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Objective: There is a lack of brief rating scales for the reliable assessment of psychotherapeutic skills, which do not require intensive rater training and/or a high level of expertise. Thus, the objective is to validate a 14-item version of the Clinical Communication Skills Scale (CCSS-S).

Methods: Using a sample of N = 690 video-based ratings of role-plays with simulated patients, we calculated a confirmatory factor analysis and an exploratory structural equation modeling (ESEM), assessed convergent validities, determined inter-rater reliabilities and compared these with those who were either psychology students, advanced psychotherapy trainees, or experts.

Results: Correlations with other competence rating scales were high (rs > 0.86–0.89). The intraclass correlations ranged between moderate and good [ICC(2,2) = 0.65–0.80], with student raters yielding the lowest scores. The one-factor model only marginally replicated the data, but the internal consistencies were excellent (α = 0.91–95). The ESEM yielded a two-factor solution (Collaboration and Structuring and Exploration Skills).

Conclusion: The CCSS-S is a brief and valid rating scale that reliably assesses basic communication skills, which is particularly useful for psychotherapy training using standardized role-plays. To ensure good inter-rater reliabilities, it is still advisable to employ raters with at least some clinical experience. Future studies should further investigate the one- or two-factor structure of the instrument.
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Introduction

One of the main goals of psychotherapy training is to improve trainees’ skills (1, 2). In order to identify these skills and monitor their changes as recommended by several authors (3, 4), valid and reliable measurement methods are needed (5, 6). Such measurements should be suitable for a number of different training contexts, for example, for the use in role-plays with simulated patients—a training approach that is becoming increasingly important in psychotherapy training (7–11).

Role-plays are particularly appropriate for assessing “therapist competency” in the narrower sense, that is, the demonstration of therapeutic skills in controlled conditions. By contrast, the assessment of competences in real therapy sessions and of treatment delivery refers to “therapy quality” (11–14). Ottman et al. note that “the need for reliable, standardized methods to assess therapist competency prior to treating clients remains a significant gap in the literature” (p. 10). Although role-plays offer a number of benefits, such as fair competence tests and targeted training for difficult situations (8), it is not easy to evaluate those skills that only come into play during the course of therapy or against the background of a specific treatment strategy (e.g., case conceptualization, repairing relationship ruptures etc.). The measurement of competencies in role-plays is therefore either limited to very specific skills that are necessary for the particular simulated scenario (e.g., performing an exposure) or focuses on general skills that are observable across situations. These common skills are often referred to as common therapy factors and include such skills as interpersonal skills or communication (15). Consequently, most competence measures include at least one item relating to such common factors (11, 16). There is evidence emphasizing the relevance of communication skills in particular for the improvement of client outcomes in therapy (17–19). However, so far, there is a lack of reliable instruments assessing communication skills that can be applied to different role-play scenarios across situations. For example, Ottman et al. (11) found only eight studies (out of 43) that measured competencies in standardized role-plays, whereas most instruments were applied to the assessment of real therapy sessions.

For cognitive behavioral therapies (CBT), two of the most prominent competence rating scales are the Cognitive Therapy Scale (CTS) (20) and its revised version (CTS-R) (21). The CTS-R consists of 12 items, which use a comprehensive 7-point rating scale. While some items might be appropriate for assessment in role plays, such as “interpersonal effectiveness,” other items relate to overarching skills or very specific ones that are not observable in all situations, such as “agenda setting,” “homework setting,” or “conceptual integration.” In addition, the CTS and CTS-R have been criticized for having a number of limitations, for example, unclear definitions of the behavioral basis underlying each item, low content validity, item overlap, and concept overlap within items (6, 13).

Another newly developed rating instrument is the Assessment of Core CBT Skills Scale (ACCS) (22), which comprises 22 items with a 4-point anchored rating scale. The authors’ intention was to address some of the criticisms of the CTS-R, for example, by developing clearer behavioral anchors to reduce the evaluators’ room for interpretation. However, in terms of usability for competence assessment in role-plays, the measurement also includes too many situation-specific items (e.g., homework, assessing change, CBT interventions).

Both the CTS/CTS-R and ACCS have also been criticized for their time-consuming application and the costly training of raters that is needed to achieve high rating reliabilities (16, 23). However, high levels of inter-rater reliability are not always accomplished across studies (5, 11). One reason might be the varying degree of rater expertise. In line with that, Wu et al. (24) suggested that expert ratings should serve as a standard for adherence ratings. This might also be true for competence ratings. For example, Weck et al. (25) found that, while novice raters achieved satisfactory ICCs without significant differences to the ratings of experts, the concordance between expert and novice raters was only moderate. In addition, Kühne et al. (26) reported that raters with both more clinical experience and experience in using the corresponding rating scale achieved higher ICCs.

Thus, while the commonly used competence rating scales (e.g., CTS/CTS-R, ACCSS) are well validated, they also display some general limitations (i.e., heterogeneity in ICCs, high training and completion effort, high expertise level required) and specific restrictions (i.e., focus on specific CBT techniques rather than on common factors) for the application across different situations (e.g., in role-plays).

For these reasons, Kühne et al. (23) developed a competence rating scale, the Clinical Communication Skills Scale (CCSS), which is easy and quick to complete and covers basic counseling techniques. The CCSS examines basic psychotherapeutic communication skills such as, asking open-ended questions, expressing empathy, or exploring cognitions, emotions, and behaviors. It is an observation-based assessment of general and cognitive-behavioral skills in both real and simulated patient situations, and includes 37 items and a 4-point rating scale. It thereby focuses on common factors rather than specific CBT techniques. In contrast to the CTS/CTS-R and ACCS, the CCSS does not deploy a comprehensive rating scale with behavioral anchors. Instead, the items are short and behavior-based. Examples of items that demonstrate the behavior orientation are “gives the patient time to talk and to ask questions” or “summarizes interim results.”

In a sample of N = 209 lay-persons and psychology students, the CCSS revealed a unidimensional one-factor structure with an excellent internal consistency (α = 0.94). The instrument achieved moderate to high convergent validity with established rating instruments (e.g., communication item of the CTS: r = 0.59, empathy: r = 0.68) and a good differentiation between high and low levels of competence of the therapists being rated (23).

Thus, the CCSS is a promising instrument for application in training with standardized role-plays in particular. It assesses clinical communication skills which is seen not only as an important basic skill that therapists have to acquire in their training (1), but also as a common factor of most competence measurements (11) and a predictor of therapy success (19). However, the original validation of the CCSS has not yet provided inter-rater reliabilities. Furthermore, the high internal consistency justifies the reduction of the item number, which will in turn decrease the time raters need to complete the scale. Especially in contexts like research, supervision and training, shorter scales are often needed due to time restrictions. Generally, short scales are advantageous, because they ensure the representativeness of the construct of interest without content repetition (27) and do not tend to overestimate the internal consistency (28).

Consequently, the objective of this present study is to validate a short version of the CCSS (23) in the context of standardized role-plays. Furthermore, as an extension to the original study, we will calculate inter-rater reliabilities (i.e., intraclass correlations, ICCs) based on video recordings of therapists behavior in simulated therapy session segments (i.e., standardized role-plays). Finally, we evaluate the impact of rater expertise by comparing the ICCs of trained psychology students, advanced psychotherapy trainees, and licensed psychotherapists with each other.


Research questions and hypotheses

Our research questions were: (1) What are the psychometric properties of a short version of the German (CCSS-S)? (2) Do the inter-rater reliabilities for the CCSS-S differ significantly between the expertise levels of raters (i.e., psychology students, advanced psychotherapy trainees, licensed psychotherapists)?

We assumed that the one-factor structure of the original CCSS, the internal consistency, and its nomological network associations could be replicated for the CCSS-S (23). In addition, we examined the influence of rater expertise on the ICCs. Based on previous results, one would assume that expert raters achieve higher ICCs. However, previous studies were based on comprehensive rating scales (CTS) (24), ACCS (25), while the CCSS was developed to be useful without intensive training. Thus, one could also argue that there should be equivalent results between different levels of rater expertise. For this reason, we conducted an exploratory comparison of the ICCs between psychology students, advanced psychotherapy trainees, and licensed psychotherapists.




Materials and methods

We preregistered the methods and statistical analyses on the Open Science Framework1 and indicated when we deviated from the procedure described therein.


Validation procedure for the clinical communication skills scale - short version

We analyzed four data sets that have recently been collected as part of three different studies (7, 23, 29). The data sets have not been analyzed before for the purpose of validating the CCSS-S. The validation was conducted in three parts (see text footnote 1 for a detailed description). (1) Item Selection: We analyzed the original data for the CCSS (data set 1, see below) to select the best items for a short version. (2) Validation of the CCSS-S: We analyzed three additional data sets (data sets 2–4, see below) to determine the validities (i.e., construct and convergent) and reliabilities (i.e., internal consistencies, intraclass correlations) for rater-based data. (3) Exploratory analyses: We compared the intra-class-correlations (ICCs) across different rater perspectives (psychology students, advanced psychotherapy trainees, licensed psychotherapists).



Participants in the original studies

Data set 1 originates from a cross-sectional online study of which the main objective was to validate the CCSS (23). We selected the items for the CCSS-S based on an analysis of a subsample (N = 154) which evaluated the competences of a therapist in a video of a simulated therapy session (8 min). Data sets 2–4 were used for the validation of the CCSS-S. The data originate from two randomized controlled trials comparing different training methods for psychotherapists (7, 29). In each study, two trained raters watched videos of simulated therapy sessions (20 min) and evaluated the competences of N = 69 psychology students, in the roles of therapists across several measurement points. The raters were female and had different degrees of psychotherapy expertise: two licensed psychotherapists (data set 2), two psychology students (Master’s degree, data set 3), and two advanced psychotherapy trainees (data set 4). For the detailed design and sample descriptions, refer to the original studies (7, 23, 29).



Ethics approval and consent to participate

Ethical approval for the original studies was obtained from the University of Potsdam Ethics Committee with the reference numbers 9/2018 (7), 01/2019 (23), and 60/2021 (29).



Measurements

For the nomological network analysis, we examined (a) therapist competence with the German version of the Cognitive Therapy Scale (CTS) (20, 30), (b) therapist empathy with the German Empathy Scale (ES) (31), and (c) therapeutic alliance with the German Helping Alliance Questionnaire (32). All measurements are observer-based rating (ES and HAQ were originally developed as self-report instruments (33, 34), but we used the observer-based versions (for details on the measures, see Supplementary material 1).



Statistical analyses


Item selection

The process of item selection is described in more detail in the pre-registration (see text footnote 1). A group of five experts (i.e., the study authors: three licensed psychotherapists, two psychologists with advanced psychotherapy training) selected and discussed those 20 items of the CCSS that best represented “clinical communication skills” (35). Statistical properties were also considered to ensure a balance between good representation of the construct, item difficulties (20–80%), and high item-total correlations (0.40–0.70) (36). Factor loadings ranged between 0.42 (Item 14) and 0.73 (Item 13), item difficulties ranged between 70 (Item 25) and 80% (Item 15), and item-total correlations ranged between 0.39 (Item 14) and 0.68 (Item 13). Finally, we selected 14 items for the CCSS-S (see Supplementary material 2). The CCSS-S needs approximately 2 min to complete.



Validation of the clinical communication skills scale - short version

The validation included a confirmatory factor analysis, a nomological network analysis, and a determination of the internal consistency and intraclass correlations (ICCs). Except for the ICCs, the rater scores were averaged across both raters per data set. All outcome variables were analyzed using mean scores. Analyses were conducted with R (37); Version 2021.09.1 + 372), including the packages lavaan (38) and psych (39).


Structural validity


Confirmatory factor analysis

In accordance with previous data on the CCSS (23), we specified a one-factor model using robust maximum likelihood estimation, and evaluated the model fit following the standard recommendations for the CFI, RMSEA, and SRMR fit indices (40): CFI ≥ 0.95, RMSEA ≤ 0.05– ≤ 0.06, SRMR ≤ 0.05– ≤ 0.08.



Nomological network analysis

We calculated bi-variate correlations for both the CCSS and the CCSS-S with the corresponding convergent measures. In the area of therapist competence, it is not easy to identify clear convergent and discriminant measures, because professional communication, empathy, and working alliance capture unique aspects but are still considered part of therapist competence (41). As already shown by other studies (23, 42), the intercorrelation between these variables is relatively high. Also, the performance of specific CBT techniques, as captured by the more global competency scales CTS or ACSS, cannot be separated from the way they are delivered (e.g., in what way and how emphatically they are communicated). Therefore, although we consider ES and HAQ to be conceptually discriminant measures for the CCSS-S in this study, we still expect moderate to high correlations. This is also suggested by the results of other studies (43, 44). To compare the nomological networks between the CCSS and the CCSS-S, we determined vector correlations based on the quantifying construct validity procedure (45), which “quantifies the match between a set of validity correlations and a set of hypotheses regarding convergent and discriminant validity” (p. 2). We interpreted the following two indicators in order to examine the degree of correspondence between the correlations of the CCSS and CCSS-S. Higher values (i.e., > 0.79) of the indicator ralerting–CV indicate that the “degree to which the strongest (vs. weakest) predicted correlations are, in fact, the strongest (vs. weakest) actual correlations” (p. 6). In addition, higher values (i.e., > 0.71) of the indicator rcontrast–CV demonstrate “the degree to which the actual correlations are well differentiated (i.e., differ from each other) and are ordered (from high to low) in a way that parallels the predicted correlations.” (p. 7).




Reliability indices

We calculated the internal consistencies for the CCSS and CCSS-S using Cronbach’s alpha. In addition, we determined ICCs(2,2) (46) for each group of rater pairs (i.e., psychology students, advanced psychotherapy trainees, licensed psychotherapists). We interpreted values less than 0.5 as “poor,” between 0.5 and 0.75 as “moderate,” between 0.75 and 0.9 as “good,” and greater than 0.90 as “excellent” (47).




Exploratory analyses: Rater-perspective comparison of intra-class-correlations

We compared the stability of the ICCs for the CCSS-S across different expertise levels of the raters (i.e., psychology students, advanced psychotherapy trainees, licensed psychotherapists). We concluded that ICCs were largely comparable across the various levels of expertise if the 95% CIs overlapped (48, 49).




Sample size and power

The power calculations are described in detail in the pre-registration. We combined the data from the first two measurement points of data sets 2–4, leading to a sufficiently powered sample size of N = 690 competence ratings (see Supplementary material 3 for an overview of the sample sizes per data set).



Deviations from the preregistration

We differed from the original pre-registration in the following ways: (1) Before conducting the analyses, we decided to refrain from using the Authenticity of Patient Demonstrations (50) as a discriminant measurement, because it is not related to therapist behavior but to the performance of simulated patients. (2) We analyzed N = 690 instead of N = 414 videos, as indicated in the pre-registration, because therapists in data sets 2 and 3 produced two videos (instead of one) per measurement point, due to there being two different tasks in the corresponding study (7). (3) We used Finn’s r as an additional inter-rater reliability coefficient, because, during the test of pre-requisites for using ICCs, we discovered that the data were skewed. In such cases, Finn’s r for ordinal data is recommended, because it is not influenced by low variances (51, 52); interpretation according to Pearson’s correlation) (4). Due to an unexpectedly poor model fit, we decided to calculate an exploratory structural equation modeling (ESEM) in addition to a confirmatory factor analysis (CFA).




Results

The descriptive statistics and correlations for the CCSS and CCSS-S can be found in Table 1.


TABLE 1    Means, standard deviations, and correlations (N = 690).

[image: Table 1]



Factor structure

The one-factor CFA for the CCSS-S resulted in a borderline model fit, CFI = 0.90, RMSEA = 0.11, and SRMR = 0.05. Therefore, we decided to perform an additional exploratory analysis to better understand the factorial structure. We used exploratory structural equation modeling (ESEM) (53), which is intended to result in a more realistic representation of the data, because cross-loadings between items are allowed, just as in exploratory factor analysis, but not in CFA (54). To avoid bias that results from multiple analyses of the same data, we used a partly new data set for this analysis, namely the full data sets 2 and 3 including all three measurement points (N = 718 ratings; see Supplementary material 3).

Based on the procedure described by Silvestrin (55), ESEM starts with an exploratory factor analysis with oblique rotation, followed by an CFA-like model that implements cross-loadings, fixed factor variances, EFA loadings as starting points, and one anchor per factor (high loadings on one factor and low loadings on the others). The EFA yielded a two-factor solution (explained variance: Factor 1 = 22.5%, Factor 2 = 21.7%). The ESEM confirmed this structure, as indicated by an excellent model fit: CFI = 0.95, RMSEA = 0.07, and SRMR = 0.04. Factor 1 included 8 items (Supplementary material 4) with unstandardized loadings ranging from 0.39 (Item 1) to 0.84 (Item 3). This factor could be best described as Collaboration Skills. Factor 2 contained 6 items (Supplementary material 4) with loadings ranging from 0.46 (Item 4) to 0.96 (Item 5). This factor could be best described as Structuring and Exploration Skills. It is worth noting that there were relatively high cross-loadings, given that only five items loaded on their designated factor above 0.60. For example, Item 11 (“Works through content together with the patient”) in particular, had almost equal loadings on both factors (0.44 and 0.52). The two factors were significantly correlated (r = 0.67, p < 0.001). Because of the exploratory nature of this analysis, we did not use the two factors in the proceeding analyses.



Nomological network analysis

Overall, there were high correlations between the CCSS-S and the other measurements (r = 0.80–0.88; Table 1). The vector correlations were ralerting–CV = 0.80, indicating high similarity between the correlations of the original CCSS and the CCSS-S. The second vector index was very low, rcontrast–CV = 0.22, 95% CI [0.15, 0.30], p < 0.001. However, this is probably due to the restricted variance across the correlations, as we did not include discriminant measurements with low or only moderate correlations.



Reliability and rater-perspective comparison

The reliability indices are displayed in Table 2. The internal consistencies of the CCSS-S were high (> 0.90). The ICCs ranged between moderate (data set 3, students), and good (data sets 2, experts, and 4, advanced trainees). In addition to the ICCs, we calculated Finn’s r for each item of the CCSS, because as Supplementary material 5 shows, the variance of CCSS scores was restricted and the data did not follow a normal distribution (except data set 4). For the CCSS-S items, Finn’s r ranged from 0.50 to 0.94, indicating good inter-rater reliability (Supplementary material 6). Although the student raters achieved the lowest ICC scores, the confidence intervals for the ICCs overlapped with experts and advanced trainees.


TABLE 2    Inter-rater reliabilities (ICCs) across the different rater perspectives.
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Discussion

The purpose of the study was to validate the short version of the CCSS (23), the CCSS-S, which is an observer-based rating scale for the assessment of basic therapist skills, with a focus on communication. We pursued a transparent and structured approach to selecting appropriate items for the CCSS-S, following recommendations for constructing short scales (35). By analyzing a sufficiently large sample size (i.e., N = 690 video-based ratings of simulated therapy sessions), the results show that the CCSS-S is a feasible short scale that demonstrates comparable reliabilities and validity with the original scale.

The convergent correlations with other competence measurements (i.e., CTS, HAQ, ES) were high (rs > 0.86–0.89). The values demonstrate that each measurement can be subsumed under the construct of “therapist competence,” but still assesses certain unique aspects. While the HAQ focuses on the trusting relationship between patient and therapist, the ES focuses even more on the expression of empathy by the therapist. The CCSS-S also partially captures variables of empathy and therapeutic collaboration, for example with items such as “reacts with empathy to the feelings of the patient” and “works through the content together with the patient.” Similarly, the CTS includes items for assessing the alliance and empathy (i.e., interpersonal effectiveness), and also communication skills (i.e., guided discovery, clarity of communication, use of summaries). The high correlations among those measurements are in line with a recent meta-analysis of 53 studies, which found that the therapeutic alliance was significantly associated with therapist empathy (r = 0.50) (41). Furthermore, a longitudinal study demonstrated that the use of common factor skills, such as active listening, are associated with higher ratings of the alliance, and vice versa (56). Nevertheless, the description of the nomological network of “therapist competence” deserves further investigation, especially with regard to the discriminant variables. It has not yet been conclusively clarified whether different measurements with different competence foci are necessary, or whether it is simply very likely that competent therapists generally achieve high scores on different competence aspects [e.g., (16)].

The internal consistency of the CCSS-S (α = 0.91–95) was excellent and the inter-rater reliabilities in this study ranged between moderate to good [i.e., ICC(2,2) = 0.65–0.80 at mean level, Finn’s r: 0.50–0.94 at item level]. In general, inter-rater reliabilities are lower when the variance of ratings is restricted (51), which was the case in the sample of this study. One explanation for this could be the standardized setting, in which the tasks for all participants were the same (e.g., in the student and expert rater data sets), the participants were mostly therapy beginners and thus had a similar skills level. In addition, raters were encouraged to consider the background knowledge of the participants. Future studies should examine the inter-rater reliabilities of the CCSS-S in real clinical situations, where a higher variance in skills can be expected.

One aim of the development of the instrument was not to afford a comprehensive rater training, because the items are behavior-based (23). Although the CCSS-S is in fact easy to administer, it might not be completely independent of the rater’s expertise. The ICCs between the different raters were comparable (as judged by their overlapping confidence intervals), however, the absolute ICCs were somewhat lower for the student raters. Future studies need to investigate this difference further. At the moment, it seems advisable to apply raters with at least some clinical experience to achieve good inter-rater reliabilities. However, if personal resources are limited, student raters are also a feasible option. In this case, close monitoring and additional training can improve the inter-rater reliabilities (57). This includes a shared understanding of the items and how to interpret behavioral indicators. All raters should be taught that competent communication involves a structured conversation in which one remains non-judgmental, speaks clearly and understandably, and works with the patient rather than giving him or her instructions.

Although the exploratory factor analysis of the original scale suggested a simple one factor model (23), the model fit of the CFA for the CCSS-S in this study was rather weak. It is quite likely that the restricted variance in the scores might have contributed to rather poor fit indices of the CFA. For this reason, we conducted an additional ESEM, resulting in a two-factor solution that represented the data very well. The two factors were labeled Collaboration Skills and Structuring/Exploration Skills. Such subscales are generally in line with other research conceptualizing CBT as an interplay between techniques and relationship skills [e.g., (58)]. Also, in analyzing the structure of the CTS, several authors suggested distinguishing similar factors, among others, that refer to structuring skills (e.g., agenda setting) and relationship skills [e.g., communication skills; (16, 59)]. However, the cross-loadings in the ESEM model were still relatively high for many items compared to the factor loadings. On the one hand, this might call into question the differentiation between the factors obtained. On the other hand, those cross loadings might simply display the conceptually logical interplay between most therapist skills; and ESEM models might thus be particularly useful to apply in the field of therapist competence. For example, therapists can’t structure the session without working collaboratively with patients. Therefore, only few items are unique indicators of the factors (i.e., Items 3, 10, and 14, giving time to speak, empathy, and clarifying as indicators of Collaboration; Items 5 and 6, summarizing and logic running through as indicators of Structuring and Exploration), whereas most skills have cross loading. Overall, the analysis of a more diverse therapist sample is desirable, before drawing final conclusions about the most appropriate factor structure of clinical communication skills as assessed with the CCSS-S.


Limitations

The most important limitation is dependency within the data sets. To achieve the necessary power, we combined data from different studies and measurement points, some of which were based on assessment of the same participants (e.g., licensed psychotherapists in data set 2 and psychology students in data set 3 assessed the same participants). Although this procedure might bias the results, we are confident that the general correlational patterns will not be affected, because each video that is rated presents a new therapeutic situation. Thus, the factor structure of the CCSS-S and its correlations with other rating scales should not change. However, future research is needed to confirm the results obtained from this study with a larger data set of independent ratings. Another limitation is the lack of a suitable discriminant measurement to fully establish the validity of the CCSS-S. Future studies might include variables such as treatment adherence or behavior-based ratings of personality traits, such as extraversion (23). Fourth, the current validation relates to competence assessment in standardized role-play scenarios. Even though the authors of the original studies achieved a high level of authenticity in patient presentations, as measured via the rating scale for authentic patient demonstration (50), future studies should expand the validation and application of the CCSS-S to real therapy situations. Finally, measurements for alliance skills and empathy were based on scales that were originally used as self-reports, but observer-based versions are also available (32). Future studies should examine the convergent validities of the CCSS-S when it is also used as a self-report instrument, for example, when trainees are asked to self-assess their skills.



Implications for training and research

The CCSS-S can be used for education and training purposes, and also in competence research. In the context of training, role plays are particularly suitable for assessing the communication skills of beginners using the CCSS-S. Our results suggest that advanced raters achieve higher levels of inter-rater reliabilities. However, given time and financial resources, it also seems appropriate to use student or peer raters to gain an impression of trainees’ skills. Nevertheless, all participants should familiarize themselves in advance, with the items of the scale. The CCSS-S might also be used as a self-assessment and reflection tool (29, 60). This way, the progress of trainees, their strengths and weaknesses in professional communication, could be monitored efficiently, for example, during the supervision process (3). There is also a growing interest in developing practical exams in which trainees demonstrate their skills in standardized role-plays, for example, the objective structured clinical examination (OSCE) is quite common in medical education (61). Although the CCSS-S has not yet been tested for creating summative assessments, we are confident that the scale can also be used for this purpose.

In addition to its application in education, we believe that the CCSS-S is also a useful tool for research, for example, as an efficient tool in longitudinal studies on therapist development. However, since reliability is particularly crucial for research purposes, we recommend the use of advanced raters over student raters. The training of these raters should follow the common recommendations for achieving high inter-rater reliabilities (57). Furthermore, the question of optimal training time is worth studying. The CCSS-S would prove particularly valuable if the time required not only to complete the scale but also to train raters could be reduced. This is also important for rater selection. For example, it might be reasonable to select clinically less experienced trainers who require more intensive training but are more affordable. In contrast, for some research questions, it might be important to use clinical experts as raters, who are more expensive but require less training effort to apply the CCSS-S.

Another important task for the field of competence research is the examination of associations between competence and patient outcomes. In their systematic review, Ottman et al. (11) noted that a positive relationship between competency and client outcomes was more prominent when common therapy factors (e.g., empathy) were used, in comparison to the assessment of specific CBT skills. Thus, future studies might also examine the associations between CCSS-S scores and client outcomes. In general, the next step for the research of competence assessment will be the application of the CCSS-S in real world conditions, that is, in real therapy situations (13). In addition, although the CCSS-S was developed as an instrument for general counseling and CBT skills (23), suitability for non-CBT contexts (e.g., psychodynamic therapies, acceptance, and commitment therapy) needs to be explored. Finally, the CCSS-S might also help in gaining a deeper understanding of deviations between self-reports and observer-based judgments (62).




Conclusion

All in all, the CCSS-S is particularly useful for psychotherapy training using standardized role-plays, or general situations in which (a) general skills with a focus on communication skills are of interest, independent of specific CBT techniques, (b) when time resources are limited, and (c) when segments of therapy sessions should be evaluated. To ensure good inter-rater reliabilities for research contexts, we recommend employing raters with at least some clinical experience. For other contexts, such as peer evaluations, student raters achieve sufficient inter-rater reliabilities.



Data availability statement

The original contributions presented in the study are included in the article, further inquiries can be directed to the corresponding author/s. The scripts of analysis are available at osf.io/xbeqa.



Ethics statement

The studies involving human participants were reviewed and approved by the University of Potsdam Ethics Committee. The patients/participants provided their written informed consent to participate in this study.



Author contributions

UM, FK, and FW conceived the study. UM wrote the study protocol and was responsible for the data analysis and for drafting the manuscript. All authors initiated and implemented the design, read, and agreed to the final manuscript.



Funding

This original study for data sets 2 and 3 was funded by the German Research Foundation (DFG; postmaster@dfg.de) to FW (PI, WE 4654/10-1) and FK (PI, KU 3790/2-1). Deutsche Forschungsgemeinschaft (DFG, German Research Foundation, Open Access Publication Fund) - project number: 491466077 to UM.



Acknowledgments

We thank Brian Bloch for editing the English version.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyt.2022.977324/full#supplementary-material



Footnotes

1     osf.io/xbeqa/?view_only=472979200d964de081ce45b141fd04f0



References

1. Hill CE, Spiegel SB, Hoffman MA, Kivlighan DM, Gelso CJ. Therapist expertise in psychotherapy revisited. Counsel Psychol. (2017) 45:7–53. doi: 10.1177/0011000016641192

2. Weck F, Kaufmann YM, Witthöft M. Topics and techniques in clinical supervision in psychotherapy training. Cogn Behav Ther. (2017) 10:E3. doi: 10.1017/S1754470X17000046

3. Falender CA, Shafranske EP. Competence in competency-based supervision practice: construct and application. Profess Psychol Res Pract. (2007) 38:232–40. doi: 10.1037/0735-7028.38.3.232

4. Milne DL, Reiser RP. A Manual for Evidence-Based CBT Supervision. Hoboken, NJ: John Wiley & Sons (2017). doi: 10.1002/9781119030799

5. Kühne F, Meister R, Maaß U, Paunov T, Weck F. How reliable are therapeutic competence ratings? Results of a systematic review and meta-analysis. Cogn Ther Res. (2019) 44:241–57. doi: 10.1007/s10608-019-10056-5

6. Schmidt ID. Revisiting how we assess therapist competence in cognitive therapy. Cogn Ther Res. (2018) 42:369–84. doi: 10.1007/s10608-018-9908-7

7. Kühne F, Heinze PE, Weck F. Standardized patients in psychotherapy training and clinical supervision: study protocol for a randomized controlled trial. Trials. (2020) 21:276. doi: 10.1186/s13063-020-4172-z

8. Kühne F, Maaß U, Weck F. Standardized patients in clinical psychology: from research to practice. Verhaltenstherapie. (2021) 31:152–160. doi: 10.1159/000510049

9. Lane C, Rollnick S. The use of simulated patients and role-play in communication skills training: a review of the literature to August 2005. Pat Educ Counsel. (2007) 67:13–20. doi: 10.1016/j.pec.2007.02.011

10. Nikendei C, Bents H, Dinger U, Huber J, Schmid C, Montan I, et al. Erwartungen psychologischer psychotherapeuten zu Beginn ihrer Ausbildung: qualitative Interviewstudie mit Vergleich von Verhaltens- und tiefenpsychologisch fundierter Psychotherapie [Expectations of psychological psychotherapists at the beginning of training. Qualitative interview study with comparison of behavioral and depth psychology-based psychotherapy]. Psychotherapeut. (2018) 63:445–57. doi: 10.1007/s00278-018-0312-2

11. Ottman KE, Kohrt BA, Pedersen GA, Schafer A. Use of role plays to assess therapist competency and its association with client outcomes in psychological interventions: a scoping review and competency research agenda. Behav Res Ther. (2020) 130:103531. doi: 10.1016/j.brat.2019.103531

12. Fairburn CG, Cooper Z. Therapist competence, therapy quality, and therapist training. Behav Res Ther. (2011) 49:373–8. doi: 10.1016/j.brat.2011.03.005

13. Muse K, McManus F. A systematic review of methods for assessing competence in cognitive–behavioural therapy. Clin Psychol Rev. (2013) 33:484–99. doi: 10.1016/j.cpr.2013.01.010

14. Sharpless BA, Barber JP. A conceptual and empirical review of the meaning, measurement, development, and teaching of intervention competence in clinical psychology. Clin Psychol Rev. (2009) 29:47–56. doi: 10.1016/j.cpr.2008.09.008

15. Cuijpers P, Reijnders M, Huibers MJH. The role of common factors in psychotherapy outcomes. Annu Rev Clin Psychol. (2019) 15:207–31. doi: 10.1146/annurev-clinpsy-050718-095424

16. Alfonsson S, Karvelas G, Linde J, Beckman M. A new short version of the cognitive therapy scale revised (CTSR-4): preliminary psychometric evaluation. BMC Psychol. (2022) 10:21. doi: 10.1186/s40359-022-00730-x

17. Anderson T, Ogles BM, Patterson CL, Lambert MJ, Vermeersch DA. Therapist effects: facilitative interpersonal skills as a predictor of therapist success. J Clin Psychol. (2009) 65:755–68. doi: 10.1002/jclp.20583

18. Elliott R, Bohart AC, Watson JC, Murphy D. Therapist empathy and client outcome: an updated meta-analysis. Psychotherapy. (2018) 55:399–410. doi: 10.1037/pst0000175

19. Schöttke H, Flückiger C, Goldberg SB, Eversmann J, Lange J. Predicting psychotherapy outcome based on therapist interpersonal skills: a five-year longitudinal study of a therapist assessment protocol. Psychother Res. (2017) 27:642–52. doi: 10.1080/10503307.2015.1125546

20. Young J, Beck AT. Cognitive Therapy Scale. Rating Manual. Philadelphia, PA: Center for Cognitive Therapy (1980). doi: 10.1037/t00834-000

21. Blackburn IM, James IA, Milne DL, Baker C, Standart S, Garland A, et al. The revised cognitive therapy scale (CTS-R): psychometric properties. Behav Cogn Psychother. (2001) 29:431–46. doi: 10.1017/S1352465801004040

22. Muse K, McManus F, Rakovshik S, Thwaites R. Development and psychometric evaluation of the assessment of core CBT skills (ACCS): an observation-based tool for assessing cognitive behavioral therapy competence. Psychol Assess. (2017) 29:542–55. doi: 10.1037/pas0000372

23. Kühne F, Heinze PE, Maass U, Ay-Bryson DS, Weck F. Development of a Brief Scale for Assessing Basic Cognitive- Behavioural Skills. Zeitschrift für Klinische Psychologie und Psychotherapie (2021). doi: 10.1026/1616-3443/a000623

24. Wu SM, Whiteside U, Neighbors C. Differences in inter-rater reliability and accuracy for a treatment adherence scale. Cogn Behav Ther. (2007) 36:230–9. doi: 10.1080/16506070701584367

25. Weck F, Hilling C, Schermelleh-Engel K, Rudari V, Stangier U. Reliability of adherence and competence assessment in cognitive behavioral therapy: influence of clinical experience. J Nerv Ment Dis. (2011) 199:276–9. doi: 10.1097/NMD.0b013e3182124617

26. Kühne F, Lacki FJ, Muse K, Weck F. Strengthening competence of therapists-in-training in the treatment of health anxiety (hypochondriasis): validation of the Assessment of Core CBT Skills (ACCS). Clin Psychol Psychother. (2019) 26:319–27. doi: 10.1002/cpp.2353

27. Rammstedt B, Beierlein C. Can’t we make it any shorter? The limits of personality assessment and ways to overcome them. J Ind Differ. (2014) 35:212–20. doi: 10.1027/1614-0001/a000141

28. Cortina JM. What is coefficient alpha? An examination of theory and applications. J Appl Psychol. (1993) 78:98–104. doi: 10.1037/0021-9010.78.1.98

29. Maaß U, Kühne F, Ay-Bryson DS, Heinze PE, Weck F. Live Supervision for Novices in Cognitive-Behavior Therapy: A Randomized Controlled Trial. [Internet]. Potsdam: University of Potsdam (2021).

30. Weck F, Hautzinger M, Heidenreich T, Stangier U. Erfassung psychotherapeutischer kompetenzen: validierung einer deutschsprachigen version der cognitive therapy scale [Assessing psychotherapeutic competencies: validation of a German version of the cognitive therapy scale]. Zeitschr Klin Psychol Psychother. (2010) 39:244–50. doi: 10.1026/1616-3443/a000055

31. Partschefeld E, Strauß B, Geyer M, Philipp S. Simulationspatienten in der psychotherapieausbildung: evaluation eines Lehrkonzepts zur Entwicklung therapeutischer Fertigkeiten [Simulated patients in psychotherapy training: evaluation of a teaching concept for development of therapeutic skills]. Psychotherapeut. (2013) 58:438–45. doi: 10.1007/s00278-013-1002-8

32. Richtberg S, Jakob M, Höfling V, Weck F. Assessment of patient interpersonal behavior: development and validation of a rating scale. Psychother Res. (2016) 26:106–19. doi: 10.1080/10503307.2014.947391

33. Luborsky L. Principles of Psychoanalytic Psychotherapy. Manual for Supportive-Expressive Psychotherapy. New York, NY: Basic Books (1984).

34. Persons JB, Burns DD. Mechanisms of action of cognitive therapy: the relative contributions of technical and interpersonal interventions. Cogn Ther Res. (1985) 9:539–51. doi: 10.1007/BF01173007

35. Ziegler M, Kemper CJ, Kruyen P. Short scales – five misunderstandings and ways to overcome them. J Ind Differ. (2014) 35:185–9. doi: 10.1027/1614-0001/a000148

36. Moosbrugger H, Kelava A. Testtheorie und Fragebogenkonstruktion. 3rd ed. Heidelberg: Springer (2020). doi: 10.1007/978-3-662-61532-4

37. RStudio Team. RStudio: Integrated Development for R [Internet]. Boston, MA: R. RStudio, Inc (2015).

38. Rosseel Y. lavaan: an R package for structural equation modeling. J Stat Softw. (2012) 48:1–36. doi: 10.18637/jss.v048.i02

39. Revelle W. psych: Procedures for Personality and Psychological Research [Internet]. Evanston, IL: Northwestern University (2021).

40. Hu L, Bentler PM. Cutoff criteria for fit indexes in covariance structure analysis: conventional criteria versus new alternatives. Struct Equ Model. (1999) 6:1–55. doi: 10.1080/10705519909540118

41. Weck F. Psychotherapeutische Kompetenzen: Theorien, Erfassung, Förderung [Psychotherapeutic Competencies: Theories, Assessment, Promotion]. Heidelberg: SpringerMedizin (2013). 168 p.

42. Kühne F, Fauth H, Ay-Bryson DS, Visser LNC, Weck F. Communicating the diagnosis of cancer or depression: results of a randomized controlled online study using video vignettes. Cancer Med. (2021) 10:9012–21. doi: 10.1002/cam4.4396

43. Nienhuis JB, Owen J, Valentine JC, Winkeljohn Black S, Halford TC, Parazak SE, et al. Therapeutic alliance, empathy, and genuineness in individual adult psychotherapy: a meta-analytic review. Psychother Res. (2018) 28:593–605. doi: 10.1080/10503307.2016.1204023

44. Pinto RZ, Ferreira ML, Oliveira VC, Franco MR, Adams R, Maher CG, et al. Patient-centred communication is associated with positive therapeutic alliance: a systematic review. J Physiother. (2012) 58:77–87. doi: 10.1016/S1836-9553(12)70087-5

45. Furr RM, Heuckeroth S. The “quantifying construct validity” procedure: its role, value, interpretations, and computation. Assessment. (2019) 26:555–66. doi: 10.1177/1073191118820638

46. Shrout PE, Fleiss JL. Intraclass correlations: uses in assessing rater reliability. Psychol Bull. (1979) 86:420–8. doi: 10.1037/0033-2909.86.2.420

47. Koo TK, Li MY. A guideline of selecting and reporting intraclass correlation coefficients for reliability research. J Chiropract Med. (2016) 15:155–63. doi: 10.1016/j.jcm.2016.02.012

48. Lu L, Shara N. Reliability analysis: calculate and compare intraclass correlation coefficients (ICC) in SAS§. Proceedings of the SAS Conference Proceedings Northeast SAS Users Group (NESUG). (Vol. 4), Baltimore, MD: (2007).

49. Stolarova M, Wolf C, Rinker T, Brielmann A. How to assess and compare inter-rater reliability, agreement and correlation of ratings: an exemplary analysis of mother-father and parent-teacher expressive vocabulary rating pairs. Front Psychol. (2014) 5:509. doi: 10.3389/fpsyg.2014.00509

50. Ay-Bryson DS, Weck F, Kühne F. Can simulated patient encounters appear authentic? Development and pilot results of a rating instrument based on the portrayal of depressive patients. Train Educ Profess Psychol. (2022) 16:20–7. doi: 10.1037/tep0000349

51. Tinsley HEA, Weiss DJ. Interrater reliability and agreement. In: Tinsley HEA, Brown SD editors. Handbook of Applied Multivariate Statistics and Mathematical Modeling. Cambridge, MA: Academic Press (2000). p. 95–124. doi: 10.1016/B978-012691360-6/50005-7

52. Whitehurst GJ. Interrater agreement for journal manuscript reviews. Am Psychol. (1984) 39:22–8. doi: 10.1037/0003-066X.39.1.22

53. Asparouhov T, Muthén B. Exploratory structural equation modeling. Struct Equat Model Multidiscip J. (2009) 16:397–438. doi: 10.1080/10705510903008204

54. Marsh HW, Morin AJS, Parker PD, Kaur G. Exploratory structural equation modeling: an integration of the best features of exploratory and confirmatory factor analysis. Annu Rev Clin Psychol. (2014) 10:85–110. doi: 10.1146/annurev-clinpsy-032813-153700

55. Silvestrin M. Exploratory Structural Equation Modeling in R. (2020). Available online at: https://msilvestrin.me/post/esem/ (accessed March 24, 2022).

56. Solomonov N, McCarthy KS, Keefe JR, Gorman BS, Blanchard M, Barber JP. Fluctuations in alliance and use of techniques over time: a bidirectional relation between use of “common factors” techniques and the development of the working alliance. Clin Psychol Psychother. (2018) 25:102–11. doi: 10.1002/cpp.2143

57. Wirtz M. Bestimmung der Güte von beurteilereinschätzungen mittels der Intraklassenkorrelation und verbesserung von beurteilereinschätzungen [Determining the quality of rater judgements using intraclass correlation, and enhancing rater judgements]. Die Rehabil. (2004) 43:384–9. doi: 10.1055/s-2003-814935

58. Holtforth MG, Castonguay LG. Relationship and techniques in cognitive-behavioral therapy–a motivational approach. Psychother Theory Res Pract Train. (2005) 42:443–55. doi: 10.1037/0033-3204.42.4.443

59. Goldberg SB, Baldwin SA, Merced K, Caperton DD, Imel ZE, Atkins DC, et al. The structure of competence: evaluating the factor structure of the cognitive therapy rating scale. Behav Ther. (2020) 51:113–22. doi: 10.1016/j.beth.2019.05.008

60. Bennett-Levy J, Lee NK. Self-practice and self-reflection in cognitive behaviour therapy training: what factors influence trainees’ engagement and experience of benefit? Behav Cogn Psychother. (2014) 42:48–64. doi: 10.1017/S1352465812000781

61. Cömert M, Zill JM, Christalle E, Dirmaier J, Härter M, Scholl I. Assessing communication skills of medical students in objective structured clinical examinations (OSCE) - a systematic review of rating scales. Hills RK, editor. PLoS One. (2016) 11:e0152717. doi: 10.1371/journal.pone.0152717

62. Caron E, Muggeo MA, Souer HR, Pella JE, Ginsburg GS. Concordance between clinician, supervisor and observer ratings of therapeutic competence in CBT and treatment as usual: does clinician competence or supervisor session observation improve agreement? Behav Cogn Psychother. (2020) 48:350–63. doi: 10.1017/S1352465819000699



OPS/images/cross.jpg
@ Check for updates.





OPS/xhtml/nav.xhtml




Contents





		Cover



		The concise measurement of clinical communication skills: Validation of a short scale



		Introduction



		Research questions and hypotheses









		Materials and methods



		Validation procedure for the clinical communication skills scale - short version



		Participants in the original studies



		Ethics approval and consent to participate



		Measurements



		Statistical analyses



		Item selection



		Validation of the clinical communication skills scale - short version



		Structural validity



		Confirmatory factor analysis



		Nomological network analysis









		Reliability indices









		Exploratory analyses: Rater-perspective comparison of intra-class-correlations









		Sample size and power



		Deviations from the preregistration









		Results



		Factor structure



		Nomological network analysis



		Reliability and rater-perspective comparison









		Discussion



		Limitations



		Implications for training and research









		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		Supplementary Material



		Footnotes



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Psychiatry

The concise measurement
of clinical communication skills:
Validation of a short scale












OPS/images/logo.jpg
’ frontiers ‘ Frontiers in Psychiatry







OPS/images/fpsyt-13-977324-t001.jpg
Variable

1.CCSS
2.CCSS-S
3.CTS
4.HAQ
5.ES®

M

2/93
2.88
2.55
3.20
3.35

SD

0.44
0.47
0.87
0.71
0.41

0.97 (0.97,0.98)
0.82 (0.80, 0.85)
0.89 (0.87, 0.90)
0.82(0.79, 0.84)

0.86 (0.84, 0.88)
0.88 (0.86, 0.90)
0.80 (0.7, 0.83)

0.82 (0.80, 0.85) -
0.65 (0.60, 0.70) 0.82(0.79, 0.85)

CCSS, Clinical Communication Skills Scale (original version); CCSS-S, Clinical Communication Skills Scale Short Version; CTS, Cognitive Therapy Scale; HAQ, Helping Alliance
Questionnaire; ES, Empathy Scale; Values in brackets indicate the 95% confidence interval for each correlation. All values are significant at p < 0.001. “7 = 586 due to missing values.





OPS/images/fpsyt-13-977324-t002.jpg
Rater

Students®

Advanced Trainees®

Experts®

9N =276,"N = 138.

CCSS

ICCq,2)

0.70
0.80
0.78

95% CI

(0.8, 0.78)
(0.65, 0.88)
(0.71, 0.83)

0.95
0.95
0.97

ICCq,2)

0.65
0.77
0.75

95% CI

(0.51,0.74)
(0.65, 0.85)
(0.69,0.81)

0.92
0.91
0.95





