competence scales for CT/CBT.
Cognitive therapies were prioritised due to their widespread implementation and
influence on recent ‘third wave’ psychotherapies. The review aimed to focus on the
methods used to develop and psychometrically evaluate these scales. This was in line
with the review by Barlow and Brown (2019) but differed from that of Muse and
McManus (2013) in that the present review focused on just the competence scale
approach to measuring therapist competence. Given that adherence is required for
competent intervention delivery (Barber et al., 2003), scales measuring both adherence

and competence were considered for the present review.
Therefore, the main questions addressed in this review were:

e What methods have been used to develop therapist competence scales for CT
and CBT?
e What methods have been used to psychometrically evaluate therapist

competence scales for CT and CBT?

Based on the findings of the research questions, the present review aimed to provide
recommendations for clinical practice and research in relation to the development and

evaluation of published competence scales for CT and CBT.
2 Method
2.1 Inclusion criteria

To meet the objectives of this review, studies had to meet the following inclusion
criteria: (a) studies described the development and validation of a measure of therapist
competence or competence and adherence, (b) studies described measures specifically
designed for use with CT/CBT, (c) studies described measures designed for use by

experts or trainers in CT/CBT (assessor-rated scales are the most commonly used

14



methods of assessing competence according to previous reviews), (d) studies described
competence measures designed to assess individual face-to-face therapy, rather than
group, family or online therapy, (e) studies were written in English, (f) the methodology
was quantitative (due to the focus on psychometric evaluation methods), (g) studies
were published in a peer reviewed journal. Studies included for review were not

restricted by the year of their publication.
2.2 Search strategy

A search strategy was designed to identify all papers for possible inclusion in this review.
Scoping searches were carried out in August 2019 which enabled the author to ascertain
the breadth of existing literature. Some relevant studies were identified, and their
keywords explored to develop inclusive search terms. Furthermore, the Cochrane
Database and PROSPERO (International Prospective Register of Systematic Reviews)
were searched to identify previous, current or proposed systematic reviews on the

current topic.

Database searches of Psychinfo, Scopus, Medline and Web of Science were conducted
in September 2019 and January 2020. The broad search terms, chosen to ensure that
no key papers were missed, were related to the development and validation of scales
or measures of therapeutic competence, for example; ‘therap*’, ‘competen®’, ‘scale’
and ‘psychometric*’ (see Appendix A for full terms and filters). Articles were exported
into referencing software and duplicates were removed before the titles and abstracts
were screened for relevance. Following this, the remaining articles were read in full and
checked against the inclusion criteria. Final papers had their reference lists screened to
identify further papers which might have been missed during searches, and these

papers were also checked against the inclusion criteria.
2.3 Study selection

For an overview of study selection see Figure 1. Following searches, 12098 articles were
exported into Mendeley where duplicates were removed. The titles of 10642 articles
were screened, of which 10113 were removed leaving 529 to have their abstracts
screened for relevance. Following this, 117 potentially relevant articles were obtained

in full and assessed against the inclusion criteria which led to 104 being excluded.
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Following this process 13 articles remained. Their reference lists were screened for
further relevant papers, but none were identified. Therefore, these 13 articles were
subjected to quality appraisal and data extraction. It became apparent that the data was
largely descriptive, and methods used in scale development and evaluation were
heterogeneous. For example, different methods of statistical analysis were used and
difficulties with synthesis meant that a meta-analytic approach to the review was not
appropriate. For these reasons, and due to the nature of the aims and research

questions proposed in the review, a narrative synthesis of the data was undertaken.
2.4 Quality appraisal

No published quality appraisal tools for assessing studies exploring psychometric
properties were found. Therefore, in line with Barlow and Brown’s (2019) review, the
current review used a bespoke tool for assessing study quality (see Appendix B). This
tool included four items from the 11-item Quality Appraisal of Diagnostic Reliability
(QAREL; Lucas et al., 2010), designed to assess the quality of diagnostic tests. It also
included three items from the 27-item Downs and Black (1998) checklist for measuring
study quality which was designed for assessing the quality of healthcare interventions.
ltems from these two tools that were not relevant to investigating psychometric

properties were excluded from the bespoke quality tool designed for the current review.

Finally, in order to fully assess papers, nine items were generated to cover aspects of
quality related to development and validation of therapist competence scales (e.g.,
methods used and what therapy the scale was designed for use with). A further four
items were included to obtain data on types of analysis, conclusions, limitations and
clinical implications. In total, the final bespoke tool had 20 quality appraisal questions

(see Appendix C for information on each item included in the quality appraisal tool).
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Identification

Screening

Eligibility

Include

Initial database searches
Psychinfo: 1758
Scopus: 2407
Web of Science: 1319
Medline: 6614
Total before duplicates removed: 12098

\ 4

Total records after duplicates removed

n =10642

{

Titles screened
n=10642

Duplicates
> removed
n = 1456

Abstracts screened
n=529

\ 4

Records excluded
after title screen
n=10113

A4

Full-text articles assessed for
eligibility
n=117

Records excluded after
abstract screen

v

Records to have reference list
screened
n=13

v

Records to assess for quality
n=13

\ 4
Studies included in

systematic review
n=13

Articles excluded n =104
Doesn’t measure competence (16)
Not CBT (20)

Doesn’t measure individual therapy (7)
Not about development or
psychometric (3)

Doesn’t report measure (11)

Doesn’t measure psychological
therapy (22)
Book/review/dissertation (5)

Not designed for use by therapists (3)
Not designed to assess therapists (7)
Measure is self-report (8)

Online measure/therapy (2)

Figure 1. Flow chart detailing the systematic search process
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2.5 Data Extraction

The data extraction was built into the quality appraisal tool (see Appendix B) and
focused on scale development, characteristics of developers, measure characteristics
(e.g., items and scoring), the methods and samples used in psychometric evaluation
(e.g., audio/videotapes and raters, clients and therapists), aspects of reliability and
validity measures and the statistical analyses used to examine these, the results and the
main discussions points (conclusions, limitations and implications). A summary of
extracted data can be found in Appendix D (aims, samples and design) and Appendix E
(methods of scale development and testing reliability/validity, analyses and results of

interest).
3 Results

A total of 13 articles were included following the systematic search process
(summarised in Appendix D and E). Study characteristics, quality and the main findings
are summarised and reported in relation to scale development and psychometric
evaluation. Due to similarities to the review by Barlow and Brown (2019), brief summary

tables in this review will use the same headings.
3.1 Description of CBT competence scales

The included studies covered the development and validation of 11 CBT therapist
competence scales (see Table 1 for basic scale characteristics). The psychometric
properties of nine measures were described in one paper each. The properties of the
Cognitive Therapy Scale (CTS; Young & Beck, 1980) were reported in two papers
(Dobson et al., 1985; Vallis et al., 1986). The development of the UCL Scale was
described by Roth (2016), and the psychometric evaluation by Roth et al. (2019). Eight
studies reported the scale development and psychometric evaluation. However,
information on the development of the CTS was reported in an unavailable paper

(Young & Beck, 1980), as was the CTCS-SP (Clark et al., 2007).

The type of therapy and clients for whom the scales were designed differed across
studies (see Table 1). Five studies measured competence of therapists in cognitive

therapy (CT), four described CBT competence scales, three measured competence in
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CBT for children and young people and one was for CBT for psychosis. The YACS (Carroll
et al., 2000) has one subscale for measuring CBT but also measure clinical management
(CM) and twelve-step facilitation (TSF), and the UCL scales (Roth, 2016) measure CBT
and generic therapeutic competence. Given the extensive conceptual and therapeutic

overlap of CT and CBT this distinction is not raised again in the remainder of the review.

Eight studies presented scales measuring therapist competence alone, and five
presented measures of both competence and adherence. The number of items in the
scales varied, but all were designed to be used by an observer with expertise in the
intervention being applied. Furthermore, the scales used 7-point Likert scales to
measure competence and adherence to the intervention except for the ITIS (Boyle et
al., 2019) which used a 3-point scale for adherence and a 7-point scale for competence,
and the YACS (Carroll et al., 2000) and the UCL scale (Roth, 2019) which used a 5-point

Likert scale.
3.2 Quality

The quality appraisal tool enabled assessment of overall study quality. It provided a
score out of 20 and based on a grading scale published by O’Connor et al. (2015) a score
of less than half (>10) was ‘poor’. Based on this, six papers were ‘excellent’ (17-20), five
were ‘good’ (15-17), one was ‘fair’ (11-14) and one was ‘poor’. Based on the quality
appraisal summary (see Appendix F), there did not appear to be a common element of
quality which separated the ‘good’ and ‘excellent’ papers from the ‘poor’ and ‘fair’.
However, the factors most commonly impacting the quality of papers were; scale
developer characteristics not being adequately described and lack of clarity around

whether developers represented a specific population.

The paper by Vallis et al. (1986) was assessed as being ‘fair’ due to a lack of clarity
around scale development, which was described in an unpublished paper (Young &
Beck, 1980). The paper by Roth (2016) was assessed as ‘poor’ as it only described scale
development. The psychometric evaluation was published by Roth et al. (2019), and
therefore the two papers describing the UCL scales were considered in conjunction, and

the ‘poor’ paper was included.
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3.3 The development of CBT competence scales

Nine of the included papers presented information on the scale development, including
who was involved in the process and the methods used. See Table 2 and Appendix E for
full details of scale development methods, scale characteristics, psychometric

properties, results and conclusions.

20



Table 1. Study and measure characteristics

(CAS-CBT)

anxiety

Study Measure Name Model Number of items Method of measurement
Barber et al., The Cognitive Therapy Adherence and | Cognitive therapy (CT) 21 (competence and Observer rating scale (7-pt)
(2003) Competence Scale (CTACS) adherence)

Bjaastad et al. | The Competence and Adherence Scale | Cognitive behavioural 11 (competence and Observer rating scale (7-pt)
(2016) for Cognitive Behavioural Therapy therapy (CBT) for youth adherence)

CBT subscale=6

Blackburn et The Revised Cognitive Therapy Scale Cognitive therapy (CT) 14 (competence and Observer rating scale (7-pt)
al. (2001) (CTS-R) adherence)
Boyle et al. The Inventory of Therapeutic Modern, personalised 19 measuring adherence, 11 | Observer rating scale (3-pt
(2019) Interventions and Skills (ITIS) cognitive behaviour measuring competence adherence, 7-pt

therapy (CBT) competence)
Carroll et al. The Yale Adherence and Competence | Cognitive behavioural 55 in total (competence and | Observer rating scale (5-pt)
(2000) Scale (YACS) therapy (CBT) adherence)

Dobson et al,,
(1985)

The Cognitive Therapy Scale (CTS)

Cognitive therapy (CT)

11 (competence only)

Observer rating scale (7-pt)

Haddock et al.
(2001)

The Cognitive Therapy Scale for
Psychosis (CTS-Psy)

Cognitive behavioural
therapy (CBT) for
psychosis

10 (competence only)

Observer rating scale (7-pt)

MclLeod et al.
(2018)

The Cognitive-Behavioural Treatment
for Anxiety in Youth Competence Scale
(CBAY-C)

Cognitive behavioural
therapy (CBT) for youth
anxiety

25 (competence only)

Observer rating scale (7-pt)

Stallard et al.,
(2014)

The Cognitive Behaviour Therapy Scale
for Children and Young People (CBTS-
CYP)

Cognitive behavioural
therapy (CBT) for children
and young people

14 (competence only)

Observer rating scale (7-pt)

Vallis et al.,
(1986)

The Cognitive Therapy Scale (CTS)

Cognitive therapy (CT)

11 (competence only)

Observer rating scale (7-pt)

von Consbruch
etal., (2012)

The Cognitive Therapy Competence
Scale for Social Phobia (CTCS-SP)

Cognitive therapy (CT) for
social phobia

16 (competence only)

Observer rating scale (7-pt)
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3.3.1 Developers of competence scales

Six scales were developed by the study’s authors (Boyle et al., 2019; Carroll et al., 2000;
Haddock et al., 2001; McLeod et al., 2018; Roth, 2016; 2018; Stallard et al., 2014). Three
studies employed trained CBT therapists or mental health professionals (Barber et al.,
2003; Bjaastad et al., 2016; Stallard et al., 2014) who were asked to review and pilot the
scales before suggesting further developments. Three had input from ‘clinicians’ or
‘experts’ in CBT (Bjaastad et al., 2016; Blackburn et al., 2001; Roth, 2016) who generated
scale items and fed back on early versions of scales. One study employed trainee
therapists and trainee clinical psychologists (Stallard et al., 2014) who were included in
discussions about the CBTS-CYP. One study used graduate psychology students (Barber
et al., 2003) who used the scale to rate therapy videos before providing feedback, and
one study included other ‘therapists’ (Boyle et al., 2019) during discussions about the

ITIS.
3.3.2 Methods used to develop CBT therapist competence scales

Scale development methods varied across studies (see Table 2). Most were based on
published measures of therapist competence, with some including the items from an
existing scale (e.g., the CBTS-CTP; Stallard et al., 2014) (see Appendix E). Four studies
used existing therapy manuals and/or competence frameworks to aid scale
development and two conducted literature reviews to determine required
competencies. Five studies relied on the opinions and expertise of the scale authors and
six used discussions with other experts to gain consensus about which items to include.
Six scales were piloted during development to assess the suitability of items and to

inform further revisions.

Based on authors’ descriptions, and through comparison of development methods, the
CTACS (Barber et al., 2003) went through a comprehensive development process
including reviews of existing scales, consensus building with experts and pilot studies.
Similarly, the CTCS-CYP (Stallard et al., 2014) was comprehensively developed through
consensus building, existing scales, a literature review and piloting. Based on
comparisons with other scales, the YACS (Carroll et al., 2000) appeared to have been

less comprehensively developed through reviews of therapy manuals and opinions of
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the scale authors. See Table 2 for a brief summary of the development process of CBT

competence scales.
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Table 2. Methods of scale development, analysis of psychometric properties and results.

Measure Development Internal Inter-rater Convergent validity Other construct Factor analysis Content
Consistency reliability validity validity
CTACS Existing Cronbach’s ICC: Not reported Sensitivity to Not reported Not reported
measure, alpha: .67 (adher) therapy type:
manuals, pilot a=.92 .73 (comp) difference
studies, expert (adher) between CT and
opinion a=.93 other therapies
(comp) p < .0005
CAS-CBT Existing Cronbach’s ICC: Not reported Rater stability, 2 factors explaining | Not reported
measure, expert | alpha: a=.87 | .83 (adher) ICC: 66.6% of variance
opinion, pilot .64 (comp) .89 (adher)
studies. .92 (competence)
CTS-R Existing Cronbach’s ICC: .63 Not reported Sensitivity to Not reported Not reported
measure, expert | alpha: a=.92 trainee
opinion. -.97 Pearson improvement:
correlation (one t=2.68
rater removed): p<.02
r=0.77
p =<.0001
ITIS Existing Not reported | Kendall’'s W: Not reported Not reported 1 factor explaining | Not reported
measures, .832 50.9% of variance
author (intervention
consensus items)
building .700 (skill items)
YACS Manuals, Not reported | ICC: Correlations: subscales | Sensitivity to Not reported Not reported
treatment .80—-.95 differ (p = <0.001) therapy type: CBT
sessions, author (adher) items higher
consensus/ .71 - .97 (comp) when CBT rated
opinion. p =<.05
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Measure Development Internal Inter-rater Convergent validity Other construct Factor analysis Content
Consistency reliability validity validity
CTS (Dobson | Developed by Cronbach’s ICC: .96 Not reported Item-total Not reported Not reported
et al., 1985) Young & Beck alpha: a=.95 | Pearson correlations,
(1980) correlation: Cronbach’s alpha:
r=0.94 a=.72 (apart
from homework
item)
CTS (Vallis et | Developed by Pearson ICC: .59 for Not reported Sensitivity to 2 factors explaining | Not reported
al., 1986) Young & Beck correlation- single rater therapy quality 73.7% of variance
(1980) items vs total using Rao: correct
score: quality
r=0.59 — classification in
0.91 84.91% of cases
CTS-Psy Existing scale, Not reported | ICC: Not reported Sensitivity to Not reported Good content
author opinions, Total score: .94 trainee validity
pilot studies. improvement/skill decided by
acquisition: mental
F=10.5, p=.004 health
professionals.
CBAY-C Existing scales, Not reported | ICC: CBAY-C scores Not reported Not reported Not reported
scale ltems: 0.69 significantly differed

developers/
authors opinion,
scoring
consensus, pilot
studies.

from scores related
measures (p < .01)
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Measure Development Internal Inter-rater Convergent validity Other construct Factor analysis Content
Consistency reliability validity validity
CBTS-CYP Existing scale, Not reported | ICC: Correlation with CTS-R: | Sensitivity to Not reported Not reported
literature Total score: .96 | r=.98, p <.0001 therapy quality:
review, agreed with CTS-R
consensus in 77% of cases.
building of
authors/experts, Sensitivity to
pilot studies trainee
improvement:
similar scores on
CBTS-CYP and
CTS-R
UCL scales Existing Not reported | ICC (Roth, 2019) | Not reported Not reported Not reported Not reported
(Roth, 2016; | framework,
Roth et al., framework CBT scales: .39
2019) author, other
clinicians, pilot Generic scale:
studies. 27
CTCS-SP Existing scale, Cronbach’s ICC: Not reported Retest reliability, | Not reported Not reported
expert opinions. | alpha: a=.89 | Total score: .81 ICC: .86
Items: .62 - .92
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3.4 Participants and methods used to psychometrically evaluate CBT competence scales

All included papers, aside from Roth (2016), described the process of psychometrically
evaluating the scales, although the information provided was varied. Psychometric
evaluation is considered in terms of participants (patient, therapists and raters of

therapists) and methods.
3.4.1 Participants used in psychometric evaluation

Most studies adequately described the patients, however three papers (Carroll et al,,
2000; Vallis et al., 1986; von Consbruch et al., 2012) provided limited details (see
Appendix F). For eight of the studies, patient data came from previous RCTs, and the
remaining four collected therapy tapes from trainee therapists. Patient samples varied,
which was to be expected as the scales were developed for different types of CBT and
clinical populations. The therapists were adequately described by most of the studies.
However, two (Carroll et al., 2000; von Consbruch et al., 2012) provided insufficient

information (see Appendix F).

All but two papers (Blackburn et al., 2001; Dobson et al., 1985) sufficiently described
the raters using the scale and all detailed the number recruited and their professions.
An average of 5.41 raters were used across studies (range 2-12), drawn from varying
populations. Seven studies used CBT experts (e.g., therapists and supervisors), four used
psychology graduates or clinical psychology trainees, two used qualified clinical
psychologists/psychotherapists and three used masters/doctoral level clinicians.
Haddock et al. (2001) also used a mental-health nurse and a research fellow. Bjaastad
et al. (2016) used two of the authors as ‘expert raters’ and von Consbruch et al. (2012)

used one of the authors as a rater. Full participant details are presented in Appendix D.
3.4.2 Methods used in psychometric evaluation

Of the 12 papers exploring psychometric properties of competence scales, ten used
videotaped therapy sessions. Of these, seven used videos from an RCT and three used
videos from trainee CBT therapists. One study used audio tapes from an RCT and one
used audio tapes from trainee therapists (see Appendix D). Recordings were randomly

selected from larger samples, apart from those used by Haddock et al. (2001), who
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selected videos to reflect a range of competence levels, and Roth et al. (2019) who
purposively selected videos from a larger sample to represent different clinical

presentations.

In six studies, raters watched all available material and used the scale to rate therapist
competence, and in four studies the raters viewed some of the material, either in
assigned pairs or as part of a balanced design (see Appendix E). In the study by Bjaastad
et al. (2016) videos were rated by students in a balanced design, and a percentage of
these videotapes (20%) were also rated by experts. In the study by von Consbruch et al.
(2012) one of the authors rated all the videotapes as a “standard rater”, and others
rated only some of the material. Their ratings were paired with the ratings of the

“standard rater” to determine inter-rater reliability.
3.5 Psychometric characteristics of CBT competence scales

All studies, aside from Roth (2016), reported psychometric evaluation and properties of
therapist competence scales; however, not all studies assessed the same aspects of
reliability and validity (see Table 2). Furthermore, none provided details on how

decisions were made about which psychometric properties to evaluate and how.

However, despite a lack of consistency across studies, scales all had at least two aspects
of validity and reliability tested, apart from Roth et al., (2019). Inter-rater reliability was
measured for all 11 scales, with the CTS being tested twice (Dobson et al., 1985; Vallis
et al., 1986). Six studies measured internal consistency, three assessed convergent
validity, one reported content validity, and several reported other aspects of construct

validity.

Of the scales included, the CAS-CBT (Bjaastad et al., 2016), the YACS (Carroll et al., 2000)
and the CTS (Dobson et al., 1985; Vallis et al., 1986) were the most thoroughly analysed,
with data available for four aspects of reliability and validity. The ITIS (Boyle et al., 2019)
and the UCL scales (Roth et al., 2019) were the least comprehensively analysed with two
measurements of interest being reported for the ITIS and one for the UCL scales (see
Table 2). As was also highlighted in the review by Barlow and Brown (2019), the
measurements commonly reported were; inter-rater reliability, internal consistency,

content validity, convergent validity, sensitivity to change, and factor analysis.
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3.5.1 Inter-rater reliability

Inter-rater reliability was the only psychometric property reported by all studies. The
inter-rater reliability of the ITIS (Boyle et al., 2019) was assessed using Kendall's W
(Legendre, 2010), as ratings on one of the subscales were non-continuous and
agreement between its subscales was found to be high (see Table 2). However, the
intraclass correlation coefficient (ICC; Shrout & Fleiss, 1979) was the preferred method
of inter-rater reliability analysis, with 12 studies reporting ICC. ICC assesses agreement
between different members of a group (e.g., raters of therapist competence). All
studies, apart from two (Blackburn et al., 2001; Haddock et al., 2001) identified which

of the ten variations of ICC (McGraw & Wong, 1996) was used.

Koo & Li (2016) noted that an ICC less than 0.5 is ‘poor’, 0.5-0.75 is ‘moderate’, 0.75-0.9
is ‘good’ and above 0.9 is ‘excellent’. Based on this, two of the measures had ‘excellent’
inter-rater reliability (CTS-Psy: Haddock et al., 2001; CBTS-CYP: Stallard et al., 2014), two
were ‘good’ (YACS: Carroll et al., 2000; CTCS-SP: von Consbruch et al., 2012), four were
‘moderate’ (CTACS: Barber et al., 2003; CAS-CBT competence subscale: Bjaastad et al,,
2016; CTS-R: Blackburn et al., 2001; CBAY-C: Mcleod et al., 2018) and the UCL scales
(Roth et al.,, 2019) were ‘poor'. Inter-rater reliability of the CTS (Young & Beck, 1980)
was measured in two studies. Dobson et al. (1985) found it to be ‘excellent’, whereas
Vallis et al. (1986) found it to be ‘moderate’. Vallis et al. (1986) suggested that this might

be attributed to the heterogeneity of the therapists used by Dobson et al. (1985).

Of the 11 studies reporting ICC, two also assessed inter-rater reliability using Pearson’s
product moment coefficient. Dobson et al. (1985) used it to look at the reliability of
individual items on the CTS and found a strong agreement between raters. Blackburn et
al. (2001) calculated Pearson’s for the CTS-R to assess the reliability of both the
individual items and the overall score to compare the CTS-R to the CTS (Dobson et al.,

1985) on which it is based.
3.5.2 Internal consistency

Internal consistency was reported for five scales, in six studies. Vallis et al. (1986) used
Pearson’s to look at the relationship between item scores and the total scale score and

found a strong correlation. The 11 items of the CTS are rationally divided into two
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subscales, ‘general skills’ and ‘specific cognitive therapy skills’. However, these
subscales are not used separately to assess competence, and the strong correlation
suggested that two distinct subscales might not be necessary. The other studies
calculated Cronbach’s alpha coefficients to assess internal consistency and found
coefficients ranging from 0.87 and 0.97 (see Table 2). According to guidelines for
interpreting Cronbach’s alpha (George & Mallery, 2003) the internal consistency of two
scales was ‘good’ (CAS-CBT: Bjaastad et al., 2016; CTCS-SP: von Consbruch et al., 2012)
and three were ‘excellent’ (CTACS: Barber et al., 2003; CTS-R: Blackburn et al., 2001;
CTS: Dobson et al., 1985), suggesting that items in these scales were tapping into the

same construct.
3.5.3 Content validity

The CTS-Psy (Haddock et al., 2001) was the only scale for which content validity was
reported. This was not formally analysed, but it was decided by ‘mental health
professionals’ that the scale had ‘good’ content validity. This suggests that, based on
expert opinion, the CTS-Psy appears to measure what it was designed to. However,
details on the method used to canvas opinion and the experience of the decision makers

were not provided.
3.5.4 Construct validity

Aspects of construct validity reported by studies included convergent validity,
sensitivity to change and factor analysis. Convergent validity was assessed in the CBTS-
CYP (Stallard et al., 2014) and CBAY-C (McLeod et al, 2018). The CBTS-CYP was
compared with the CTS-R (Blackburn et al., 2001) and the measures were highly
correlated (see Table 2). This was expected as the CBTS-CYP was designed to cover all
aspects of the CTS-R (see Appendix D). The CBAY-C was compared with measures of
adherence, therapeutic alliance and client involvement, and correlations ranged from

small to large.

Sensitivity to change was explored in six studies. The CTS-R (Blackburn et al., 2001), CTS-
Psy (Haddock et al., 2001) and CBTS-CYP (Stallard et al., 2014) were sensitive to changes
in trainee competence in CBT. The CTACS (Barber et al., 2003) and the YACS (Carroll et

al., 2000) were found to have good criterion-related validity. They were used to rate
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therapists in CBT and other therapies (e.g., supportive-expressive therapy), and could
accurately distinguish CBT sessions from non-CBT. The CTS (Vallis et al., 1986) was found
to be sensitive to the quality of therapy protocol administration. Using discriminant
function analysis, it correctly classified this in 84.9% of cases. Finally, the CBTS-CYP
(Stallard et al., 2014) was compared with the CTS-R (Blackburn et al., 2001) and was

found to discriminate between poor- and high-quality CBT equally well.

Factor analysis data was available for three of the measures. The majority of variance
on the CAS-CBT (Bjaastad et al., 2016) and the CTS (Vallis et al., 1986) was explained by
two factors. The factors identified for the CAS-CBT matched hypotheses about which
constructs were measured by the scale but highlighted an overlap between adherence
and competence. The results for the CTS (see Table 2) suggested that the overall scale
is effective at measuring CT competence, but that individual item scores should not be
considered when deciding therapist competence. The majority of variance on the ITIS
(Boyle et al., 2019) was explained by one factor, similar to results found for the CTS

(Weck et al., 2010) on which the ITIS was based.
4 Discussion

This review synthesised 13 studies to investigate the methods used to develop and
psychometrically evaluate therapist competence scales for CBT. It was hoped that
recommendations for clinical practice and research would be made based on the
findings. Quality appraisal (see Appendix F) indicated that 11 studies fell within the
‘good-excellent’ range and could therefore be considered with similar confidence. One
paper was assessed as ‘fair’ and one was ‘poor’. As discussed, these poorer quality

papers did not impact on the findings or conclusions of the review.
4.1 The development and psychometric evaluation of CBT competence scales

Studies described 11 therapist competence scales developed for a range of CBT
interventions and patient groups, with five including a measure of adherence given its
overlap with competence (Barber et al., 2003). The review found that there was little
consensus as to how scales should be developed. For example, some relied on author
opinion and others used pre-existing competence scales and consensus building

processes. In addition, not all studies adequately described the development process,
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making it difficult to conclude which methods might produce more valid and reliable
scales. The approaches used to psychometrically evaluate the scales also varied. For
example, some used students to rate therapy material and others used CBT experts.
Some studies explored a number of psychometric properties whereas others focused
on just one or two properties. This variation in aspects of reliability and validity
measurement highlights the lack of consensus amongst researchers when developing
competence scales. These findings were similar to Barlow and Brown (2019), who
highlighted a lack of agreement on methods of developing and evaluating therapist

competence scales for interpersonal, dynamic and relational models.
4.2 The reliability and validity of CBT competence scales

The psychometric properties of scales varied independently of the development process
in that a comprehensive development strategy did not always lead to stronger reliability
and validity. For example, the less systematically developed CTCS-SP had good inter-
rater reliability and internal consistency, whereas the comprehensively developed
CTACS and CBAY-C were only moderately reliable. This might be because many CBT
competence scales are based on existing measures (e.g., CTS; Young & Beck, 1980).
Therefore, competence scales might be assessed as reliable if they are not distinct
enough from the validated scale on which they are based (Stallard et al., 2014).
However, CBT is a well-established intervention with a large evidence base and a similar
structure regardless of the specific model (e.g., NICE, 2018, 2019). As CBT models can
be similar in their delivery, and in the skills and techniques a competent therapist should
display, it could be argued that similarity between competence scales (e.g., those based

on existing measures) may not be problematic.

Some scales had stronger reliability and/or validity in some areas but were weaker in
others. For example, the CTS-R, used on many CBT training courses (e.g., Reichelt et al.,
2003), has excellent internal consistency but moderate inter-rater reliability. These
discrepancies might be problematic, as those selecting which competence measure to
use might have to prioritise one aspect of reliability or validity over another. However,
many types of CBT, such as CBT for psychosis, only have one published scale with limited
psychometric evaluation. Inter-rater reliability was the only property explored by all of
the studies, suggesting its importance during competence scale development. It is
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essential to know the extent to which different raters agree on competence scores to
ensure that they are adhering to similar standards of scale use. Therefore, good inter-
rater reliability should be prioritised when selecting scales, especially given that these

scales are used by different clinicians in different settings.
4.3 Factors impacting the reliability and validity of CBT competence scales

Variation in scale reliability and validity may be attributed to scale, rater and
methodological factors. As also noted by Barlow and Brown (2019), most measures used
7-point Likert-scales to rate competence but none described why this was chosen. It
may be because the CTS (Young & Beck, 1980) used a 7-point scale and this was used as
a basis for several further scales. Having more response options might reduce inter-rater
reliability due to the opportunity for more variance. However, this review found

variation in psychometric properties regardless of the number of response options.

Consideration should also be given to variation in the raters used in the studies, such as
their varying levels of experience in CBT. When using scales to measure competence,
raters make inferences based on their own experiences (Kogan et al., 2011). In line with
this, Roth et al. (2019) suggested that low levels of agreement may be due to a lack of
training in the use of the measures. Therefore, rater experience and training, as well as
specific scale characteristics, should be considered when developing competence

scales.

Methodological factors may have impacted the reliability and validity of the reviewed
scales. For example, three scales were evaluated using audio tapes which, obviously,
cannot capture non-verbal communications that are often considered essential for the
competent delivery of therapy (e.g., CFT-TCRS; Horwood et al., 2019). Non-verbal
communication can assist the development of therapeutic alliance (Dowell & Berman,
2013) which has been included in competence frameworks and is measured by
competence scales (e.g., CTACS). Conversely, it might be important to have scales which
can be reliably used with audio material when assessing competence of therapists

providing interventions over the telephone, for example.
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4.4 Strengths and limitations

The current review had several strengths. It was systematic and the search process
meant that all available published literature was included. The review has drawn
attention to the variability in methods used to develop and evaluate therapist
competence scales. However, the review had several limitations. First, the quality and
data extraction tool was based on published tools and followed a similar development
process to a similar review (Barlow & Brown, 2019). However, the papers included in
this review were not cross-checked. It may have been useful to have a percentage of
the papers assessed ‘independently’ to ensure that the author was drawing out useful
information and correctly assessing quality. Second, a lack of homogeneity in
approaches to developing and assessing the reliability and validity of scales led to

difficulties in synthesis and thus the use of a narrative approach.
4.5 Clinical implications and future research

Despite limitations, this review highlighted some important issues. Firstly, it showed a
lack of consensus in competence scale development and psychometric evaluation which
may be linked to the variation in the reliability and validity of CBT competence scales.
Therefore, care should be taken when selecting which scales to use. Future researchers
should thoroughly describe which methods they used, and why, to provide clarity for
other scale developers. If there is no reliable and valid measure of therapist
competence, then intervention quality cannot be formally measured or assured.
Therefore, future research should focus on developing competence scales for all NICE
recommended CBT models (e.g., trauma-focused CBT for PTSD; NICE, 2018). However,
basing new measures on scales which may not have been comprehensively developed

or examined may continue to produce tools not suitable for widespread use.

Most studies highlighted the need for more comprehensive psychometric evaluation.
Therefore, future competence scale developers should assess as many psychometric
properties as is feasible to increase reliability and validity, and thus usability. Similar to
suggestions made by Barlow and Brown (2019), future studies might focus on recruiting
larger, more representative samples to establish psychometric properties such as factor

structure. Furthermore, the variation in therapist experience and training noted in this
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review and the review by Muse and McManus (2013) has highlighted the importance of
scale implementation protocols. These might provide guidance on the level of therapist
training and experience required to use the scale (Muse & McManus, 2013), and

therefore clarity around who should complete the competence assessment.
4.5.1 Assessing CBT competence

Several CBT competence scales have been recently published, perhaps partly due to
suggestions from previous reviews that scales should be refined and developed (Muse
& McManus, 2013) and partly due to the publication of Roth and Pilling’s (2007) CBT
competence framework which described the practices and skills required during all
variations of CBT. However, CBT and what constitutes its competent delivery has
changed over time. A focus on transdiagnostic and transtheoretical identification of
processes of change in psychotherapy (e.g., Hofmann & Hayes, 2018) has impacted CBT
practice (Boyle et al., 2019). This has led to revisions of ‘classic’ CBT and for CBT to
encompass an increasing variety of interventions (Boyle et al, 2019). These
developments, along with difficulties reliably measuring CBT competence, suggest that
competence scales alone might not be sufficient to assess this increasing diversity. In
line with this, Muse and McManus (2013) suggested that a multi-method approach
might be preferable, as no single validated measure of CBT competence has been

agreed.
5 Conclusion

In conclusion, this narrative synthesis highlighted the need for further research into the
development and psychometric evaluation of new and existing therapist competence
scales for CBT. Future scale developers might focus on using comprehensive
development and psychometric evaluation procedures when developing new or existing
scales. Despite methodological differences and the need for further research, some of
the included scales in the present review can be used reliably to assess therapist
competence in CBT and many are currently used in therapist training. However,
assessors and therapist training courses using competence scales should be aware of
their limitations and other factors impacting on competence ratings and might consider

other ways in which therapist competence can be evaluated.
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Part 2: Empirical Research Project

An initial exploration of the psychometric properties and expert opinion of the
Compassion Focused Therapy Therapist Rating Scale

Abstract

Objectives

Compassion-focused therapy (CFT) is an effective treatment for a range of psychological
difficulties, but therapists’ treatment fidelity in CFT has not been researched (Leaviss &
Uttley, 2015). The Compassion Focused Therapy Therapist Rating Scale (CFT-TCRS;
Horwood et al., 2019) was developed to assess competence of therapists and to address
issues of treatment fidelity. The aim of the study was to assess the inter-rater reliability
of the CFT-TCRS using a novel methodology and to elicit feedback on the individual items
and the scale as a whole.

Method

CFT experts were recruited to watch clips of simulated CFT sessions showing varying
levels of therapist competence. They used the CFT-TCRS to make competence
judgments before being interviewed for feedback on the individual items and the scale
overall. Results were statistically analysed to determine inter-rater reliability, and
content analysis was used to analyse the qualitative data.

Results

Inter-rater reliability between the CFT experts was found to be ‘good’. However, the
reliability of a single rater and the reliability between participants’ and the researchers’
‘official’ rating was ‘poor’. Content analysis revealed general and specific changes for
each item including clearer scoring guidance, less content and more behavioural
anchors. Feedback on the CFT-TCRS overall revealed the benefits and difficulties of using
the scale and experts suggested changes to the content and structure of the scale. For
example, it could be made clearer and items could be split into sub-items.

Conclusion

The inter-rater reliability of the CFT-TCRS was good but might be further improved by
revising the scale in light of the expert user feedback. However, caution should be taken
when interpreting the results due to several methodological problems with the study.
The findings suggested that the CFT-TCRS may eventually prove to be a useful tool in
clinical practice, research and therapist training following recommendations.
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1 Introduction
1.1 Compassion Focused Therapy

Compassion-focused therapy (CFT) is a relatively new psychotherapeutic approach
drawing on developmental, evolutionary, neurological, social and Buddhist psychology
(Gilbert, 2009). CFT is a multi-modal intervention focused on nurturing a more
compassionate inner voice (Leaviss & Uttley, 2015). It proposes that humans have three
affect regulation systems known as the threat-protective system, the drive, seeking and
reward system, and the contentment-soothing system (Gilbert, 2014). CFT suggests that
imbalance between the systems can lead to biopsychosocial problems (Liddell et al.,
2017). CFT’s principle aim is to enhance someone’s ability to regulate their three
systems and promotes the development of affiliative feelings which mediate threat

responses by enhancing calmness.

A review conducted by Leaviss and Uttley (2015) explored the effectiveness of CFT. They
found that overall, CFT can be an effective psychotherapeutic intervention across a
range of mental health difficulties. For example, CFT was found to improve experiences
of depression and anxiety (e.g., Gilbert & Proctor, 2006), psychosis (e.g., Braehler et al.,
2013; Laithwaite et al., 2009), eating disorders (e.g., Gale et al., 2014; Kelly et al., 2017),
trauma (e.g., Beaumont et al., 2016) and ‘personality disorders’ (e.g., Lucre & Corten,
2013). Although further study is required, especially into aspects of treatment fidelity,
CFT is becoming increasingly more accepted as an intervention for people with mental
health difficulties (Leaviss & Uttley, 2015) and several CFT training courses are offered

in the UK and internationally.
1.2 Therapist competence

For therapy to be considered ‘evidence-based’ it must demonstrate ‘treatment fidelity’
which is “the degree to which the intervention is implemented as intended” (Vermilyea
et al., 1984, p.2). Treatment fidelity comprises ‘treatment differentiation’, ‘therapist
adherence’ and ‘therapist competence’ (Perepletchikova et al., 2007). Treatment
differentiation refers to whether a therapy is distinct (Southam-Gerow & MclLeod, 2013)
and adherence refers to whether techniques described in the therapy manual are

demonstrated (Webb et al., 2010). Therapist competence is defined as “the extent to
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which a therapist has the knowledge and skill required to deliver a treatment to the

standard needed for it to achieve its expected effects” (Fairburn & Cooper, 2011, p.374).

It is essential to demonstrate that a therapy can be competently delivered to determine
its fidelity (Waltz et al., 1993). Furthermore, competence must be assessed as therapists
have a duty to provide skilled intervention (Fairburn & Cooper, 2011). For an
intervention to be well executed the therapist must have knowledge of the treatment,
the capability to deliver it, the willingness and drive to provide the treatment as
intended, and the ability to provide the treatment to a variety of patients (Barber et al.,
2007). Whist some research on cognitive therapy found that higher levels of therapist
competence better predicted patient outcomes (e.g. Shaw et al., 1999), studies on this
relationship have not produced consistent results (e.g., Berman & Norton, 1985; Hattie

et al., 1984).

The skills required to competently deliver therapy have been identified for a variety of
psychological interventions, such as cognitive behavioural therapy (CBT), cognitive
analytic therapy (CAT) and psychodynamic therapy (e.g., Bennett & Parry, 2004; Lemma
et al., 2008; Roth & Pilling, 2007). However, methods of assessing competence have not
been extensively researched (Sharpless & Barber, 2009) and the standard of therapy
provision is rarely evaluated (Perepletchikova et al., 2007). Nonetheless, understanding
and being able to measure competence can aid therapist training and can maximise the
provision of effective, evidence-based training and treatment (McHugh & Barlow,
2010). This can lead to improved outcomes (Boyle et al., 2019) and minimised risk for

patients (Bennett & Parry, 2004).
1.3 Therapist competence scales

Several methods have been used to assess therapeutic competence. These have
included multiple-choice questionnaires, essays, role plays and therapist competence
scales (Muse & McManus, 2013). Of these, competence scales have been the most
commonly used measure of therapeutic skill (Muse & McManus, 2013). Competence
scales have been developed for several therapeutic modalities such as cognitive therapy
(Blackburn et al., 2001), supportive-expressive therapy (Barber et al., 1997), CAT
(Bennett & Parry, 2004) and CBT for children and young people (Stallard et al., 2014).
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Most competence scales are ‘observer rated’, meaning that a therapist will be watched
and assigned a competence score. These scores can provide useful feedback to
therapists on areas for improvement, and scales can be used as a supervision tool and

to promote self-reflection.

It is important that competence scales are well developed and evaluated in order that
their reliability and validity can be established. However, there is little consensus about
the methods of competence scale development and psychometric evaluation that are
most appropriate in order to produce valid and reliable scales. For example, some scales
are subject to comprehensive and multi-faceted development procedures (e.g., Barber
et al., 2003) whereas others have, more simply, been based on existing competence
scales (e.g., von Consbruch et al., 2012). Furthermore, there is little consistency in the
psychometric properties assessed and reported by scale developers, aside from inter-

rater reliability which is widely explored.

1.4 Therapist competence in CFT and the Compassion Focused Therapy Therapist

Competence Rating Scale (CFT-TCRS)

Liddell et al. (2017) generated a CFT competence framework (CFT-CF) comprising 25
competencies falling within six categories; creating safeness, meta-skills, non-phase-
specific skills, phase-specific skills, knowledge/understanding, and use of supervision.
Some competencies were specific to CFT while others were more general competencies

required by many forms of therapy (e.g., socratic questioning and summarising).

Subsequently, Horwood et al. (2019) developed the Compassion Focused Therapy
Therapist Competence Rating Scale (CFT-TCRS) (see Appendix G). The CFT-TCRS was
based on the competency research by Liddell et al. (2017) with additional suggestions
from an informal CFT assessment guide by Gilbert et al. (2012, unpub). It was developed
using the Delphi method and involved multiple meetings and online surveys with 11 CFT
experts to define and operationalise the scale items (competences) and scoring. It was

designed to be used by experts to rate trainee CFT therapists.

The CFT-TCRS is divided into two subscales; unique CFT competencies and generic
microskills. Unique CFT competencies are theory-driven and are required to effectively

carry out the intervention. They are not expected to be observed during every session
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or every stage of the therapy. The generic microskills are essential therapeutic skills
required to deliver psychological intervention and are expected to be observed during
every session. However, the scale is yet to have its psychometric properties explored

and may need further revision before it can be widely disseminated and utilised.
1.5 Rationale and aims

The CFT-TCRS (Horwood et al., 2019) was designed to address issues of therapists’
treatment fidelity. The psychometric properties of the scale must be established for it
to be reliably used in research, evaluation, training and audits (Koo & Li, 2016).
Therefore, similar to previous studies assessing psychometric properties of therapist
competence scales (e. g. Barber et al., 1997; Bennett & Parry, 2004; Blackburn et al.,
2001; Stallard et al., 2014), the current research aimed to explore whether the CFT-TCRS
could be used reliably by experts to rate therapist competence. Given that generic
microskills have been included in many measures of therapist competence, and because
the CFT-TCRS is the first competence measure for CFT, it was decided that the unique

CFT competences would be the focus of the research.

The present study also developed a novel methodology for assessing inter-rater
reliability of competence scales using simulated therapy videos. It was hoped that
creating videos would allow the researchers to control the level of competence
displayed and make a reliable judgment as to the level of competence displayed by the

therapist in each video for the purpose of statistical analysis.

Previous research into therapist competence scales has not typically sought the
opinions of those attempting to use the scale for the first time. Therefore, the present
research also aimed to capture qualitative information from experts about changes they
would suggest to specific items in the scale, as well as eliciting feedback about the scale
overall. It was hoped that this information might help inform future improvements to

specific items and to the scale overall 2.

2 Qualitative information on the decision making behind the allocation of competence scores on
the CFT-TCRS was also collected. However, the word limit of the project precluded the inclusion

of the analysis (which is available on request).
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Therefore, the aims of this research were:

1. To develop video materials of simulated CFT sessions for use during the
assessment of the inter-rater reliability of the CFT-TCRS.

2. To use this novel methodology to assess whether experts can reliably use the
CFT-TCRS to make decisions on the competence of therapy delivery and to
ascertain the scale’s inter-rater reliability.

3. To identify changes which could be made to each of the items of the CFT-TCRS
included in this study and make recommendations for improvement.

4. To explore the overall feedback for the CFT-TCRS given by the participants and

make recommendations for improvement.

2 Method

2.1 Design

A mixed methods design was used to address the aims of the study. The analysis of
guantitative information was used to provide information about whether CFT experts
could use the CFT-TCRS to make reliable competence judgments, and it was hoped that
the analysis of qualitative information would be useful for future improvements to the
recently developed scale. This study was approved by the University of Leicester ethics

board (see Appendix H).

A common approach to establishing reliability is for experts to use competence scales
to rate recorded therapy sessions (Bennett & Parry, 2004). Using real session footage
can be problematic in terms of quality control and ethics so it was decided that videos
of simulated CFT sessions would be used to determine inter-rater reliability. Inter-rater
reliability was addressed using a ‘balanced’ design, meaning that each participant
viewed and rated all the available material and was compared with all other raters. The

dependent variable was therefore the ‘judgment of competence’ made by expert raters.
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2.2 Measures and materials
2.2.1 The CFT-TCRS

As previously described, the CFT-TCRS is a 23-item scale for measuring therapist
competence in CFT (Appendix G). The first 14-items measure CFT-specific skills and the
final 9-items measure generic therapeutic skills which would be expected during all
therapy sessions. Each item is titled with the competence it is measuring (e.g., Item 1:
Psychoeducation), followed by a short description of the competence and how skilful
enactment might look. Each item also includes ‘points to consider when scoring” which
indicate what the rater should look out for (e.g., ‘the therapist demonstrates skilfulness
in the methods used’). Examples of specific topics and skills are also provided in this

section. These guidelines for scoring are followed by the rating scale.

Iltems on the CFT-TCRS are measured on a 5-point Likert scale, which provides a score
between 0-4. A score of ‘0’ is used when the competence is ‘absent or inappropriate’,
and a score of ‘4’ is assigned for ‘skilful enactment’. Scores of 1-3 are not specifically
described in the current version of the CFT-TCRS. At either end of the Likert scale for
each item, ‘behavioural anchors’ are provided to describe what might be seen during
‘less competent’ and ‘more competent’ delivery of the specific skill. An ‘unable to rate’
option is also provided for when a competence is not present, as it would be unlikely to

observe all competencies during a single CFT session.
2.2.2 Video material to be rated

Ten video clips of simulated CFT were designed and filmed by the principal researcher,
their supervisors and a senior expert in the CFT community. The senior expert played
the ‘therapist’ as he was able to comment on and demonstrate both competent and
non-competent CFT. The ‘patient’ was played by a professional actor who had
experience creating CFT training videos and working with the Compassionate Mind
Foundation. On the day of filming researchers discussed what should be included in the
clips. These ranged from 4-12 minutes long and were designed to demonstrate a
segment of a therapy session. The videos were edited by the principal researcher and
were uploaded to YouTube as ‘unlisted’, meaning they were not available to the public

and could only be viewed via a private link.
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The videos covered six of the most important competencies (as decided by a senior
expert in CFT and another CFT expert) due to the exploratory nature of the research and
novel methodology. Five videos showed the six competencies delivered competently,
and the other five displayed less-competent enactment (one of the videos encompassed
two competencies). The competencies included in the videos were: ‘psychoeducation’,
‘recognising motives and emotions’, ‘understanding the relationship between the three
systems’ (threat, drive and soothe), ‘building motivation’, ‘functional analysis’, and

‘fears, blocks and resistances’.
2.3 Participants

Data was collected from nine experts in CFT who were recruited using purposive
sampling. This was in line with Barber and Crits-Cristoph (1996) who argued that experts
should assess whether a treatment was delivered competently, especially during scale
development. Clinicians were considered expert if they had significant knowledge,
training, experience and supervisory practice in CFT. The specific inclusion criteria were
similar to those applied by Horwood et al., (2019) who used CFT experts during the
development of the CFT-TCRS. Thus, participants were required to: have been trained
or supervised by a member of the Compassionate Mind Foundation, have a minimum
of two years of CFT clinical practice, and be experienced in supervising or training CFT
clinicians or trainees. As CFT is a contemporary therapy, the pool of potential
participants known to the researchers was relatively small (n=27). They were identified
and approached via email and were provided with an information sheet (Appendix 1)
which included an explanation of the study, what participation would involve and the
potential risks and benefits of taking part. Participants could then volunteer to take part

if they were able to.
2.4 Procedure

Once experts had agreed to participate, they were contacted to arrange a date and time
for study completion. Depending on the location of the participants, the consent form
(Appendix J) and ‘data collection pack’ were sent either via post (UK participants) or
email (EU and international participants) by the principal researcher. The data collection

pack (Appendix K) included standardised instructions, relevant scale items and ‘notes’
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pages. Once the materials were received by the participants, the secure links to the 10
video clips, in randomised order, were sent by email to the participant. The data
collection was completed in one session with participants first completing the video
rating, immediately followed by a short semi-structured interview. Participants were
asked to either post or email their completed consent form and ratings back to the

principal researcher.
2.4.1 Video rating

The first part of the study was the video rating, which was estimated to take three hours.
For each of the 10 videos, participants were instructed to familiarise themselves with
the relevant scale item/s, paying attention to the ‘points to consider when scoring’ and
the behavioural anchors. They were directed to complete the note pages (one for each
item) whilst watching the videos, as these would be used during the semi-structured
interview. The note pages included questions designed to prompt their thinking around
their competence decision making, whether they would change anything about the item
and their general feedback on the scale. Finally, they were asked to provide a

competence rating for the therapist on the scale item/s associated with each video.
2.4.2 Semi-structured interview

Immediately following the video rating, the principal researcher completed a short
semi-structured interview with the rater which was estimated to take 30 minutes. These
were conducted over the telephone, or via video-link and were directed by an interview
guide (Appendix L). The videos were discussed one by one. Firstly, the competence
rating and the decision making behind it was discussed, followed by questions around
what changes the rater would make to the items. Once all 10 videos had been discussed,
the rater was asked about their overall impression of the scale. The interviews were
recorded onto an encrypted audio recording device and were transcribed into word

processing documents by the principal researcher.
2.5 Analysis

Quantitative data, in the form of 12 competence ratings per participant, was collected

to assess inter-rater reliability. Qualitative data from the interviews was used to collect
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expert opinion on the need for changes to specific items and to the scale overall, and to

explore decision making.
2.5.1 Quantitative analysis: Inter-rater reliability

The inter-rater reliability of a measure is the degree of agreement between raters using
that measure. In the case of the CFT-TCRS, it is important to determine inter-rater
reliability to highlight the extent to which variation in competence ratings is
representative of differences in the therapist’s skill, rather than differences between
the raters. To establish inter-rater reliability between the participants, and between the
participants’ and the researchers’ ‘official’ competence rating, the intraclass correlation

coefficient (ICC) was calculated (Shrout & Fleiss, 1979).

ICC is an acceptable measure of reliability (e.g., Koo & Li, 2016) and has 10 different
forms (McGraw & Wong, 1996) which vary depending on the model, type and definition
(see Appendix M). It is essential that the correct form of ICC is selected, but it has been
suggested that absolute agreement should be prioritised when considering inter-rater
reliability, as focusing on the consistency has similar problems to Pearson’s which was
historically used for assessing inter-rater reliability (Koo & Li, 2016). Absolute agreement
considers whether different raters give the same competence ratings to a therapist, and
therefore absolute agreement was selected for this research. A secondary analysis

focusing on consistency between raters was completed and presented in Appendix N.

Statistical analyses were calculated using IBM SPSS Statistics 25. First, ICC (2, k) (Shrout
& Fleiss, 1979) was calculated. This is a two-way random effects model which considers
the rater as a random effect and k as the number of raters (k =9). It uses the mean
competence rating of participants to determine the inter-rater reliability. Second, ICC
(2, 1) (Shrout & Fleiss, 1979) was calculated to determine the reliability of a single rater.
This was calculated because in practice competence scores are usually assigned by a
single clinician. Finally, the reliability between the ‘official’ rating assigned by the
researchers and the mean of participants’ competence scores for each item was
calculated using ICC (2, k) where k is 2 and represents the participants and the
researchers. Researchers assigned a rating of ‘competent’ or ‘less competent’ to videos,

so participants’ mean ratings were transformed into ratings of ‘competent’ (a mean
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score of 2 or above) or ‘less competent’ (a mean score of 2 or below). The confidence
intervals of the ICCs were interpreted using Koo & Li’s (2016) guidelines which propose
that a reliability coefficient of <.5 is ‘poor’, .5-.74 is ‘moderate’, .75-.89 is ‘good’ and >.9

is ‘excellent’.
2.5.2 Qualitative analysis (content analysis)

The qualitative data was analysed using content analysis, which is defined as ‘the
subjective interpretation of the content of text data through the systematic
classification process of coding and identifying themes or patterns’ (Hsieh & Shannon,
2005). Conventionally, content analysis follows specific steps which include the
researcher immersing themselves in the data and assigning codes to patterns of words
or phrases. This is typically followed by grouping codes into categories based on how
the codes are linked, and organisation of these categories into hierarchical clusters if
appropriate. Finally, each of the categories, subcategories and codes are defined and
examples are taken from the qualitative data which represents each of the categories

(Hsieh & Shannon, 2005).

In the present study, the content analysis process was deductive as the principal
researcher coded the data based on the specific questions which were being asked
about the CFT-TCRS. Please see Appendix O for an example of the initial coding process,
and Appendix P for higher-level coding. The data was semantically interpreted, in that
it was taken at ‘face value’ and the latent meaning was not explored. Three distinct
analyses were carried out on the qualitative data. Firstly, data was coded for item-by-
item changes suggested by participants. This was followed by coding of the comments
on the scale overall. It was hoped that this would allow procedure specific
recommendations for improving the scale. Finally, the data was coded to capture
aspects of participant decision-making that informed the allocation of their competence

rating.

For each of the above three analyses, initial codes were grouped into categories. Codes
were then counted to determine how many participants made comments associated
with each code and subsequent category, which was transformed into a percentage.

Finally, direct quotes were taken from the data to illustrate each of the categories and
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their associated codes. (See Appendix Q for details of each stage of the content
analysis.) Issues of quality assurance for content analysis are addressed through a
statement of the principal researcher’s epistemological position (Appendix R) and
through a discussion in Appendix S. The principal researcher also kept a reflexive diary

throughout the research process (see Appendix T for an extract.)
3 Results

The inter-rater reliability of the CFT-TCRS is presented first, for agreement between the
participants (both for the average scores and a single rater), and agreement between
participants and researchers. This is followed by the results of the content analysis
which explored changes to items suggested by the participants and feedback on the
scale ‘overall’®. Results of an initial internal consistency analysis can be found in

Appendix U.
3.1 Inter-rater reliability

To establish inter-rater reliability, each participant watched the ten simulated therapy
clips and provided a competence rating for each item associated with the clip. This

provided 12 competence scores per participant.
3.1.1 Inter-rater reliability between participants

The ICC (2, 9) was carried out on the competence ratings assigned by participants to
assess the degree of agreement. It found that inter-rater reliability between participants
was ‘good’ (ICC = .87), with confidence intervals suggesting that reliability fell between
‘moderate’ and ‘excellent’ (ICC= .72 - .95). Reliability for a single average rater,
calculated using ICC (2, 1) was found to be ‘poor’ (ICC = .42), with confidence intervals
between ‘poor’ and ‘moderate’ (ICC= .22 - .7). The results for both analyses were
significant (p < .0005). See Table 1. (See Appendix N for ICC results using ‘consistency’

which found similar coefficients.)

3 The content analysis exploring aspects of decision making is included in an addendum, along
with summary tables for the analysis presented in the report. This addendum is available on

request.
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Table 1. Results of ICC calculations for inter-rater reliability between participants. For
multiple raters and single rater, with absolute-agreement, two-way random effects
model

95% Confidence F Test with True Value 0
Interval
ICC Lower Upper Value df1 df2  Sig (p<)
Bound Bound
Average-measures .866 .716 .954 7.827 11 88 .0005
Single-measures 418 .219 .699 7.827 11 88 .0005

3.1.2 Inter-rater reliability between the participants’ rating and the ‘official’ rating

assigned by researchers

The data analysed was the mean participant rating (transformed into a rating of
‘competent’ or ‘less competent’) and the official researcher rating (see Table 2). The
mean competence rating of participants matched the official rating of the researchers
for seven out of twelve (58%) items across the ten videos. Furthermore, participants
assigned a rating of ‘competent’ to nine of the items (75%). They assigned the correct
rating in 83% of the competent videos, and the correct rating in 33% of the less

competent videos.
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Table 2. The official competence rating assigned by researchers, mean participant rating

and over all competence rating (using the cut-off of 2)

Official rating of video/item Mean rating Overall Does

assigned by researchers of competence participant
participants rating of rating match
(n=9) participants researcher

rating?

Item 1: Psychoeducation - 2 Less No

competent competent

Iltem 1: Psychoeducation — less 3 Competent No

competent

Iltem 2: Recognising motives and | 4 Competent Yes

emotions - competent

Item 2: Recognising motives and | 1.33 Less Yes

emotions — Less competent competent

Item 4: Understanding the 3.44 Competent Yes

relationship between the three

systems - competent

Iltem 4: Understanding the 1.55 Less Yes

relationship between the three competent

systems — Less competent

Item 6: Building motivation - 3.17 Competent Yes

competent

Iltem 6: Building motivation — 2.11 Competent No

less competent

Item 10: Functional analysis - 2.22 Competent Yes

competent

Iltem 10: Functional analysis — 3 Competent No

less competent

Iltem 11: Fears, blocks and 2.17 Competent Yes

resistances - competent

Iltem 11: Fears, blocks and 3 Competent No

resistances — less competent

ICC (2, 2) was used to determine the interrater reliability between participants and the
official rating that the researchers assigned to each video clip. ICC was not calculated
for a single rater. The inter-rater reliability was found to be ‘poor’ (ICC = .3) with
confidence intervals falling within the ‘poor’ to ‘good’ range (ICC = -1.1 - .79). These

results were not significant (p = .267) (see Table 3).
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Table 3. Results of ICC calculations for inter-rater reliability between participants and
researchers. For multiple raters, with absolute-agreement, two-way random effects
model

95% Confidence F Test with True Value O
Interval
ICC Lower Upper Value lof i} df2 Sig
Bound Bound
Average-measures .304  -1.083 .790 1.471 11 11 .267

3.2 Qualitative content analysis

The nine semi-structured interviews were analysed using content analysis to answer
three distinct questions. First, section 1 summarises the changes to each of the six
individual items that were suggested by participants. Section 2 summarises feedback
about the CFT-TCRS overall. The code counts present information on the number
(percentage) of participants who mentioned the codes. (Given the extent of the

qualitative findings, only a selection of illustrative comments are highlighted in the text)?
3.2.1 Section 1: Changes to items of the CFT-TCRS

The content analysis revealed a variety of suggestions for changes to the items. There
were two categories of suggestions for each item and these were labelled general
changes and specific changes. A summary of the results is presented in Table 4 which
outlines the general and specific changes suggested for each item, the frequency of the
individual suggestions, and the number of participants who made comments relating to

each category.

4 Further examples are included in the appendices.
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Table 4. General and specific changes suggested for each of the items, code counts
(number of raters who identified each code), categories and the number of raters who
identified each category

Item Codes Number of | Category | Number of
raters raters
identifying identifying
code category
Item 1: Use sub-items 1(11%) General 4 (44%)
Psychoeducation | More explicit scoring 3 (33%) changes to
guidance item
More consistent CFT 3 (33%)
language
Splitinto 2 items 1(11%) Specific 4 (44%)
Include “not your fault” as | 1 (11%) changes to
a key concept item
Include an embodiment/ 1(11%)
relational anchor
More examples of key 1(11%)
concepts
Iltem 2: More explicit scoring 1(11%) General 1(11%)
Recognising guidance changes to
motives and item
emotions
Include a physiology 1(11%) Specific 5 (56%)
anchor changes to
Include an embodiment/ 2 (22%) item
relational anchor
Include therapeutic skill 1(11%)
anchors
Include a ‘diagram use’ 1(11%)
anchor
ltem 4: Split into 2 items 2 (22%) Specific 4 (44%)
Understanding changes to
the relationship | Include an embodiment/ | 5 (229) item
between the relational anchor
three systems
Item 6: Building Anchors should be 1(11%) General 2 (22%)
motivation opposites changes to
More explicit scoring 1(11%) item
guidance
Include an anchor for 1(11%) Specific 4 (44%)
defining compassionate changes to
motivation item
Anchor for recognising 1(11%)
barriers to motivation
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relationship” to the last
competent anchor

Item Codes Number of | Category | Number of
raters raters
identifying identifying
code category
Change “or others” to 1(11%)
“and others”
Anchor for ”encouraging 2 (22%)
motivational strategies in
and out of therapy”
Item 10: More ‘less competent’ 1(11%) General 2 (22%)
Functional anchors changes to
analysis More explicit scoring 1(11%) item
guidance
Split first point to consider | 1 (11%) Specific 2 (22%)
(forms and functions/self- changes to
criticisms link to safety) item
Include an embodiment/ 1(11%)
relational anchor
Remove shame/self- 1(11%)
criticism as safety
strategies
Clarify the difference 1(11%)
between FBRs and safety
strategies
Iltem 11: Fears, Use sub-items 1(11%) General 4 (44%)
bIost and Mgre explicit scoring 3 (33%) Fhanges to
resistances guidance item
Split into 2 items: 3 (33%) Specific 4 (44%)
identifying and addressing changes to
FBRs item
Include an anchor for 3 (33%)
explicit definition of FBRs
Clarify FBRs 3 (33%)
Include a less competent 1(11%)
anchor for “intellectual
understanding only”
Add “in the therapeutic 1(11%)

As can be seen in Table 4, the most common general change highlighted across items

was for more explicit scoring guidance. This was suggested for all items apart from item

4 (building motivation). This concerned the need for more clarity around what would be
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expected in a good CFT session (e.g., whether all ‘points to consider’ and anchors need
to be displayed for full marks) and the need for more detail in the items (e.g., examples
of skills required by the therapist). Item 1 (psychoeducation) and item 11 (fears, blocks
and resistances; FBRs) were both highlighted as needing to be described more explicitly
by 33% of the participants. For example, for psychoeducation the feedback included
“[W]e need to be a bit more exhaustive with the examples we give or we need to not
give them” and “[B]e a bit more clear about which things we’re talking about, what
would we expect to see in a good psychoeducation session”. Some specific changes to
items also related to increasing the clarity of items. For example, for item 10 (functional
analysis) the need for more clarity around the differences between FBRs and safety

strategies in CFT was suggested.

Most of the specific changes suggested by participants related to the behavioural
anchors or the size of the item. New anchors, or changes to existing ones, were
suggested for all 6 items. The need for an anchor capturing embodiment and relational
aspects was the most common and this was suggested for four of the items, for example
“[lInclude a relational aspect, so how connected do the client and the therapist
appear?”. Other suggestions for changes to behavioural anchors were typically
suggested by just one participant each. However, 33% of participants suggested that
item 11 (FBRs) would benefit from an anchor capturing the therapist’s explicit definition
of FBRS. Furthermore, 22% of participants suggested that item 6 (building motivation)

should include an anchor for encouraging motivational strategies in and out of therapy.

Finally, several participants suggested changes related to the size (or perceived
compound nature) of the items. Suggestions included splitting criteria into sub-items
which can be individually rated, or splitting items into two distinct ones. For example,
item 11 (FBRs) covers both identifying a client’s fears and addressing them. Participants
found this difficult to rate and splitting the item into two was suggested by 33% of
participants, for example “l would just split it into two and say that’s being able to
identify the FBRs and then being able to work with the FBRs”. It was clear from the

analysis that item 11 (FBRs) was highlighted most often as needing to be improved.
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3.2.2 Section 2: Feedback on the CFT-TCRS as a whole

The content analysis on the feedback about the CFT-TCRS vyielded five categories;

benefits of the CFT-TCRS, difficulties with the CFT-TCRS, changes to the structure of the

CFT-TCRS, changes to the content of the CFT-TCRS, and the CFT-TCRS in practice. Table 5

shows the categories, the associated codes and code counts, and the percentage of

participants who made comments relating to that category.

Table 5. Overall scale feedback, codes, code counts (number of raters who identified
each code), categories and the number of raters who identified each category

Codes Number Category Number
of raters of raters
identifying identifying
code category
Easy to use 5 (56%) Benefits of the CFT- 8 (89%)
Useful scale 4 (44%) TCRS
Items are precise 3 (33%)
Well worded 6 (67%)
Items are too big 4 (44%) Difficulties with the 5 (56%)
Difficult to rate 3 (33%) CFT-TCRS
Anchors repeat points to 1(11%)
consider 2 (22%)
Easier to rate competent CFT
Looks like visual analogue scale | 1 (11%) Changes to the 5 (56%)
Use sub-items 2 (22%) structure of the CFT-
Include anchors for all scores 2 (22%) TCRS
Capture microskills in every 1(11%)
item 1(11%)
Use a 7-point Likert scale
Include relational components | 2 (22%) Changes to the content | 8 (89%)
Include process issues 2 (22%) of the CFT-TCRS
Needs more CFT language 1(11%)
Make items more explicit 4 (44%)
Clarify scoring 5 (56%)
Use with segments of sessions | 4 (44%) The CFT-TCRS in 6 (67%)
Needs trainee direction 1(11%) practice
Useful for training 3 (33%)
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Table 5 shows that two categories were discussed most frequently. Feedback relating
to the benefits of the CFT-TCRS was brought up by 89% of the participants and included
that the scale was well worded, precise and useful. Changes to the content of the CFT-
TCRS were suggested by 89% participants, with most feedback relating to improving the
clarity of the CFT-TCRS. For instance, 56% of participants suggested that it was unclear
how they should score the items, for example “[I] cannot say ‘unable to rate’ to all the
criteria but | need to say it for some criteria”. Further, 44% of participants suggested
that items should be more explicit in content and should “[B]e a bit more exhaustive
with the examples”. In line with section 1 of the content analysis, this category also

highlighted the need to include relational and process issues in the CFT-TCRS.

Feedback on the CFT-TCRS in practice was provided by 67% of participants. The most
common suggestion (44%) was that the scale should be used to rate segments of
therapy sessions rather than full sessions. For example “[W]atching the videos
individually split into 10 minutes made it a lot easier to concentrate on each item”. One
participant suggested that, for this to be useful, trainees who submit video segments
should provide raters with some direction as to which competencies they displayed in
that segment. For example “[Y]ou’d need some focusing from the person to say ‘at this
point | was doing this’”. Finally, this category included feedback from 33% of participants

that the CFT-TCRS would be a useful tool for therapist training.

Comments related to structural changes to the CFT-TCRS were suggested by 56% of
participants. The most common suggestion was that items should be broken down into
sub-items, for example “Break it into sub-items so the person can just go through and
circle things really quickly”. Furthermore, 22% of participants suggested that all possible
scores on the scale should be accompanied by a descriptive anchor, rather than just
having an anchor for each extreme on the Likert scale. The last category concerned
difficulties with the CFT-TCRS and was mentioned by 56% of participants. The most
frequent feedback was that the items were too big (44%), for example “There’s too
many points”. In addition, 33% of participants suggested that they found it difficult to
rate, for example “It’s incredibly difficult to rate something using more than one
criteria”. Finally, some participants (22%) commented that competent CFT was easier to

rate on the scale than less competent CFT.
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4 Discussion

The present study aimed to explore the psychometric properties of the CFT-TCRS and to
elicit expert feedback. A summary of the main findings, strengths and limitations, and

implications for clinical practice and future research are discussed below.
4.1 Psychometric properties of the CFT-TCRS

The inter-rater reliability between CFT experts was ‘good’, suggesting they agreed with
each other when assigning competence ratings. However, inter-rater reliability did not
reach ‘excellence’, perhaps because agreement is often higher with generic therapeutic
competencies (Morrison & Barratt, 2010) which are observable across therapeutic
modalities, and the current study focused on a subset of CFT-specific competencies.
However, the level of inter-rater agreement for this subset of items was similar to that
of the full CTS-R (Blackburn et al., 2001), a reliable and widely used CBT competence
scale, which is a promising finding. The agreement between the raters in the current
study might have been due to their similar levels of experience and thus a similar level
of skill in detecting competent and less competent performance, which was expected

given the stringent inclusion and exclusion criteria.

However, the inter-rater reliability between the CFT experts and the ‘official’
competence rating of the researchers was ‘poor’. The participants did not consistently
agree with the ratings assigned by the researchers. Participants sometimes rated ‘less
competent’ videos as ‘competent’ and ‘competent’ videos as ‘less competent’. This
suggested that the video performances designed to display either ‘competent’ or ‘less
competent’ CFT were not completely successful. Perfect agreement between the
participants’ ratings and researchers’ intentions was not expected, but the poor inter-
rater reliability suggested that the video performances of competent and less

competent CFT were not as differentiated as intended.

One possible reason for the relatively poor agreement between participants’ ratings and
researchers’ intentions was that a senior expert in the CFT community acted as the
therapist in the videos. This may have resulted in a “halo” effect whereby participants
may have rated “individual items too similarly as a result of their overall impression of

the therapist’s competence” (Schmidt et al., 2018, p.370). This might have increased the
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likelihood of a ‘competent’ rating where it was not warranted and this possible

confound might have been avoided by using a different therapist or by using an actor.

The reliability for a single, average rater was found to be ‘poor’. This suggested that a
single person making competence ratings on the CFT-TCRS would not be reliable.
However, this finding should be interpreted with caution as it was likely to be due to the

relatively small number of participants.

4.2 Expert feedback on the CFT-TCRS and suggested changes

The content analysis highlighted several areas for improvement for the CFT-TCRS.
4.2.1 Overly complex items

Participants reported that they were sometimes unsure how to assign a single score to
some items. The raters suggested that several items could be split into two distinct ones
(e.g., item 11 —fears, blocks and resistances). Some participants also recommended that
some could usefully be split into sub-items, allowing a score for each specific skill or

criteria (e.g., item 1 — psychoeducation).
4.2.2 More examples and more scoring labels

Some participants suggested that items should include more examples of key skills,
more clearly defined concepts, and clearer differentiation between similar concepts
(e.g., safety strategies vs. fears, blocks and resistances). It was also highlighted that
having a label for each possible score on the Likert-scale (not just the anchors) would

make the CFT-TCRS easier to use and score.
4.2.3 Behavioural anchors and relational processes

The feedback about individual items of the CFT-TCRS mainly focused on the behavioural
anchor labels at each end of the item scale. Participants indicated that aspects of some
of the anchors seemed to be missing. For example, feedback indicated that item 2
(recognising motives and emotions) required more specific anchors to capture what
might constitute ‘competent’ and ‘less competent’ delivery of the skill. For several of
the items, the experts suggested that their anchors might be modified to account for

relational and process components of CFT delivery. Although some relational aspects
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are picked up in the microskills section of the CFT-TCRS, this feedback suggested that
some important competencies of CFT might not have been covered or were not explicit

enough.

Overall, participants tended to report similar (common) difficulties with the scale. This
supports that they might have experienced the scale in a similar way, which was also
reflected in the high level of agreement between the competence scores assigned by
the participants. Furthermore, the feedback about the lack of clarity might partly
account for the low agreement between the participants and researchers. Uncertainty
might have meant that when assigning competence scores, participants relied on
idiosyncratic interpretations of the items and their own clinical skills, which have been
found to be associated with the rating of trainee competence (Kogan et al., 2010). This
more subjective approach might have reduced reliability, similarly to the suggestions of

Schmidt et al., (2018).

More generally, feedback suggested that the scale was useful and easy to use. However,
it is important to address this expert feedback as competence scales are often criticised
for unclear instructions, ambiguity and lack of specificity in behavioural anchors (Muse

& McManus, 2015).
4.3 Strengths and limitations

This study was the first to explore the psychometric properties of the CFT-TCRS. It used
a novel methodology and provided recommendations for possible refinements to the
scale. The research highlighted some advantages and disadvantages of using simulated
CFT sessions in an inter-rater reliability study. The mixed methods approach allowed for
gualitative data to be considered alongside the inter-rater reliability results and enabled
a richer exploration of the factors (e.g., difficulties with using the scale) which might
have impacted on how the scale was used. The inclusion and exclusion criteria for
recruitment meant that the eventual participants were representative of the type of

expert therapists who might be expected to use the scale when training others in CFT.

However, there were a number of limitations. The use of video and actors meant that
the generalisability of the results to real therapy sessions was limited. In addition, the

inter-rater reliability results were likely to have been impacted by the small sample size,
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due to the small pool of clinicians eligible for inclusion, and the relatively low number
of ratings obtained from each participant. Whilst a small number of raters is not atypical
for studies into the psychometric properties of therapist competence scales (e.g.,
Blackburn et al., 2001; Haddock et al. 2001), Koo and Li (2016) suggest that at least 30
ratings should be obtained from a minimum of three raters. Therefore, caution should

be taken when interpreting the results of this study.

The study asked participants to rate the same ‘therapist-patient’ dyad multiple times.
Therefore, as with research using similar procedures (e.g., von Consbruch et al., 2012),
the data set was not independent and so rater confounds such as fatigue and practice
effects cannot be ruled out. Another methodological limitation related to the design and
development of the video clips. The videos were not piloted to ensure they reliably
displayed what was intended, which may have played a role in the low agreement

between the participants’ ratings and researchers’ intentions.
4.4 Implications for research and clinical practice

The subset of CFT-TCRS items, even in its current form, had ‘good’ inter-rater reliability
when used by a group of CFT experts. This suggested that the scale as a whole might be
suitable for use during training, research and audits. Indeed, it has been suggested that
measuring competence can maximise the provision of effective, evidence-based
training and treatment (McHugh & Barlow, 2010). However, as concluded by Muse and
McManus (2013), a multi-method approach to assessing competence is beneficial.
Therefore, services and training courses might consider using the CFT-TCRS alongside
other measures such as essays, role-plays and multiple-choice questionnaires. The
‘poor’ reliability of a single rater also has implications for competence assessment and
suggests that caution should be taken when only using one assessor. This finding might

have been due to methodological flaws and warrants further investigation.

Clinicians understandably vary in terms of their background, training and experiences,
and perhaps their ideas around what constitutes therapist competence. Although scales
such as the CFT-TCRS aim to operationalise the specific competencies required for the
delivery of a therapy, it is likely that clinical experience impacts competence decisions

(Kogan et al., 2010). Although variation in clinicians is unavoidable, it is important that
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consistency can be ensured when using competence scales. This, along with participant
feedback, indicated that the CFT-TCRS might benefit from a ‘user manual’ to clarify how

to score items and provide further information around expected skills.

Participants highlighted that the CFT-TCRS felt easier to use with segments of therapy
sessions, but that trainee therapists would need to indicate which competencies they
were displaying in each segment. Therefore, for trainees and less experienced CFT
clinicians to reliably use the CFT-TCRS, training might be beneficial. This could be service
specific or more general training for all CFT clinicians. It is important to highlight that
the CFT-TCRS was not designed to be used in its entirety for each competence

assessment, as not all competencies would be displayed in one session of CFT.
4.5 Future research

The CFT-TCRS would benefit from being assessed further for reliability, using a larger
sample, and collecting a larger number of competence ratings. The reliability of the scale
could be further explored by asking CFT experts to rate therapists in real therapy
sessions, which is the most common approach when assessing the psychometric
properties of a competence scale (Bennet & Parry, 2004). If simulated therapy sessions
are used, they should be carefully designed and piloted. Researchers may consider using
scripts and an actor who is not trained in CFT in order to control for factors which might

impact competence rating (e.g., the “halo” effect).

Future research might continue to explore the psychometric properties of the CFT-TCRS,
such as internal consistency and predictive ability. Discriminant validity could also be
assessed by rating trainees at different points during training. If the CFT-TCRS is a valid
measure of CFT competence, then trainees’ competence scores on the scale should

increase over the course of training (Blackburn et al., 2001).

Measures of treatment fidelity are important for use in outcome studies, as it has been
found that higher levels of therapist competence predict improved treatment outcomes
(Shaw et al,, 1999). The initial inter-rater reliability results for the CFT-TCRS were
promising and suggested it might be a useful tool in outcome research. However, the

reliability of the CFT-TCRS might well be improved by altering the scale in line with
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expert feedback and this might increase the likelihood of valid and reliable conclusions

from outcome research (Perepletchikova et al., 2009).

Itisimportant to note that research has been conducted into the efficacy of group based
CFT (e.g., Kelly et al., 2017). It would therefore be beneficial for future research to assess
whether the CFT-TCRS can be used to reliably assess the competence of therapists
providing group CFT, and whether it captures the additional competencies required

when working with multiple patients.
5 Conclusion

CFT experts demonstrated high agreement with each other when assigning a
competence rating to a therapist in a simulated CFT session. However, agreement
between the raters and the researchers’ competence rating was ‘poor’. Participant
feedback on the overall scale was generally positive in terms of its usefulness, but it was
suggested it could be made more explicit and specific, where more anchor points and
less complex items would make it easier to use. For individual items of the CFT-TCRS,
experts suggested that more inclusive behavioural anchors would make them easier to
use. Future researchers might assess the psychometric properties of the CFT-TCRS when
used with real therapy sessions. With some revision and further assessment, it is
anticipated that the CFT-TCRS will be of value in clinical practice, research and therapist

training.
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Part 3: Appendices

Appendix A: Rationale for databases and search terms used for the review

Table 1. Rationale for databases used.

Database used: | Rationale:

wider multidisciplinary and scientific disciplines.

PsychINFO Provides up to date literature which is specific to psychology but
includes related disciplines.
Scopus Provides access to a comprehensive search of resources from

subjects.

Web of Science | Provides access to multidisciplinary research across a variety of

Medline Provides a broader search of medical articles.

Table 2. Search terms and filters used on 14t September 2019, and initial results

(terms also used in January 2020).

Search terms used Database
“Therap™” OR “Psychotherap*” PsychINFO | Scopus | Web of | Medline | Total
AND Science
2357 2797 1513 6718 13385
“Competen™”
AND
“Scale” OR “rate” OR “rating” OR
“measure”
AND
“Psychometric” OR “Develop*”
Filter 1: Published in a peer reviewed 1927 2671 1460 6614 12672
journal
Filter 2: written in English 1758 2407 1319 12098

*(blank cell = filter not available on database)
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Appendix B: Bespoke quality appraisal and data extraction form

Quality appraisal and data extraction form

Score 1 for YES and 0 for NO / PARTIALLY - Total score out of 20:

Basic Information

Title:

Authors:

Publication Date: Country of study:

Journal:

Volume: Number: Pages:

Aims and Objectives

1. Are the aims/objectives of the study clearly described? YES / NO

What are the aims/objectives of the study?

2. Isthe aim/objective related to the development or validation of a therapist
competence scale? YES / NO / PARTIALLY

3. Isthe scale designed to rate therapists who are using cognitive behavioural
therapy? YES / NO / PARTIALLY
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Method

4. lIsthe method used to develop the scale adequately described and based in
evidence? YES / NO / PARTIALLY

What method was used to develop the scale?

5. Are the characteristics of those involved in scale development described? YES / NO
/ PARTIALLY

6. Were those involved in scale development representative of a population? YES /
NO / PARTIALLY

Who was involved in scale development? (number, profession)

7. lIsthe scale adequately described? YES / NO / PARTIALLY

Final scale characteristics

8. Were methods used to measure reliability and validity of the scale adequately
described? YES / NO / PARTIALLY

9. Were methods used to measure reliability and validity of the scale suitable/based
in evidence? YES / NO / PARTIALLY

What methods were used to assess the reliability and validity of the scale? (videos, audio, real
therapy, simulated therapy etc.)

10. Was the test evaluated in a sample of subjects who were representative of those
whom the authors intended the therapy to be applied? YES / NO / PARTIALLY
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11. Were these subjects adequately described? YES / NO / PARTIALLY

Who were the ‘subjects’ being rated? (therapists, trainees)

Who were the ‘patients’? (real patients, actors, stage of therapy)

12. Was the test performed by raters who were representative of those to whom the
authors intended the results to be applied? YES / NO / PARTIALLY

13. Were raters adequately described? YES / NO / PARTIALLY

Who were the raters? (number, profession, therapists, experts etc.)

14. Were raters blind to the findings of other raters in the study? YES / NO / PARTIALLY
15. Were methods of data analysis adequately described? YES / NO / PARTIALLY

16. Were appropriate measures of agreement used? YES / NO / PARTIALLY

What methods were used to analyse qualitative/quantitative data?

Results and Discussion

17. Are the main findings adequately described? YES / NO / PARTIALLY

What are the main findings?
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18. Are the conclusions adequately described? YES / NO / PARTIALLY

What are the conclusions?

19. Were the strengths/ limitations of the study adequately described? YES / NO /
PARTIALLY

What are the strengths and limitations?

20. Are the clinical implications/implications for future research adequately described?

YES / NO / PARTIALLY

What are the implications?

Other

Key references not identified from search strategy

Any other comments?
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Appendix C: Items included in the bespoke quality appraisal and data extraction

form

Item Origin of item Data extraction?
1 Item 1 from the Downs and Black (1998) Yes — aims and objectives
checklist for measuring study quality
2 Generated by the researcher to cover No
quality of scale development/validation
3 Generated by the researcher to cover No
quality of scale development/validation
4 Generated by the researcher to cover Yes — methods of scale
quality of scale development/validation development
5 Generated by the researcher to cover No
quality of scale development/validation
6 Generated by the researcher to cover Yes — scale developers
quality of scale development/validation
7 Generated by the researcher to cover Yes — scale characteristics
quality of scale development/validation
8 Generated by the researcher to cover No
quality of scale development/validation
9 Generated by the researcher to cover Yes — methods of assessing
quality of scale development/validation reliability/validity
10 Item 1 from the QAREL (Lucas et al., 2010) No
11 Item 3 from the Downs and Black (1998) Yes — subjects/patients
checklist for measuring study quality
12 Item 2 from the QAREL (Lucas et al., 2010) Yes - raters
13 Generated by the researcher to cover No
quality of scale development/validation
14 Item 3 from the QAREL (Lucas et al., 2010) No
15 Generated by the researcher to cover No
quality of discussion
16 Item 11 from the QAREL (Lucas et al., 2010) Yes - analysis
17 Item 6 from the Downs and Black (1998) Yes — main findings
checklist for measuring study quality
18 Generated by the researcher to cover Yes — conclusions
quality of discussion
19 Generated by the researcher to cover Yes — limitations
quality of discussion
20 Generated by the researcher to cover Yes — implications
quality of discussion

* The tool also provided space for extraction of relevant references not found during

the initial search and space for further comments.
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Appendix D: Summary of aims, sample and design of included papers

Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
Barber et | Development Assess 129 randomly 40 therapists from 134 audio tapes 2 expert cognitive Secondary
al., (2003) | of the cognitive | psychometric selected cocaine the NIDA CCTS study | (92 from CT, 20 therapists (1 data
- USA therapy properties of the | dependent patients | with either a PhD, from SE and 22 clinical analysis/
adherence and | CTACS in cocaine | from the NIDA master’s in social from IDC) psychologistand 1 | RCT
competence dependent CCTS. work or a medical psychiatric nurse).
scale (CTACS) patients. degree.
Randomly assigned
Assess whether to CT, SE, IDC GDC n= 18 CT therapists
the CTACS can alone. (22% female)
distinguish
between CT and n= 12 SE therapists
other (33% female)
interventions.
n=10 IDC therapists
(60% female)
Bjaastad Competence Develop a scale 182 patients (mean | 17 therapists (94% 127 videotapes. 2 licensed CBT Secondary
et al. and adherence | to measure age =11.5,range= | female). 5 had therapists and 2 data
(2016) - scale for competence in 8-15, 53% female) formal 2-year CBT psychology analysis/
Norway cognitive CBT for children/ | diagnosed with: training. graduates (trained | RCT
behavioural adolescents. separation anxiety, in the use of the
therapy (CAS- social phobia or All received 2-day CAS-CBT).
CBT) for anxiety | Establish generalised anxiety. | CBT training, 2-day
disorders in psychometric FRIENDS programme
youth: properties. training (Barrett,
psychometric 2004, 2008) and 8-
properties days training on

anxiety in youth.
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Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
Blackburn | The revised Devise an 34 patients 20 trainee CBT 102 videotapes (3 | 4 experts in CBT Non-RCT/
etal, cognitive updated version receiving weekly therapists (55% for each patient) | who were trainers | data from
(2001) - therapy scale of the CTS and CBT (mean age= female) made up of reflecting 3 stages | and supervisors training
UK (CTS-R): reduce overlap 37.0) diagnosed specialist nurses (n= | of therapy (start, | from the course program
Psychometric between items. with depression (n= | 7), clinical middle and end). | which the
properties 16), social phobia psychologists (n=6), therapists were
Improve the (n=6), panic psychiatrists (n=5), a training on.
scaling system. disorder (n=5), OCD | senior registrar and
(n=4)and a senior nurse.
Define items generalised anxiety
more clearly. disorder (n=3).
Boyle et Assessing Devise a tool to 70 patients (mean 30 therapists (86.7% | 185 videotapes 4 graduate clinical | Secondary
al., (2019) | therapeutic assess adherence | age=36.8, 64.3% female) with a (1-3 for each psychology data
Germany | integrity in and competence | female) with DSM- master’s degree in patient). students and 2 analysis/
personalised in modern, IV diagnoses who clinical psychology post-graduate RCT
CBT: The personalised CBT. | were randomly (either training in clinicians trained in
inventory of assigned to a CBT or licensed CBT the use of the ITIS.
therapeutic therapist. practitioners).
interventions
and skills
(ITIS)
Carroll et | A general Develop a 117 patients (mean | Therapists (reported | 576 videotapes 5 raters, mostly Secondary
al., (2000) | system for general age=30.0, 27% in Carroll et al., (no more than 1 master’s level data
- USA evaluating psychotherapy female) with 1998) provided from any given clinicians with analysis/
therapist rating scale. cocaine weekly sessions over | week) experience treating | RCT
adherence and dependence. a 12-week period. substance users
competence in | Report Patients were with either CBT,

psychotherapy

development and

randomised to
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Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
research in the | validation of the | either CBT with TSF or CM. Trained
addictions Yale Adherence medication, TSF in YACS use.
and Competence | with medication,
Scale (YACS) CM with
medication, CBT
only or TSF only.
Dobson et | Reliability of a Assess reliability | 21 patients 21 psychotherapists | 21 videotapes (1 4 CBT therapists Secondary
al.,, (1985) | measure of the | and validity of diagnosed with (10 psychiatrists and | per therapist who had made data
- USA quality of the CTS (Young & | depression. 11 psychologists) submitted as part | contributions to analysis/
cognitive Beck, 1980). with a minimum of 2 | of the selection the development RCT
therapy. years clinical process for CBT of CBT and were
To move towards experience and who | training). trained in the CTS.
evaluating were applying for
predictive validity specialist training in
of the CTS. CBT.
Haddock An Investigate inter- | 84 patients (81 21 trainee CBT 5 audio tapes 4 raters (authors of | Non-RCT/
etal., investigation rater reliability diagnosed with therapists from 2 selected by the the paper) with data from
(2001) - into the and validity of schizophrenia) cohorts of the authors to display | CTS-Psy training training
UK psychometric the CTS-Psy. receiving individual/ | Manchester a range of and specialist CBT program
properties of family CBT. University Thorn competence. training.

the cognitive
therapy scale
for psychosis
(CTS-Psy)

Initiative training (20
mental health nurses
and 1 occupational
therapist).
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Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
McLeod et | Development Develop a tool to | 68 patients (mean 29 therapists (86.8% | 744 videotapes 4 clinical Secondary
al.,, (2018) | and initial measure age =10.6,47.1% female) delivering taken from a psychology data
- USA psychometrics | global/discrete female, 82.3% the ‘Coping Cat’ CBT | sample of 1098 doctoral trainees analysis/
for a therapist | therapist Caucasian) from an | programme. (first and last with training/ RCT
competence competence in RCT comparing Therapists were sessions were experience in CBT
instrument for | CBT for youth. individual CBT to clinical psychology excluded). for anxiety. Used
CBT for youth family CBT. All met doctoral trainees, CBAY-C.
anxiety Test the diagnostic licensed
psychometric criteria for an psychologists and 4 trainees used
properties of the | anxiety disorder. clinical employees. other scales to rate
CBAY-C. videos.
Roth A new scale for | Develop a scale Described fully in Described fully in Videotapes of Described fully in Non-RCT/
(2016) - the assessment | to measure another study (Roth | another study (Roth | therapy sessions. | another study data from
UK of competence of etal., 2019) etal., 2019) (Roth et al., 2019) training
competences in | CBT therapists. Described fully in program
cognitive and another study
behavioural (Roth et al., 2019)
therapy
(UCL scales)
Roth et Judging clinical | Examine inter- Adults between the | 14 therapists (78.5% | 25 videotapes 6 tutors from the Non-RCT/
al.,, (2019) | competence rater reliability of | ages of 19 and 62 female) undertaking | submitted by the | IAPT Postgraduate | data from
— UK using the UCL scales who were accessing | a one-year therapists. Diploma training
structured and the CTS-R. therapy in the Postgraduate Purposively programme who program
observation service where the Diploma in CBT as selected from a were CBT
tools: A therapists were part of the sample of 76 accredited
cautionary tale employed. Primary | Improving Access to | tapes by an Clinical
diagnosis of Psychological independent Psychologists.

research assistant
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Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
(UCL scales) depression or an Therapies (IAPT) Raters were
anxiety disorder. programme. trained to use the
CTS-R through
All had at least two work. Training on
years of clinical the UCL scales was
experience, but limited.
varied in profession,
experience and
exposure to CBT
interventions.
Stallard et | The cognitive Develop/evaluate | 1 male adolescent 1 trainee 1 videotape and 12 markers from Non-RCT/
al.,, (2014) | behaviour a scale for patient with anxiety | undertaking training | 48 audio tapes the CYP-IAPT CBT data from
- UK therapy scale assessing disorder (video). in CYP-IAPT CBT. used in 2 training course. training
for children and | competence in separate studies. program
young people therapists 48 patients (mean 18 trainees
(CBTS-CYP): providing CBT for | age=14.44, 64.6% undertaking training
Development children and female). Diagnosed | inn CYP-IAPT CBT.
and young people. with depression (n=
psychometric 20), separation
properties anxiety (n=9), social
anxiety (n=6), OCD
(n=15), panic (n=3),
generalised anxiety
(n=3), phobia (n=1)
and PTSD (n=1).
Vallis et The cognitive Evaluate and Patients diagnosed | 9 psychotherapists 10 videotapes 7 experts in CT (6 Secondary
al.,, (1986) | therapy scale: present with unipolar (PhD or medical from a sample of | PhD and 1 M.D) data
- USA Psychometric psychometric depression and who | degree). Three from | 94 for inter-rater | with clinical analysis/
properties met the criteria for | each of the 3 sites of | reliability study. experience and RCT
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Author/ Title/scale Aims Patient Therapist sample Therapy sessions | Raters of therapist | Study
date/ sample/intervention rated competence design
country
properties of the | major depressive the NIMH TDCRS in 90 tapes from a experience training
CTS. disorder (exact the USA. Each was sample of 725 for | othersin CT.
number unknown). | trained in CT for at internal 3 were trainees in
least 18-months and | consistency the NIMH TDCRS
treated 4-5 patients. | study, and 53 programme and
from the same the remaining 4
sample for were consultants.
discriminant
validity study.
Von Assessing Investigate 98 patients 51 therapists from 161 videotapes 6 trainee clinical Secondary
Consbruch | therapeutic psychometric diagnosed with the SOPHO-NET trial, | randomly chosen | psychologists and 1 | data
al,, (2012) | competence in | properties of the | social phobia. trained in CT for from three stages | psychotherapist. analysis/
- Germany | cognitive CTCS-SP (Clark et | Patients were part social phobia of treatment All trained in CT for | RCT
therapy for al., 2007). of the SOPHO-NET (Stangier et al., (initial, middle social phobia and
social phobia: multi-centre trial in | 2006). and final). on use of the CTCS-

Psychometric
properties of
the cognitive
therapy
competence
scale for social
phobia (CTCS-
SP)

Determine if the
CTCS-SP is
reliable.

Germany which
compared CT to SE
(Leichsenring et al.,
2009).

SP.

First author was a
rater and rated all
tapes.
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Appendix E: Summary of scale development and validation, and results of interest

Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
Barber et CTACS Developed by 27 CT 21 items splitinto 5 Raters listened Inter-rater reliability: ICCs The CTACS can be
al., (2003) therapists and 5 scales: CT structure, to randomly were .67 for adherence and | used to measure
Measures: psychology graduates developing a assigned audio .73 for competence adherence/
adherence for use during therapy | therapeutic tapes of therapy | (moderate agreement) competence with
and for drug dependence relationship, case sessions (CT, SE moderate reliability.
competence | (Liese et al., 1995). conceptualisation, CT and IDC) and use | Internal consistency:
in CT techniques and overall | the CTACS to Cronbach’s alpha The CTACS has good
CSPRS, CTS and other performance. rate competence | coefficients were very high | internal consistency
CT treatment manuals and adherence. (ot = .92 for adherence, a = | and inter-rater
reviewed to generate 7-point Likert scale for .93 for competence). reliability correlates
items. CT therapists competence and well with other
made amendments adherence on each Relationship between adherence and
before psychology item. adherence and competence scales
graduates used a competence: Pearson’sr= | for cognitive
second version and .96 therapy.
made suggestions. CT
therapists decided on
the final scale.
Bjaastad et | CAS-CBT Developed by 3 trained | 11 items covering: CBT | Students rated Inter-rater reliability: ICCs The CAS-CBT can
al. (2016) CBT therapists/ structure, goals and 127 videotapes were .83 for adherence and | reliably measure
Measures: supervisors and 1 process. and 20% were .64 for competence. competence in CBT
adherence expert in adult CBT. re-rated by CBT for anxiety in youth.
and 3 supplementary items | therapists. Rater stability: ICCs were
competence | Scale based on the providing scores on: .89 for adherence and .92 Training is required
in CBT CTACS (Barber et al., overall adherence, One CBT for competence. for the scale to be

2003). Developers
chose relevant items
and generated more to

overall competence
and session difficulty.

therapist re-
rated videos 12
months later to

used properly/
reliably.
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Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
cover: CBT structure, 7-point Likert scale for | assess rater Internal consistency: Important to
facilitation of patient competence and stability. Cronbach’s a = .87 for the differentiate
goals and process/ adherence on each scale. between adherence
relational skills. A item. and competence.
preliminary version
was used and revised.
Blackburn et | CTS-R Developed by 2 raters | 13 items covering: Each videotape Inter-rater reliability: ICC The CTS-R can be
al., (2001) (a clinical psychologist | agenda setting, was double rated | for scale was .63, Pearson’s | used reliably and
Measures: and an educationalist) | feedback, by pairs (4 r=.66 measures CBT
competence | and 4 CBT experts. collaboration, pacing, raters) in a competence.
in CT interpersonal balanced design. | For items the ICC ranged
CBT videos were rated | effectiveness, guided Each rater used between -.14 and .084. Training on the CTS-
to redefine discovery, the scale on 51 Pearson’s r=.42 - .84 R is required as
competence. 4 expert | conceptualisation, key | tapes. raters make
CBT therapists revised | cognitions, change Internal consistency: inferences about
it and incorporated methods, behavioural Cronbach’s alpha ranged therapist skill
ideas from the 2 raters. | techniques and between a =.92- a =.97. despite clear
They collapsed some homework. definitions of
items and added 3 new Discriminant validity: competence.
ones. 7-point Likert scale for ANOVA showed the CTS-R
each item. is sensitive to improved skill
Boyleetal., | ITIS Developed by the 2 sub-scales make up Clinical Inter-rater reliability: The ITIS might be a
(2019) authors of the paper. the ITIS. psychology Kendall’s W calculated valid/reliable tool
Measures: students each pairwise. Excellent for for assessing
adherence The CBT-AS (Weck et Interventions scale: 19 | independently interventions scale adherence and
and al., 2014) and the CTS- | items measuring rated 14 (students = .783, clinicians | competence in
competence | R (Blackburn et al., adherence. Measured randomly =.832) and skills scale modern CBT. It may
in CBT 2001) were used as a on a 3-point Likert assigned (students = .703, clinicians help to make
starting point. Third scale apart from videotapes. =.700). individual

87




Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
wave approaches and overall adherence (6- recommendations
other measures were point scale). Post-graduate Item correlations: for patients and can
reviewed to define clinicians each interventions items had low | successfully predict
‘modern CBT'. Skills scale: 11 items independently inter-correlations; skills therapy outcome.
Developers went measuring rated 48 items were significantly
through a process of competence rated on randomly correlated. The scale is short,
integration/synthesis/ | 7-point Likert scales. assigned easy to use and
summarisation. Included an item rating | videotapes. Predictive validity: covers several skills.
overall competence. competence/adherence
positively correlated with
session outcome.
Carroll et al., | YACS Developed by the 55 items each rated for | Randomly Inter-rater reliability: ICC The YACS can be
(2000) authors of the paper. competence and selected tapes for the sub-scales, including | used reliably to
Measures: adherence. Subscales were rated by CBT, showed high reliability | assess adherence
adherence Videotapes of sessions | for: general drug abuse | each of the (.80 - .95 for adherence, .71 | and competence to
and and treatment treatment, CBT, 12- raters for - .95 for competence). several forms of
competence | manuals (CBT, TSF and | step and CM. different parts of | Concurrent validity: therapy. It can be
in general CM) were reviewed to the analysis. Pearson’s correlations used to rate
drug abuse | generate items. CBT scale: 6 items between the scales showed | therapists providing
treatment, covering cue skills such significant negative CBT for cocaine
CBT, TSF and as decision making, correlations. dependent patients.
CM relapse prevention and
confronting thoughts Discriminant validity: The scale might
about substance use. ANOVA showed that the enable treatment
scale could discriminate integrity to be more
between treatments. easily measured.
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Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
Dobson et CTS Developed by Young 11 items splitinto 2 Each videotape Inter-rater reliability: The CTS seems to
al., (1985) and Beck (1980). sub-scales: general was rated by Pearson’s was .94 and the measure one
Measures: skills and specific CBT randomly ICC was .96. construct (CBT
competence | Development methods | skills. assigned pairs of competence) and
in CBT are not reported. ratersina Internal consistency: was used reliably.
Measured on 7-point balanced design | Cronbach’s alpha was a =
Likert scales providing .95
a score out of 66. Ratings were
made Correlations between items
independently. and total score: mean
Cronbach’s alpha was a =
72
Haddock et | CTS-Psy Developed by the 10 items split into 2 5 audio tapes Inter-rater reliability: ICCs The CTS-Psy is easy
al., (2001) authors of the paper. sub-scales: general (selected by an excellent for the general to use and can
Measures: skills (5 items) and independent subscale (.95), the technical | reliably measure
competence | The CTS (Young & technical skills (5 CTS-Psy rater subscale (.80) and the total | therapist
in CBT for Beck, 1980) was items). from a larger scale (.94). competence in CBT
psychosis modified based on sample) were for psychosis. It
author experience. Items rated ona 7- rated Face and content validity: allows raters to
After piloting, point Likert scale to independently good as judged by a ranger | reliably distinguish
irrelevant items were provide a total score by each of the 4 | of mental health between general
removed. Authors used | out of 60. raters. professionals with skills in and specific skills.
the scale and discussed CBT for psychosis.
before agreeing the The scale needs
final version. further validation.
McLeod et CBAY-C Developed by the 25 items splitinto 4 Videotapes were | Inter-rater reliability: ICC The CBAY-C can be
al., (2018) authors in 4 steps: categories: standard randomly for the whole scale was .67 | used reliably to
Measures: interventions (5 items), | assigned to (good), and 20/25 items fell | measure
competence model specific raters who used
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Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
in CBT for 1.Scale based on interventions (12 the scale to between the good- competence in CBT
youth existing measures and | items), how the determine the excellent range. for youth anxiety.
anxiety developers. intervention was competence
delivered (6 items) and | displayed by the | Construct validity:
2.Items developed by overall skill and therapist. Correlation analysis showed | Global items should
consulting manuals, responsiveness (2 that there was moderate be combined to
measures and reviews. | global items). overlap between CBAY-C provide one score
items and items from for overall
3.Scoring strategy Items rated ona 7- adherence measures. competence.
based on previous point Likert scale. Overall scores support that
measures. construct validity of the
CBAY-C but indicate that
4.Scoring manual the 2 global items might
developed and piloted not be necessary.
to refine it.
Roth (2016) | UCL scales Based on a pre-existing | 26 item CBT scale with | 6 raters watched | Described in Roth et al., Psychometric
CBT competence 4 sections: CBT videotapes of (2019) properties should
Measures: framework. The author | techniques, change therapy sessions be assessed as the
CBT and identified items for the | techniques based on to assess inter- next stage of
generic scales which were experiential methods, | rater reliability. development.
therapeutic | amended based on change techniques for
competence | feedback from specific conditions, and | Described fully in

clinicians during pilot
studies on the scale.

review.

Measured on a 5-point
Likert scale.

Roth et al.,
(2019)
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Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
Roth et al,, UCL scales Described in Roth Described in Roth 6 raters used the | Inter-rater reliability: ICC There are significant
(2019) (2016) (2016) CTS-R and the for the UCL CBT scale was difficulties with
Measures: UCL scales to .39, suggesting poor getting high levels
CBT and rate 25 reliability. of reliability.
generic videotapes.
therapeutic ICC for the UCL generic These scales must
competence Raters provided | scale was .27, suggesting be triangulated with
reasons for each | poor reliability. other measures.
rating so that the
decision-making | ICC for the CTS-R was .42,
process could be | suggesting poor reliability.
assessed.
Stallard et CBTS-CYP Developed by the 14 item scale including | Two studies: Inter-rater reliability: ICC The CBTS-CYP
al.,, (2014) authors, 27 child CBT CTS-R items plus items for the whole CBTS-CYP was | compares well with
Measures: therapists, 18 CBT specific to CBT with 1. 12 raters rated | .96 suggesting excellent the CTS-R and can
competence | trainees and 16 clinical | children and young avideo of a CBT | reliability. be reliably used to
in CBT for psychology trainees. people. Iltems included: | session with an assess competence.
children and assessment, adolescent. Used | Convergent validity:
young Based on the CTS-R formulation, emotions, | both the CBTS- Pearson coefficients were Training in the use
people. (Blackburn et al., general skills and CYP and the CTS- | high between the CBTS-CYP | of the CBTS-CYP is

2001). Items added
based on a literature
review. 27 therapists
used the scale and
gave feedback. Final
scale was discussed
with CBT and clinical
psychology trainees.

investigation.

ltems rated on a 7-
point Likert scale to
provide a total score
out of 84, which can be
transformed into a
percentage.

R.

2. 12 raters
irated 48 audio
recordings of
CYP-IAPT CBT.
Used both the
CBTS-CYP and
the CTS-R.

and the CTS-Rin study 1 (r=
.98) and study 2 (r=.93).

Discriminative ability:
agreement on competence
between the CBTS-CYP and
CTS-R was 77% and the
scale picked up on trainee
improvements.

required to ensure
consistency
between raters.

Competence must
be clearly defined
when evaluating
therapists.
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Study Scale and Scale development Final scale Methods used to | Analysis and results Conclusions
constructs characteristics (CBT assess validity
measured items only) and reliability
Vallisetal., | CTS Developed by Young 11 items splitinto 2 5 raters used CTS | Inter-rater reliability: ICC The CTS can be used
(1986) and Beck (1980). sub-scales: general on 10 videotapes | for a single rater was .59. A | with moderate
Measures: skills and specific CBT randomly chosen | one-way ANOVA showed a | reliability. However,
competence | Development methods | skills. from a sample of | significant difference in CTS | it was reliably used
in CT. are not reported. 94 for inter-rater | scores across tapes. toratea
Measured on 7-point reliability. Raters heterogenous
Likert scales providing | then paired to Internal consistency: items | sample of
a score out of 66. rate a further 90 | correlated moderately — therapists.
tapes from a highly with the
sample of 725 subscale/total score and High correlation
for internal subscales were highly between subscales
consistency. correlated (r=.85). suggests
Finally, 53 tapes homogeneity and
from the same Discriminant validity: a thus 2 distinct
sample of 725 MANOVA and t-tests scales are
were rated with | showed that the scale can unnecessary.
the CTS and discriminate between
given an overall | competent and less The CTSis nota
competence competent CT. highly differentiated
rating. scale.
Von CTCS-SP Developed by Clark et | 16 items e.g. agenda The first author Inter-rater reliability: ICC The CTCS-SP can be
Consbruch al. (2007). setting, pacing, focus of the paper high for total CTCS-SP score | used reliably to
al., (2012) Measures: on cognitions, rated all (.73 - .88), and between the | assess competence.
competence | The CTS was adapted rationale, change submitted first author scores and
in CT for to become the CTCS- strategies, and videotapes using | other raters (.62 - .92). Multidimensional
social SP. Developers added experiential the CTCS-SP, and methods of
phobia. items related to techniques. other raters only | Internal consistency: assessing

treatment of anxiety
disorders, as well as an

2 items to assess
overall competence

assessed some of
the tapes.

Cronbach’s alpha ranged
froma=.82toa=.92

competence (e.g. a
scale with items
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Study

Scale and
constructs
measured

Scale development

Final scale
characteristics (CBT
items only)

Methods used to
assess validity
and reliability

Analysis and results

Conclusions

item for general
therapeutic skill.

and degree of difficulty
of working with the
patient.

ltems rated on a 7-
point Likert scale.

Retest reliability: was
calculated by re-assessing
15 videos from the original
sample. Retest reliability
was high for the total score
on the CTCS-SP (.92).

covering various
skills) are necessary
to obtain high levels
of reliability.

Key for summary tables

CAS-CBT: Competence and Adherence Scale for Cognitive Behaviour Therapy; CBAY-C: Cognitive Behaviour Treatment for Anxiety in Youth
Competence Scale; CBT: cognitive behavioural therapy; CBT-AS: Cognitive Behavioural Therapy Adherence Scale; CBTS-CYP: Cognitive
Behaviour Therapy Scale for Children and Young People; CM: Clinical Management; CSPRS: Collaborative Study Psychotherapy Rating Scale;
CTACS: Cognitive Therapy Adherence and Competence Scale; CT: cognitive therapy; CTCS-SP: Cognitive Therapy Competence Scale for
Social Phobia; CTS: Cognitive Therapy Scale; CTS-Psy: Cognitive Therapy Scale for Psychosis; CTS-R: Cognitive Therapy Scale — Revised; CYP-
IAPT: Improving Access to Psychological Therapies Programme for Children and Young People; GDC: Group Drug Counselling; ICC: Intraclass
Correlation Coefficient; IDC: Individual Drug Counselling; ITIS: Inventory of Therapeutic Interventions and Skills; NIDA CCTS: National
Institute on Drug Abuse Collaborative Cocaine Treatment Study; NIMH TDCRS: National Institute of Mental Health Treatment of Depression
Collaborative Research Study; OCD; Obsessive-compulsive disorder; PTSD: post-traumatic stress disorder; RCT: randomised controlled trial;
SE: Supportive-expressive therapy; SOPHO-NET: Social Phobia Psychotherapy Research Network; TSF: Twelve-Step Facilitation
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Appendix F: Summary of quality appraisal using a bespoke tool based on QAREL and the Downs and Black (1998) checklist for
measuring study quality

First Author Barber | Bjaastad | Blackburn | Boyle | Carroll | Dobson | Haddock | McLeod | Roth Roth | Stallard | Vallis Von
(Date) (2003) | (2016) (2001) (2019) | (2000) | (1985) (2001) (2018) | (2016) | (2019) | (2014) | (1986) | Consbruch
(2012)
Introduction | Aims described? v v v v v v \ \ v v v v v
Aims related to v Vv v v v v Vv ' Vv Vv Vv Vv Vv
scale
development or
validation?
Scale designed to v v v ' ' v ' v v v v v v
rate CBT?
Methods Is scale v ' v v v X v v v P v u v
development
method
described?
Developer \' v ' X X U X P P P v U U
characteristics
described?
Did developers \' \' \' U u P P \' u u v u u
represent a
specific
population?
Scale described? \' \' \' v v \' \' \' \' P v \' v
Are reliability/ v v v v v v v v P v v v v
validity methods
described?
Reliability/validity \ v \ v v \ \' v u v \4 v \4

methods
suitable?
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Was the sample
appropriate to
apply the scale
to?

Sample
described?

Were raters used
who scale was
designed for use
by?

Raters described?

Raters blind to
each other’s
findings?

Data analysis
described?

Data analysis
suitable?

Results and
discussion

Main findings
described?

Conclusions
described?

Strengths and
limitations
described?

Implications
described

Total score out of 20

19

19

18

17

16

17

18

18

16

18

14

16

V =YES, X=NO, U =UNCLEAR, P = PARTIALLY
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Appendix G: Extract of the Compassion Focused Therapy Therapist Competence

Rating Scale (CFT-TCRS, Horwood et al., 2019)*

CFT Unique Therapy Skills

The therapist provides CFT focused psycho-education. The therapist demonstrates
an understanding of and is able to convey to the client how the human brain has
evolved with built-in biases and problems that make humans very susceptible to
harmful behaviours/reactions to ourselves and others.

These points should be considered when scoring:
e The therapist discusses key concepts such as old-new brain loops.
e Therapist shows appropriateness of delivery. (e.g. their understanding of
the model, understanding of the client).
e The therapist demonstrates skilfulness in the methods used (appropriate
reflections, uses clients own experience, supports client to reflect on own
experience, manages client’s responses).

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 2 3 4

Less competent More competent
Absence or highly inappropriate The therapist shows a good
discussion about understanding of the key psycho-
psychoeducation. The therapist education concepts. The therapist
shows little understanding of the uses CFT material to make
key concepts. The therapist appropriate links with the client’s
shows little skill in responding to key issues. The therapist ensures
the client’s own experiences. that the client understands the

material being discussed. The
psycho-education material is used to
help the client move forward.
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The therapist helps the client to distinguish between motives and emotions that
can be categorised as threat-focused, drive-reward focused and soothing-
contentment focused and their evolved functions.

These points should be considered when scoring:
e The three-circles model is correctly understood and explained.
o Skilful and appropriate feedback is given.
e The content is delivered alongside reflection, guided discovery,
summarising.

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 2 3 4

Less competent More competent
The therapist does not to make The therapist appropriately explores
reference to the three-circle the three-circle model and uses this
model, uses inappropriate to help the client understand their
feedback and makes no links experience and move the client
between theory and client’s forward in therapy. The therapist
experience. relates the three-circles model to

examples in the client’s life.
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The therapist helps the client to understand the relationship between their threat,
drive, affiliative soothing system. E.g. they are able to use their affiliative soothing
to regulate their threat system. This is used to manage the client’s distress.

These points should be considered when scoring:

e The therapist demonstrates knowledge and understanding about the
balance and interplay between the three systems.

e The therapist collaboratively works with the client to help understand the
relationship between their three-systems and helps the client understand
how their systems work (e.g. uses Socratic questions, guided discovery,

CFT-psychoeducation)

e Appropriate examples are provided and linked with the client’s
experiences and three-systems (e.g. how we might regulate threat if we

have underdeveloped soothing system)

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 3 4

Less competent

The therapist does not show an
understanding about the
relationship between the three
systems. The therapist describes
information that is not relevant or
didactically teaches them without
checking their understanding. The
therapist offers generalisations
that do not fit with the client’s
presenting issues.

More competent

The therapist demonstrates a
thorough knowledge of the
relationship between the three
systems. The therapist collaboratively
engages the client to help them
understand their own interplay
between their systems. The therapist
uses appropriate and meaningful
examples to instruct the client in using
their soothing system to regulate
threat.
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The therapist helps the client to build their compassionate motivational system.
E.G. the therapist provides CFT psychoeducation, guided discovery and skills
training to develop the compassionate mind. The therapist helps the client to
develop their motivation to offer compassion to themselves and others and to
receive compassion.

These points should be considered when scoring:

e The therapist helps the client explore the way their current compassionate

mind works.

e The therapist helps the client explore how compassionate motivation could
help the client engage with and alleviate/prevent the suffering of

themselves or others.

e The therapist helps the client to explore how the compassionate mind of

others may be helpful for the client.

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 3 4

Less competent

The therapist shows no recognition
of the client’s current
compassionate motivations. The
therapist does not help the client
develop their compassionate
motivations.

More competent

The therapist helps the client to
recognise and reflect on their
current compassionate
motivations and how these may
be helpful to the client and
others. The therapist helps the
client to develop compassionate
motivations within a CFT
framework. The therapist
encourages in session and out of
session practice and reflection on
the development of
compassionate motivations.
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The therapist is able to help the client functionally analyse the forms and functions
of safety behaviours. E.G. the forms and functions of self-criticism or shame and
how these link to safety strategies.

These points should be considered when scoring:

e The therapist supports the client to understand their safety strategy and
the therapist elicits and explores the function it has served.

e The therapist skilfully facilitates exploration with the client about their fear
of removing a safety strategy (e.g. self-criticism) to establish its function.

e The therapist uses normalising, validation, ‘it is not your fault’, common
humanity, and understanding complex brain processes to work with the
client’s self-criticism/self-attack toward their safety strategy if necessary.

e The therapist explores the intended and the unintended consequences of
the safety strategy.

e Therapist can distinguish between shame and guilt and checks the client’s
understanding.

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 2 3 4

Less competent More competent
The therapist does not help The therapist helps the client
the client understand the identify their safety strategies.
functions of their safety The therapist explores the
behaviours. functions of their safety strategies

and their intended and
unintended consequences. If
appropriate they link this back to
a wider formulation. The therapist
addresses self-criticism/shame in
relation to safety strategies and
their consequences.
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The therapist helps the client to recognise, understand and work with any fears,
blocks and resistances to compassionate motives and emotions and change.

These points should be considered when scoring:

The therapist notices and helps the client notice fears, blocks and
resistances as they arise in therapy.

The therapist skilfully explores the blocks to compassion and discusses with
the client the function and nature of these blocks (e.g. for self-protection)
and addresses any shame and self-criticism the client may have in relation
to these.

The therapist helps the client to develop skills in recognising and
understanding their fears, blocks and resistances.

The therapist reflects on this process with the client and helps the client to
understand the function of blocks.

Therapist uses skills to help the client work on fears, blocks and
resistances, e.g. Socratic questioning, validation, reflective listening, allying
with the defensive function of the resistance, exploring ambivalence,
functional analysis, affect matching, limited emotional self-disclosure).

Unable to rate: X

Absent or Skilful
inappropriate enactment
0 1 2 3 4

Less competent More competent
The therapist does not The therapist sensitively recognises
recognise or address the and addresses the client’s fears,
clients fears, blocks and blocks and resistances. They
resistances. The therapist explore this with the client and
shows a lack of address shame and self-criticism in
understanding about these relation to fears, blocks and
concepts. resistances as necessary. The

therapist helps the client develop
skills in recognising and addressing
their fears, blocks and resistances
outside of therapy.
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Appendix H: Confirmation of ethical approval*

The study was granted ethical approval by the University of Leicester on 18™ February

2019. Below is the letter of approval.

UNIVERSITY OF . . . .
University Ethics Sub-Committee for Psycholo
LEICESTER Y YERORY
18/02/2019
Ethics Reference: _psych&behaviour,deptof
TO:

Name of Researcher Applicant: _

Department: Psychology

Research Project Title: Appraisal and Validation of the Compassion-Focused Therapy Therapist
Rating Scale (CFT-TRS)

pear [N
RE: Ethics review of Research Study application

The University Ethics Sub-Committee for Psychology has reviewed and discussed the above
application.

1. Ethical opinion

The Sub-Committee grants ethical approval to the above research project on the basis
described in the application form and supporting documentation, subject to the conditions
specified below.

2. Summary of ethics review discussion

The Committee noted the following issues:

Good luck with your study.

3. General conditions of the ethical approval

The ethics approval is subject to the following general conditions being met prior to the start
of the project:

As the Principal Investigator, you are expected to deliver the research project in accordance
with the University’s policies and procedures, which includes the University’s Research Code of
Conduct and the University’s Research Ethics Policy.

If relevant, management permission or approval (gate keeper role) must be obtained from
host organisation prior to the start of the study at the site concerned.
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4. Reporting requirements after ethical approval

You are expected to notify the Sub-Committee about:

e Significant amendments to the project
e Serious breaches of the protocol
e Annual progress reports

e Notifying the end of the study
5. Use of application information

Details from your ethics application will be stored on the University Ethics Online System. With
your permission, the Sub-Committee may wish to use parts of the application in an
anonymised format for training or sharing best practice. Please let me know if you do not
want the application details to be used in this manner.

Best wishes for the success of this research project.

Yours sincerely,

Chair
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Appendix I: Participant information sheet*

UNIVERSITY OF
LEICESTER

Participant Information Sheet

Study title

“Appraisal and validation of the Compassion-Focused Therapy Therapist Competence
Rating Scale (CFT-TCRS)”

Invitation:

You are being invited to take part in a research study that aims to assess whether the
CFT-TCRS, arecently developed scale, can be used reliably to aid decision making around
therapist competence in compassion-focused therapy (CFT). Before you consent to
participate in this study, please read the following information which explains the
purpose of the study, what your participation would involve, risks/benefits of
participation, and contact details. Please ask questions if anything is unclear, or you
would like further information. Take some time to decide whether you would like to
take part.

What is the purpose of the study?

This study is being completed in partial fulfilment of the Doctorate in Clinical Psychology
(DClinPsy) at the University of Leicester. Building on previous research into the
competencies required to deliver CFT, the project has been designed as an initial
exploration of the scale’s suitability for use within CFT training courses. The CFT-TCRS
includes items for rating both CFT-specific skills and more generic microskills (which are
expected to be seen during any form of therapy). At present, there are no validated CFT
therapist rating scales. To bring CFT in line with other treatment modalities which use
such scales, the CFT-TCRS needs to be psychometrically evaluated. Therefore, the
purpose of this study is to assess the psychometric properties of the CFT-TCRS
(interrater reliability) and ascertain its usability.

Why have | been invited?

You have been selected for participation because you are considered to have significant
knowledge, training and experience within CFT. Furthermore, you have been involved
in the training of other clinicians in CFT or in the development of treatment protocols.

Do | have to take part?

No, your participation in the study is entirely voluntary. There will be no adverse
consequences should you decide not to participate, or if you would like to withdraw at
a later stage.

What would taking part involve?
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You will be required to participate in the study for around 4 hours. You will not be
required to travel to take part, data collection will be completed remotely and via post.
All materials will be provided. You will be asked to watch a series of short, simulated
CFT sessions. You will be made aware of the competencies displayed in the simulated
session so that you can use the correct items on the CFT-TRS to rate the therapy in the
video. You will use the CFT-TRS to make decisions around the level of competence
displayed by the therapist in the videos for each of the identified competencies.

Furthermore, short semi-structured interviews will allow the researcher to understand
the reasons behind your competency decisions and the usability of the scale. Interviews
will be conducted via skype and recorded onto a transportable, password protected
audio recording device which will be stored in a locked cabinet. The audio files will be
stored on a secure computer at the University and interview transcripts will also be
stored securely. Consent forms will be stored in a locked cabinet at the University. Data
will be held on a password protected system at the University of Leicester for 6 years
before being destroyed in line with University regulations. Anonymised, numerical data
will be kept by the Compassionate Mind Foundation for potential use in further studies
into the CFT-TRS.

What are the benefits of taking part?

Whilst the outcomes are unknown and there are no immediate benefits to participating,
it is hoped that the study will provide indication as to whether the CFT-TRS is fit for use
within therapist training. Wider benefits of participation may include:

e Contributing to research necessary for the standardisation of CFT training
courses and assessment.

e Advancing the evidence base for CFT.

e Improvements to the scale, such as increasing ease of use.

Results will be shared with participants in order to inform their understanding of the
CFT-TRS, which they may use in their professional work.

What are the risks of taking part?

There are no lasting risks anticipated as a result of participation in the study. However,
participation will require your time. Data collected will be kept confidential and will be
stored securely.

Contact details for further information

Should you have any further questions, or would like to withdraw from the study at
any point, please contact:

Thank you for considering taking part in this study.
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Appendix J: Consent form*

UNIVERSITY OF
LEICESTER

Consent Form

Study title: “Appraisal and validation of the Compassion-Focused Therapy Therapist

Rating Scale (CFT-TCRS)”

Name of researcher: ||| | | |

Please read each statement in the table below and initial to indicate your

agreement:

Consent statement

Initials

| have read the participant information sheet for the above
study.

| have had the opportunity to consider the information, ask
questions and have them answered satisfactorily.

| understand that my participation is voluntary and | have the
right to withdraw from the study at any time.

| have been made aware of any potential risks involved with
participating in this study.

| understand that all information collected will be anonymised
and stored securely.

| understand that interviews will be conducted via Skype,
recorded and stored in line with University requirements.
However, this data will not be used in future research.

Anonymous numerical data will be kept for use in future
research.

| have been provided with contact details for both the principal
researcher and their field supervisor, should | have any other
guestions or wish to withdraw.

| agree to take part in the above study.

Participant: Person obtaining consent:

Name Name

Signature Signature

Date Date
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Appendix K: Excerpt from the data collection pack*

CFT-TCRS Study

Thank you for agreeing to take part in this study. In this pack, you will find:

vk wh e

Participant information sheet

Consent form

CFT-TCRS items which correspond with YouTube videos
Pages with prompts to make notes

Addressed and stamped return envelope

General Instructions — please complete this study in one session

1.

10.

Carefully read the participant information sheet.

Complete the consent form if you are happy to take part.

There are ten videos to watch and rate, the YouTube links to these videos have
been sent to you in an email titled ‘Videos for CFT Study’

For each video you will have to familiarise yourself with the relevant scale
items, paying attention to the ‘points to consider when scoring’ and the scale
anchors.

All videos will be rated on one item, apart from ‘Video 1’ and ‘Video 8’ which
will be rated on two.

Whilst watching each video, please feel free to make notes in the page margins
of the scale item.

Once you have finished watching each video, please circle the competence
score you feel fits best.

After rating the video using the scale items, please complete the questions on
the notes page and make any other comments. You will need to refer to this
during the short interview at the end of the study.

Once you have completed all 10 ratings and have made notes, please call -
Y i il have
been pre-arranged. A short semi-structured interview will be completed and
recorded onto a secure audio recorder.

Please use the stamped envelope to return the completed consent form, scale
items and notes pages. Alternatively you can scan and email these to -

Thank you for taking part in this study.
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CFT Video 1

For this video there are two scale items. Please spend 2-3 minutes familiarising
yourself with item 2 and item 4. Please open CFT video 1 from the email. Please
watch the video and provide a rating on the two items. Following this, please
complete the notes page.

The therapist helps the client to distinguish between motives and emotions that can be
categorised as threat-focused, drive-reward focused and soothing-contentment focused
and their evolved functions.

These points should be considered when scoring:
e The three-circles model is correctly understood and explained.
e Skillful and appropriate feedback is given.
e The content is delivered alongside reflection, guided discovery,
summarising.

Unable to rate: X

Absent or Skillful
inappropriate enactment
0 1 2 3 4

Less competent More competent
The therapist does not to make The therapist appropriately explores
reference to the three-circle model, the three-circle model and uses this to
uses inappropriate feedback and help the client understand their
makes no links between theory and experience and move the client
client’s experience. forward in therapy. The therapist

relates the three-circles model to
examples in the client’s life.
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The therapist helps the client to understand the relationship between their threat,
drive, affiliative soothing system. E.g. they are able to use their affiliative soothing
to regulate their threat system. This is used to manage the client’s distress.

These points should be considered when scoring:

e The therapist demonstrates knowledge and understanding about the
balance and interplay between the three systems.

e The therapist collaboratively works with the client to help understand the
relationship between their three-systems and helps the client understand
how their systems work (e.g. uses Socratic questions, guided discovery,

CFT-psychoeducation)

e Appropriate examples are provided and linked with the client’s
experiences and three-systems (e.g. how we might regulate threat if we

have underdeveloped soothing system)

Unable to rate: X

Absent or Skillful
inappropriate enactment
0 1 3 4

Less competent

The therapist does not show an
understanding about the
relationship between the three
systems. The therapist describes
information that is not relevant or
didactically teaches them without
checking their understanding. The
therapist offers generalisations
that do not fit with the client’s
presenting issues.

More competent

The therapist demonstrates a
thorough knowledge of the
relationship between the three
systems. The therapist collaboratively
engages the client to help them
understand their own interplay
between their systems. The therapist
uses appropriate and meaningful
examples to instruct the client in using
their soothing system to regulate
threat.
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Notes for CFT Video 1

1. Why did you give the therapist the rating you did on item 2? Why
did you give the therapist the rating you did on item 4?

2. Would you change anything about the behavioural anchors for item
2? And item 4?

3. How easy was it to use item 2 and its anchors? And item 4 and its
anchors?

Any other comments?
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Appendix L: Semi-structured interview guide*
Interview Guide

Questions 1-3 below will be asked for each of the videos watched and rated by
participants in this study. The final question will be asked at the end of the interview.

Q1: What rating did you give the therapist in the video? Why did you give the
therapist this rating? (purpose of this question is to draw out the reasons behind the
decision made).

PROMPTS:

e What would the therapist needed to have done to get a higher rating?

Q2: Would you include anything else in the list of behavioural anchors for this item?
(purpose of this question is to ascertain whether the scale covers the skills/strategies
experts would expect to see from competent/less competent delivery)

PROMPTS:

e Did you notice anything the therapist did well which wasn’t included in the
anchors?

Q3: How easy was it to use the item and anchors? (purpose of this question is to work
out if the language needs changing)

PROMPTS:

e Would you change any of the language used? What would you change?

Final Q: Overall, was there anything that worked well or that you liked about the
scale? Overall, is there anything that could be improved or changed?
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Appendix M: Intraclass Correlation Coefficient (ICC) model, definition and type

McGraw and Wong (1996) detailed 10 different forms of ICC which can be used in
reliability research. Each of these types of analysis depends on which ‘model’, ‘type’ and
‘definition’ is required. Koo and Li (2016) describe ICC selection in detail and suggest the

following:

Model: Researchers can select from one of three models. A one-way random-effects
model where each subject is rated by a different group of raters, a two-way random-
effects model should be used when raters are randomly selected to represent a larger
population, or a two-way mixed-effects model which should be utilised when the raters

in the study are the only raters of interest.

Type: There are two types of ICC which can be selected from following model definition.
If the researcher is interested in the reliability of the mean rating of several raters they
should use the mean of k raters type. If they are interested in the reliability of a single,

average rater they should use the single rater type.

Definition: Researchers must finally define the relationship they are interested in. If
the researcher is interested in whether different raters give similar scores to a subject
they should choose the absolute agreement definition. If they are interested in

consistency between raters then they should select the consistency definition.
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Appendix N: SPSS outputs for ICC with the consistency definition for both mean of k

raters and a single rater

Below is the SPSS output from the ICC with the consistency definition. As can be seen,
the results are very similar to the results of the ICC using the absolute agreement
definition which is presented in the main body of the report. The ICC with absolute
agreement found that for average measures ICC was ‘good’ (.87) and for a single rater

it was ‘poor’ (.42).

Intraclass Correlation Coefficient

Intraclass 95% Confidence Interval F Testwith True Value 0

Carrelation® Lower Bound  UpperBound  Value df df2 Sig
Single Measures 4319 228 J12 7.827 11 a8 000
Average Measures 872 T26 857 7.827 11 a8 000

Two-way random effects model where hoth people effects and measures effects are random.
a. The estimator is the same, whether the interaction effectis present or not.

b. Type Cintraclass carrelation coefficients using a consistency definition. The hetween-measure variance is
excluded from the denominator variance.
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Appendix O: Excerpt of interview with initial coding*

I: Okay, and how easy was it to use this one?

P: Yep, |I think that one was fairly easv.|

I: Brill, so if we go onto video 2 which was psychoeducation, what rating did you give the

therapist and why?

P: Well, | did give it a 2 but put a question mark by it as well. | was a bit confused about it to

generalised therapy 5ki||s|. So it's almost like you could do a really good job on the first half

of the scale, and a crappy job on the rest of it, but that would kind of mask some of that, L

think the difficulty is that when you watch a clip like this, you don’t know if that has come
before or not, so | was just taking this as first time this has ever been discussed with the

client, that's how I rated all of them because | didn’t know how else to do it. So in that sense

which was why I just gave it a 2.

I: And for this one for the behavioural anchors, would you have included anything else or
changed anything?

P: Yeah, and the thing is, and | came to this actually when | did it the second time, huth

wondered whether there needed to be some other examples of the key conceptsl

GT
Section 1 - Easy to use

GT
Section 3 - Better pace

GT
Section 2 - Difficult to separate competence from microskill

GT
Section 3 - Better pace

GT
Section 3 - Used paraphrasing

GT

Section 3 - Used “not your fault” message

Gr
Section 3 - Discussed old/new brain loops

Gr
Section 3 - Mo background infermation

GT

Section 3 - Didn't cover evolution

Gr
Section 3 - Too much "not your fault” message

Gr
Section 3 - Didn't cover evolution

Gr
Section 1 - Include more examples of key concepts
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Appendix P: Excerpt of interview with higher level coding*

this one was okay{, not the same problem there in terms of confounding therapist

understanding.

Researcher: So, so far its psychoed|and item 4.

into that itemL but it's all of a piece s0 you can do it either way, it just depends on how

precise you want to be in terms of the therapist’s ability to cut the pie.

Researcher: And | guess the function of the scale in whatever context you’re using it. Okay.

And video 4, building motivation, what rating did you give the therapist and why?

were no thought experiments br any of the things you would use to help build motivation.

So this is a solid 2 because | think the therapist did a good job at the beginning of helping

but in terms of building it there wasn’t very much

the client connect with compassion,

there.|

Researcher: And would you include anything else in the behavioural anchors?

a couple of previous items did.‘

GT

Section 1—Easy to use

GT

Section 1— Use sub-items

GT
Section 1 - Big item

GT

Section 3 — Not connected to client

GT
Section 3 — Guided discovery

GT

Section 3 — Didn't explore compassionate motivation

GT
Section 3 — Didn't help the client build motivation

GT
Section 3 - Didn’t explore compassionate motivation

GT
Section 3 — Didn't help the client build motivation

GT

Section 1- Easy to use
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Appendix Q: Content analysis — coding and categorisation process
Data familiarisation

The researcher conducted, transcribed, reviewed and analysed each of the interviews
meaning that they were very familiar with the data. During this initial process, but

before formal analysis of data, the researcher made noted some possible categories.
Generating initial codes

Following immersion in the data, the researcher assigned initial codes to the data for
each of the distinct sections of the content analysis. This was done by hand, using
different colours to signify the three sections of analysis. Coding was extensive to
ensure all relevant data was included. Throughout this stage the researcher continued

to note down possible categories.
Generating higher level codes

Once initial coding had been completed, the researcher printed the codes and began
to group them into higher level codes which encompassed similar initial codes. Once
higher-level codes were identified, the researcher re-coded transcripts using these

new, more inclusive codes. Again, this was done for each of the three sections of the

analysis.
Grouping codes into categories

For each section of analysis, higher-level codes were printed, and the researcher
grouped them into categories. For part 1 of the content analysis which addressed
changes to the items of the CFT-TCRS, codes were grouped into categories for each of
the items. For part 2, which explored feedback on the overall scale, all relevant higher-
level codes were grouped into categories. For part 3 which considered aspects of
participant decision making, codes were grouped for each video/item. Categories were

reviewed on an ongoing basis.

116



Appendix R: Statement of epistemological position*

Throughout both the literature review and the empirical report, the researcher adopted
a ‘critical-realist’ position. Critical realism, which emerged in the 1970s, is based on the
ideas of the philosopher Bhaskar (e.g., 1975) and other social theorists (e.g., Archer et
al., 1998) and offers an alternative to positivism and constructionism (Denzin & Lincoln,
2011). In proposes that human knowledge is limited and does not capture all of ‘reality’
(Bhaskar, 1978). Critical realism acknowledges the real social world which we attempt
to understand through social science, but also recognises that some knowledge is closer

to the reality of this social world than other knowledge (Danermark et al., 2002).

By taking a critical-realist stance, the researcher considered the development of
therapist competence scales and their psychometric properties as realities that could
be accessed and thus measured. However, they acknowledged the human element to
these measures, in that they are understood through interpretation (Fletcher, 2017).
They considered how this might impact on what might constitute an acceptable
measure of competence or what might be considered as sufficient evidence of a
psychometric property. During interviews and analysis the researcher acknowledged
that their own and the participants’ ideas will have been impacted by their cultural and
social contexts and considered how this might limit the understanding of the data to the

context of the study, the participants and the researcher.
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Appendix S: Quality assurance of content analysis*

Quality issues were considered throughout the research process. However, the
following discussion relates to the qualitative content analysis. Content analysis is
regarded as a flexible method which can be used to analyse qualitative data (Cavanagh,
1997), but the specific approach is dependent on the research topic and the researcher’s
theoretical interests (Weber, 1990). It is important to acknowledge that the flexibility of
the approach can inhibit the use of content analysis due to a lack of a definition and
specific procedures (Tesch, 1990). Due to this lack of specificity with the content analysis
approach, it is essential that issues of quality are considered, and processes of quality
assurance are undertaken. To ensure good practice in relation to aspects of quality
assurance (reflexivity, transferability, credibility, and verification) a range of sources

have been drawn upon (Elliot et al., 1999; Morrow, 2005).

Reflexivity refers to the process of systematically attending to the context in which
knowledge is constructed and considering the impact of the researcher (Malterud,
2001). Reflexivity was engaged in throughout the research. For example, the principal
researcher detailed their epistemological position (see Appendix O) and completed a
reflective diary (see Appendix T). This was kept regularly throughout the research
process and supported reflexivity, especially during data collection and analysis. These
ongoing practices were particularly useful given the researcher’s lack of experience in

completing qualitative research.

Transferability of the findings are discussed in the limitations section of the discussion.
They acknowledge that the generalisability of the results is limited to the population
from which the sample was drawn and may not be generalisable beyond the sample
due to methodological issues. To ensure that the content analysis and results were
credible, the principal researcher engaged in regular discussions and reviews with their
research supervisor who was able to comment on the quality and relevance of the work.
Further, the project was applied research, in that it sought to address practical issues,

and regular supervision enabled the researcher to hold this in mind during analysis.
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Appendix Q details the methodology of the content analysis from coding to

categorisation.

Finally, verification of the results was considered to ensure that the content analysis was
not overly subjective. Again, this was addressed through regular discussions between
the researcher and their supervisor. Additionally, the process of analysis was detailed
(Appendix R) and the researcher provided excerpts of their analysis to ensure
transparency (see Appendix P and Q). It is hoped that the tables detailing the codes,
categories and direct quotes from participants (see Appendix V, W and X) show how the
findings are grounded in the qualitative data and not overly influenced by the

preconceptions of the researcher.

It is hoped that attending to and acknowledging issues around quality assurance has
reduced bias during the content analysis process. As stated by Malterud (2001; p.484),

‘preconceptions are not the same as bias, unless the researcher fails to mention them’.
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Appendix T: Sample extract from reflexive research diary *

The following is an extract from the researcher’s diary to demonstrate the process of
reflexivity. The entry was made whilst the researcher was conducting and transcribing

interviews with participants.

“I’m noticing myself becoming somewhat defensive of the scale when participants are
offering ideas on how it could be improved, almost feeling personally responsible for the
scale. | think some of this feeling comes from perceived pressure to ‘get things right’ and
make a helpful contribution to the CFT evidence base. Although | don’t explicitly express
these thoughts, it feels important to note and | wonder how they might impact the
analysis of my data. What | know is that | should try to maintain this awareness of the
potential biases which could impact on my ‘sense making’ of the data. Perhaps | should
write a list of the thoughts and feelings I’'ve had which could potentially skew the way |
interpret the interview transcripts. I’'m reminding myself that my work is supervised, that
the purpose of this research is to advance the CFT evidence base and to check in with the
ways in which validity and reliability can be maintained during the qualitative research

process, especially as this is the first time I’'ve conducted qualitative analysis”

This extract highlights the researcher’s perceived lack of expertise around conducting
qualitative analysis, and the process of developing awareness of their expectations of
themself, the data collection and analysis process, and the final research report.
Reflexivity allowed the researcher to step away from their feelings enough to complete
the qualitative analysis, but not so much that the analysis became a purely objective

process.
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Appendix U: Internal consistency analysis and results

Internal consistency was calculated to indicate whether the items of the CFT-TCRS
included in the study measured the same construct. In line with Nunnally and Bernstein
(1994) a Cronbach’s alpha between .70 and .90 was considered ‘good’. However, due to
the small sample size and because the whole scale was not analysed, results were
cautiously interpreted. The internal consistency of the six items of the CFT-TCRS
included in this study was ‘good’ (Cronbach’s alpha = .87). See below for the SPSS output

from the internal consistency analysis.

Reliability Statistics

Cronbach's
Alpha I of ltems

872 g
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Appendix V: Chronology of the research process*

May 2018: Submission of the
research proposal for peer review at
the University of Leicester

.

February 2019: Submission to the
University of Leicester Board of
Ethics

.

May — August 2019: Design of the
methodology and data collection
materials

.

November 2019 — February 2020:
Data collection

.

February — March 2020: Data
Analysis

.

February — April 2020: Writing up
the research report

¥

24%™ April 2020: Submission of the
thesis to the University of Leicester

.

July 2020: Research viva
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Appendix W: Guidelines for authors for target journal for the systematic review and

empirical project*
Target journal: Psychology and Psychotherapy: Theory, Research and Practice
Excerpt from ‘Author Guidelines’ retrieved on 14 April 2020 from:

https://onlinelibrary.wiley.com/page/journal/20448341/homepage/forauthors.html

1. SUBMISSION

Authors should kindly note that submission implies that the content has not been published
or submitted for publication elsewhere except as a brief abstract in the proceedings of a
scientific meeting or symposium.

Once the submission materials have been prepared in accordance with the Author
Guidelines, manuscripts should be submitted online
at http://www.editorialmanager.com/paptrap

Click here for more details on how to use Editorial Manager.

All papers published in the Psychology and Psychotherapy: Theory Research and
Practice are eligible for Panel A: Psychology, Psychiatry and Neuroscience in the
Research Excellence Framework (REF).

Data protection:

By submitting a manuscript to or reviewing for this publication, your name, email address,
and affiliation, and other contact details the publication might require, will be used for the
regular operations of the publication, including, when necessary, sharing with the publisher
(Wiley) and partners for production and publication. The publication and the publisher
recognize the importance of protecting the personal information collected from users in the
operation of these services, and have practices in place to ensure that steps are taken to
maintain the security, integrity, and privacy of the personal data collected and processed.
You can learn more at https://authorservices.wiley.com/statements/data-protection-

policy.html.

Preprint policy:

This journal will consider for review articles previously available as preprints. Authors may
also post the submitted version of a manuscript to a preprint server at any time. Authors

are requested to update any pre-publication versions with a link to the final published
article.

2. AIMS AND SCOPE

Psychology and Psychotherapy: Theory Research and Practice is an international scientific
journal with a focus on the psychological aspects of mental health difficulties and well-
being; and psychological problems and their psychological treatments. We welcome
submissions from mental health professionals and researchers from all relevant
professional backgrounds. The Journal welcomes submissions of original high quality
empirical research and rigorous theoretical papers of any theoretical provenance provided
they have a bearing upon vulnerability to, adjustment to, assessment of, and recovery
(assisted or otherwise) from psychological disorders. Submission of systematic reviews
and other research reports which support evidence-based practice are also welcomed, as
are relevant high quality analogue studies and Registered Reports. The Journal thus aims
to promote theoretical and research developments in the understanding of cognitive and
emotional factors in psychological disorders, interpersonal attitudes, behaviour and
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relationships, and psychological therapies (including both process and outcome research)
where mental health is concerned. Clinical or case studies will not normally be considered
except where they illustrate particularly unusual forms of psychopathology or innovative
forms of therapy and meet scientific criteria through appropriate use of single case
experimental designs.

All papers published in Psychology and Psychotherapy: Theory, Research and Practice are
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence
Framework (REF).

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS

e Articles should adhere to the stated word limit for the particular article type. The
word limit excludes the abstract, reference list, tables and figures, but includes
appendices.

Word limits for specific article types are as follows:

Research articles: 5000 words
Quialitative papers: 6000 words
Review papers: 6000 words
Special Issue papers: 5000 words

In exceptional cases the Editor retains discretion to publish papers beyond this length
where the clear and concise expression of the scientific content requires greater length
(e.g., explanation of a new theory or a substantially new method). Authors must contact the
Editor prior to submission in such a case.

Please refer to the separate guidelines for Registered Reports.
All systematic reviews must be pre-registered.
4. PREPARING THE SUBMISSION

Free Format Submission

Psychology and Psychotherapy: Theory, Research and Practice now offers free format
submission for a simplified and streamlined submission process.

Before you submit, you will need:

e Your manuscript: this can be a single file including text, figures, and tables, or
separate files — whichever you prefer. All required sections should be contained in
your manuscript, including abstract, introduction, methods, results, and
conclusions. Figures and tables should have legends. References may be
submitted in any style or format, as long as it is consistent throughout the
manuscript. If the manuscript, figures or tables are difficult for you to read, they will
also be difficult for the editors and reviewers. If your manuscript is difficult to read,
the editorial office may send it back to you for revision.

e The title page of the manuscript, including a data availability statement and your
co-author details with affiliations. (Why is this important? We need to keep all co-
authors informed of the outcome of the peer review process.) You may like to
use this template for your title page.

Important: the journal operates a double-blind peer review policy. Please anonymise
your manuscript and prepare a separate title page containing author details. (Why is
this important? We need to uphold rigorous ethical standards for the research we consider
for publication.)
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e An ORCID ID, freely available at https://orcid.org. (Why is this important? Your
article, if accepted and published, will be attached to your ORCID profile.
Institutions and funders are increasingly requiring authors to have ORCID IDs.)

To submit, login at https://www.editorialmanager.com/paptrap/default.aspx and create
a new submission. Follow the submission steps as required and submit the manuscript.

If you are invited to revise your manuscript after peer review, the journal will also request
the revised manuscript to be formatted according to journal requirements as described
below.

Revised Manuscript Submission
Contributions must be typed in double spacing. All sheets must be numbered.

Cover letters are not mandatory; however, they may be supplied at the author’s discretion.
They should be pasted into the ‘Comments’ box in Editorial Manager.

Parts of the Manuscript

The manuscript should be submitted in separate files: title page; main text file;
figures/tables; supporting information.

Title Page

You may like to use this template for your title page. The title page should contain:

e A short informative title containing the major key words. The title should not contain
abbreviations (see Wiley's best practice SEO tips);

e A short running title of less than 40 characters;

e The full names of the authors;

The author's institutional affiliations where the work was conducted, with a footnote

for the author’s present address if different from where the work was conducted;

e Abstract;
e Keywords;
e Data availability statement (see Data Sharing and Data Accessibility Policy);
e Acknowledgments.
Authorship

Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical
Considerations section for details on author listing eligibility. When entering the author
names into Editorial Manager, the corresponding author will be asked to provide a CRediT
contributor role to classify the role that each author played in creating the manuscript.
Please see the Project CRediT website for a list of roles.

Abstract

Please provide an abstract of up to 250 words. Articles containing original scientific
research should include the headings: Objectives, Design, Methods, Results, Conclusions.
Review articles should use the headings: Purpose, Methods, Results, Conclusions.

Keywords
Please provide appropriate keywords.
Acknowledgments

Contributions from anyone who does not meet the criteria for authorship should be listed,
with permission from the contributor, in an Acknowledgments section. Financial and
material support should also be mentioned. Thanks to anonymous reviewers are not
appropriate.
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Practitioner Points

All articles must include Practitioner Points — these are 2-4 bullet point with the heading
‘Practitioner Points’. They should briefly and clearly outline the relevance of your research
to professional practice. (The Practitioner Points should be submitted in a separate file.)

Main Text File

As papers are double-blind peer reviewed, the main text file should not include any
information that might identify the authors.

The main text file should be presented in the following order:

Title

Main text

References

Tables and figures (each complete with title and footnotes)
Appendices (if relevant)

Supporting information should be supplied as separate files. Tables and figures can be
included at the end of the main document or attached as separate files but they must be
mentioned in the text.

e As papers are double-blind peer reviewed, the main text file should not include any
information that might identify the authors. Please do not mention the authors’
names or affiliations and always refer to any previous work in the third person.

e The journal uses British/US spelling; however, authors may submit using either
option, as spelling of accepted papers is converted during the production process.

References

References should be prepared according to the Publication Manual of the American
Psychological Association (6th edition). This means in text citations should follow the
author-date method whereby the author's last name and the year of publication for the
source should appear in the text, for example, (Jones, 1998). The complete reference list
should appear alphabetically by name at the end of the paper. Please note that for journal
articles, issue numbers are not included unless each issue in the volume begins with page
1, and a DOI should be provided for all references where available.

For more information about APA referencing style, please refer to the APA FAQ.
Reference examples follow:
Journal article

Beers, S. R., & De Bellis, M. D. (2002). Neuropsychological function in children with
maltreatment-related posttraumatic stress disorder. The American Journal of
Psychiatry, 159, 483—-486. doi:10.1176/appi.ajp.159.3.483

Book

Bradley-Johnson, S. (1994). Psychoeducational assessment of students who are visually
impaired or blind: Infancy through high school (2nd ed.). Austin, TX: Pro-ed.

Internet Document

Norton, R. (2006, November 4). How to train a cat to operate a light switch [Video file].
Retrieved from http://www.youtube.com/watch?v=Vja83KLQXZs

Tables

Tables should be self-contained and complement, not duplicate, information contained in
the text. They should be supplied as editable files, not pasted as images. Legends should
be concise but comprehensive — the table, legend, and footnotes must be understandable
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without reference to the text. All abbreviations must be defined in footnotes. Footnote
symbols: 1, 1, §, ], should be used (in that order) and *, **, *** should be reserved for P-
values. Statistical measures such as SD or SEM should be identified in the headings.

Figures

Although authors are encouraged to send the highest-quality figures possible, for peer-
review purposes, a wide variety of formats, sizes, and resolutions are accepted.

Click here for the basic figure requirements for figures submitted with manuscripts for
initial peer review, as well as the more detailed post-acceptance figure requirements.

Legends should be concise but comprehensive — the figure and its legend must be
understandable without reference to the text. Include definitions of any symbols used and
define/explain all abbreviations and units of measurement.

Colour figures. Figures submitted in colour may be reproduced in colour online free of
charge. Please note, however, that it is preferable that line figures (e.g. graphs and charts)
are supplied in black and white so that they are legible if printed by a reader in black and
white. If an author would prefer to have figures printed in colour in hard copies of the
journal, a fee will be charged by the Publisher.

Supporting Information

Supporting information is information that is not essential to the article, but provides greater
depth and background. It is hosted online and appears without editing or typesetting. It may
include tables, figures, videos, datasets, etc.

Click here for Wiley’s FAQs on supporting information.

Note: if data, scripts, or other artefacts used to generate the analyses presented in the
paper are available via a publicly available data repository, authors should include a
reference to the location of the material within their paper.

General Style Points
For guidelines on editorial style, please consult the APA Publication Manual published by

the American Psychological Association. The following points provide general advice on
formatting and style.

e Language: Authors must avoid the use of sexist or any other discriminatory
language.

e Abbreviations: In general, terms should not be abbreviated unless they are used
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in
full, followed by the abbreviation in parentheses. Thereafter use the abbreviation
only.

e Units of measurement: Measurements should be given in Sl or Sl-derived units.
Visit the Bureau International des Poids et Mesures (BIPM) website for more
information about Sl units.

e Effect size: In normal circumstances, effect size should be incorporated.

e Numbers: numbers under 10 are spelt out, except for: measurements with a unit
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats)
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Appendix X: Checklist to ensure anonymity (coursework handbook Appendix D)*

Checked in Executive
Summary/Abstract/
Overview (if included
in assignment)

Checked
in main
text

Checked in
appendices

Pseudonym or false initials used

v

Reference to pseudonym/false initials as a footnote

v

Removed any reference to names of
Trusts/hospitals/clinics/services (including
letterhead if including letters in appendices)

Removed any reference to names/specific dates of
birth/specific date of clinical
appointments/addresses/ location of client(s),
participant(s), relatives, caregivers, and
supervisor(s). [For research thesis — supervisors can
be named in the research thesis
“acknowledgements” section]

Removed/altered references to client(s)
jobs/professions/nationality where this may
potentially identify them. [For research thesis —
removed potential for an individual research
participant to be identifiable (e.g., by a colleague of
the participant who might read the thesis on the
internet and be able to identify a participant using a
combination of the participants specific job title,
role, age, and gender)]

Removed any information that may identify the
trainee (consult with course staff if this will detract
from the points the trainee is making)

No Tippex or other method has been used to
obliterate the original text — unless the paper is
subsequently photocopied and the trainee has
ensured that the obliterated text cannot be read

The "find and replace" function in word processing
has been used to check the assignment for use of
client(s) names/other confidential information
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