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Einleitung 1

1. Einleitung

Welche Faktoren beeinflussen das Ergebnis einer Psychotherapie? Diese Frage ist bisher
nicht eindeutig beantwortbar und auch Teil des ,Schulenstreits® verschiedener therapeuti-
scher Orientierungen. Als Anndherung an eine Antwort hat sich eine Schatzung der fir den
Therapieerfolg relevanten Faktoren, basierend auf den Arbeiten von Wampold (2001) und
Lambert (2013), etabliert. Demnach verteilt sich der Anteil verschiedener Faktoren an der
Ergebnisvarianz wie folgt: 4-15% Erwartungen des Patienten, 40-80% Erfahrungen auler-
halb der Therapie, 0-15% therapeutische Techniken und 0-30% allgemeine Wirkfaktoren.
Unter diese allgemeinen Wirkfaktoren werden u.a. die therapeutische Beziehung (0-5%), die
Person des Therapeuten' (0-5%) und Allegiance (0-10%) subsummiert. Der Fokus der Psy-
chotherapieforschung lag in den letzten Jahren primar auf der Analyse der Wirksamkeit ver-
schiedener therapeutischer Techniken, die nach der obigen Schatzung etwa 15% der Ergeb-
nisvarianz erklaren. Fairburn und Cooper (2011) sprechen hier sogar von einer ,era of
enthusiasm for evidence-based psychological treatments® (Fairburn & Cooper, 2011, S. 373).
Innerhalb dieser Forschung wurde der Therapeut meist als Stdrvariable angesehen (Beutler
et al., 2004). Wahrend somit die Frage der Effektivitat verschiedener Interventionen einer-
seits relativ gut erforscht ist, gibt es andererseits deutlich weniger empirisch fundierte Er-
kenntnisse zur Person des Therapeuten, seinen personlichen Charakteristika und seiner
therapeutischen Kompetenz. In der sechsten Auflage des Standardwerks Bergin and Gar-
field’s Handbook of Psychotherapy and Behavior Change aus dem Jahr 2013 (Lambert)
wurde auf eine Aktualisierung des Kapitels , Therapist Variables* zum Zusammenhang zwi-
schen Therapeutenvariablen und Therapieergebnis vorheriger Ausgaben (Beutler et al.,
2004; Beutler, Machado, & Neufeldt, 1994) verzichtet, da es nach Ansicht der Autoren keine
neuen Publikationen mit einschlagigen neuen Erkenntnissen gegeben hatte (Baldwin & Imel,
2013). Dies ist eine Entwicklung, die Beutler et al. bereits 2004 anmahnten, nachdem sie ein

nachlassendes Forschungsinteresse beobachtet hatten.

Grundlage flr empirische Forschung zur Person des Therapeuten, seinen Kompetenzen
und personlichen Eigenschaften sind das Vorhandensein einer Definition sowie eines theore-
tischen Modells therapeutischer Kompetenzen, das auch persénliche Charakteristika des
Therapeuten berlicksichtigt. Darlber hinaus sind Messinstrumente zur Erfassung dieser
Kompetenz aus verschiedenen Perspektiven nétig, die auf den gleichen theoretischen An-

nahmen beruhen, so dass eine Vergleichbarkeit mdglich ist. Zum gegenwartigen Stand feh-

1 N . .
Hinweis zur Gender-Formulierung: Bei allen Bezeichnungen, die auf Personen bezogen sind, meint die gewahlte Formulierung beide
Geschlechter, auch wenn aus Griinden der leichteren Lesbarkeit die mannliche Form steht.
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len sowohl eine allgemein akzeptierte Definition als auch ein theoretisches Modell sowie ge-

eignete Messinstrumente zur multi-perspektivischen Erfassung therapeutischer Kompetenz.

Die vorliegende Dissertation besteht aus drei Teilstudien, die in einem forschungslogi-
schen Zusammenhang gestellt und erortert werden. In einem ersten Schritt wurde ein Drei-
Ebenen-Modell therapeutischer Kompetenz entwickelt. Es enthalt neben therapeutischen
Kompetenzen auch persdnliche Dispositionen des Therapeuten, fir die ein Zusammenhang
mit therapeutischer Kompetenz diskutiert wird. Dieses Arbeitsmodell wurde als theoretische
Grundlage fur die empirische Erfassung therapeutischer Kompetenzen konzipiert. Zentral ist
dabei die Mdglichkeit, auf seiner Basis einzelne Kompetenzen operationalisieren zu kénnen.
Das Modell diente zur Entwicklung von Messinstrumenten fur verschiedene Perspektiven,
die im Rahmen dieser Dissertation als zweite Studie vorgestellt und in ihrer psychometri-

schen Gute diskutiert werden.

Eine reliable und valide Erfassung stellt die Grundvoraussetzung daflr dar, dass Entwick-
lung und Erwerb therapeutischer Kompetenz sowie ihre Trainierbarkeit untersucht werden
kénnen. Fir die vorliegende Dissertation steht dabei die Frage im Fokus, welche therapeuti-
schen Basiskompetenzen studentischen Novizen-Therapeuten bereits im Kontext der uni-
versitdren Ausbildung vermittelt werden kénnen. Als Annahrung an die Frage der Trainier-
barkeit dieser therapeutischen Basiskompetenzen wurde im Rahmen der dritten Studie die
Effektivitat eines universitaren Ausbildungsprogrammes fir studentische Therapeuten zur Re-
duktion der Stressbelastung studentischer Klienten untersucht. Des Weiteren wurde der Zu-
sammenhang zwischen dem Beratungsergebnis und persénlichen Charakteristika der stu-
dentischen Therapeuten analysiert. Diese Untersuchung stellt dabei einen ersten Schritt der
empirischen Uberpriifung der im Drei-Ebenen-Modell therapeutischer Kompetenz postulier-

ten Dispositionen dar.
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2. Theoretischer Hintergrund

2.1 Therapeutenvariablen

Wie bereits beschrieben, wird der Anteil des Therapeuten an der Ergebnisvarianz von
Psychotherapien auf etwa 5% geschatzt (Baldwin & Imel, 2013). Bislang gibt es nur wenig
empirische Forschung dazu, welche Aspekte der therapeutischen Kompetenz und welche
glnstigen sowie unginstigen Therapeutenmerkmale diese 5% ausmachen. Betrachtet man
die Entwicklung der Forschung zu Therapeutenmerkmalen, so findet sich eine Haufung an
meist naturalistischen Studien und theoretischen Publikationen im Zeitraum der 1970er bis
frihen 90er Jahre (z.B. Guy, 1987; Purton, 1991), wobei die wenigen empirischen, meist
naturalistischen Studien haufig einen psychodynamischen Hintergrund haben (z.B. Henry,
1993).

Die Arbeitsgruppe um Larry E. Beutler entwickelte 1992 basierend auf den Erkenntnissen
dieser Zeit eine Taxonomie von Therapeutenvariablen. Die Therapeutencharakteristika sind
in vier Quadranten eingeordnet, die sich aus den beiden Dimensionen objektive/subjektive
Charakteristika und situationsiibergreifender/therapiespezifischer Qualitadten bilden (Beutler
et al., 2004; 1994) (siehe Abbildung 1). Die beiden Pole der ersten Dimension wurden spater
in beobachtbare (observable) versus zu erschlieliende (inferred) Charakteristika umbenannt
(Beutler et al., 2004). Die vorherige Bezeichnung subjektiv habe nach Angaben der Autoren
den Eindruck vermittelt, dass diese ausschlieRlich basierend auf dem therapeutischen
Selbstbericht erfasst werden konnten. Um aber zu verdeutlichen, dass durchaus eine Erfas-
sung basierend auf externen Beurteilungen (z.B. von Persénlichkeitseigenschaften) moéglich

ist, wurde der Pol in zu erschlieBend (inferred) umbenannt.
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Objective
characteristics
- observable-
* Age * Therapists background
¢ Sex * Therapeutic styles
* Ethnicity * Therapeuticinterventions
Cross- Therapy-
Situational Specific
Traits States
* Personality and coping * Therapeutic selationships
patterns * Socialinfluence attributes
* Emotional well-beeing « Expectations
* Values, attitudes, and beliefs * Therapeutic philosophy orientation
* Cultural attitudes

Subjective
Characteristics
-inferred-

Abbildung 1: Taxonomie von Therapeutenvariablen (Beutler et al., 2004; 1994)

Die Taxonomie differenziert somit zwischen objektiven Eigenschaften und solchen, die
erschlossen werden sowie zwischen situationstbergreifenden Traits und therapiespezifi-
schen States. Die situationsiibergreifenden Traits werden als stabil und nicht bewusst veran-
derbar beschrieben, die therapiespezifischen States hingegen als systematisch durch Trai-
ning veranderbar. Beutler et al. (2004; 1994) ordnen dem ersten Quadranten der beobach-
tbaren Traits demographische Charakteristika des Therapeuten wie Alter, Geschlecht und
Ethnizitat zu. Dem Quadranten der beobachtbaren States werden sowohl die Ausbildung des
Therapeuten, seine Erfahrung, Fertigkeiten und konkreten Interventionen sowie sein Interak-
tionsverhalten zugeordnet. Der dritte Quadrant der zu erschlieenden Traits umfasst situati-
onsubergreifende Persdnlichkeitsmerkmale, Werte und Einstellungen des Therapeuten. Der
vierte Quadrant der zu erschlieRenden States beinhaltet fiir den therapeutischen Kontakt
relevante Aspekte wie die Einstellungen und Erwartungen des Therapeuten, seine Art der

Beziehungsgestaltung und sein schulenspezifisches Behandlungsmodell.

Insgesamt sind die Arbeiten der Arbeitsgruppe um Larry E. Beutler und die Erstellung der
Taxonomie von Therapeutenvariablen (Beutler et al., 2004; 1994) von grolier Wichtigkeit fir
die Psychotherapieforschung. Die Formulierung der den Quadranten zugeordneten Thera-
peutenvariablen ist jedoch auf einem Komplexitatsniveau, das die Operationalisierung fur die
empirische Forschung erschwert. Diese praktische Operationalisierbarkeit ist jedoch zentral
fur die Erforschung und empirische Uberpriifung der postulierten Therapeutenvariablen. Die
Taxonomie von Therapeutenvariablen (Beutler et al., 2004; 1994) hat in der Entwicklung des
Drei-Ebenen-Modells therapeutischer Kompetenz (siehe Kapitel 4) Bertcksichtigung gefun-

den. Die in diesem Model aufgefihrte Ebene Dispositionen soll beispielsweise eine prakti-
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sche Operationalisierbarkeit des dritten Quadranten der zu schlussfolgernden Traits erlau-
ben. Gleiches qilt fir die Ebenen der Basiskompetenzen und der Spezifischen Kompeten-

zen, auf denen unter anderem therapierelevante States abgebildet sind.

Basierend auf den Publikationen bis 2004 kommen Beutler und Kollegen zu der Schluss-
folgerung, dass die empirische Befundlage fur alle Quadranten der Therapeutenvariablen
sehr heterogen ist. Hinsichtlich des Zusammenhangs mit dem Therapieergebnis war die For-
schungslage fur die meisten Quadranten zu dinn, um kausale Schlisse ziehen zu kdnnen.
Einzig die Zusammenhange zwischen therapeutischen Techniken und therapeutischer Be-
ziehung und dem Therapieergebnis wurden als die am intensivsten beforschten Fragestel-
lungen hervorgehoben. Darlber hinaus forderten die Autoren, dass der Forschungsfokus
nicht ausschlieRlich auf der Untersuchung eines unidirektionalen Effektes von Therapeuten-
variablen auf das Therapieergebnis liegen sollte, sondern ebenso Patienteneigenschaften
und Ahnlichkeit zwischen Patienten und Therapeuten als mégliche Moderatoren ber{icksich-

tigt werden sollten.

Baldwin und Imel (2013) sehen den uber die drei letzten Ausgaben des Handbook of
Psychotherapy and Behavior Change (Baldwin & Imel, 2013; Beutler et al., 2004; Beutler et
al., 1994) erkennbaren Rickgang der Forschung zu Therapeutenvariablen zum Teil darin
begriindet, dass friihere Studien keine vielversprechenden Ergebnisse lieferten. Das For-
schungsfeld habe dadurch an Attraktivitat verloren und sei gegentber der Forschung zu Be-
handlungsmethoden in den Hintergrund getreten. Nach einer Periode, in der die Psychothe-
rapieforschung auf Techniken und Manuale fokussierte und die Person des Therapeuten
nahezu ausgeblendet wurde, riickte in den letzten Jahren die Person des Therapeuten wie-
der mehr in den Fokus der Forschung. Es ist zu beobachten, dass die Kompetenz des The-
rapeuten, die nach Beutlers Taxonomie (2004; 1994) dem Quadranten der beobachtbaren

States zuzuordnen ist, wieder vermehrt zum Forschungsgegenstand gemacht wurde.

Des Weiteren ist der Zusammenhang von Therapeutenvariablen und therapeutischer
Kompetenz zu diskutieren. Das spater vorgestellte Drei-Ebenen-Modell therapeutischer
Kompetenz postuliert, dass bestimmte Therapeutenvariablen unter anderem einen Einfluss
auf die Erlernbarkeit therapeutischer Kompetenzen haben. Des Weiteren liefert die in Kapitel
5 vorgestellte Studie empirische Ergebnisse fir den Zusammenhang von Therapeutenva-

riablen und Therapieerfolg.

Wie im Folgenden erlautert wird, ist die aktuelle Forschung zu therapeutischer Kompe-
tenz nach wie vor durch das Fehlen einer einheitlichen Definition erschwert. Das folgende

Kapitel wird zunachst diese Problemlage beschreiben und dann eine Definition therapeuti-
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scher Kompetenz vorstellen, die die theoretische Grundlage fur die Forschungsarbeiten im

Rahmen dieser Dissertation bildet.

2.2 Der Kompetenzbegriff

Das Fehlen einer einheitlichen Definition therapeutischer Kompetenz fiihrt dazu, dass
unter dem Begriff therapeutischer Kompetenz Unterschiedliches verstanden wird. So gibt es
sowohl stérungsspezifische als auch stérungsibergreifende Definitionen, des Weiteren the-

rapieschulen-spezifische und -unabhangige Definitionen.

Als Versuche einer stdrungsubergreifenden und schulenunabhangigen Definition thera-
peutischer Kompetenz werden haufig zwei Definitionen herangezogen. Zum einen folgende
Definition der Arbeitsgruppe um Waltz: competence is “the level of skill shown by the therap-
ist in delivering the treatment. By skill, we mean the extent to which the therapists conducting
the interventions took the relevant aspects of the therapeutic context into account and re-
sponded to these contextual variables appropriately. Relevant aspects of the context include,
but are by no means limited to, (a) clients variables such as degree of impairment; (b) the
particular problems manifested by a given client; (c) the client's life situation and life stress;
(d) and factors such as stage in therapy, degree of improvement already achieved, and ap-
propriate sensitivity to the timing of interventions within a therapy session” (Waltz, Addis,
Koerner, & Jacobson, 1993, S. 620). Diese kontextuelle Definition zeichnet sich durch ihre
hohe Behandlungsspezifitat bezlglich einer konkreten Sitzung mit einem bestimmten Patien-
ten und der Art der vorliegenden psychischen Stérung aus. Die Autoren betonen, dass bei-
spielsweise therapeutische Warme fur die eine Behandlungsart zentral sein kann, flir andere
Behandlungen jedoch nicht und distanzieren sich damit deutlich von einer situationsunab-

hangigen Kompetenzdefinition.

Die zweite haufig verwendete Definition entstammt urspriinglich aus der Medizin (Epstein
& Hundert, 2002) und wurde von der Arbeitsgruppe um Jaques P. Barber auf (psycho-) the-
rapeutische Kompetenzen Ubertragen: ,competence can be thought of as the judicious appli-
cation of communication, knowledge, technical skills, clinical reasoning, emotions, values,
and contextual understanding for the benefit of the individual and community being served"
(Barber, Sharpless, Klostermann, & McCarthy, 2007, S. 494). Auch diese Definition betont
die Kontextabhangigkeit therapeutischer Kompetenz, die in der Abgrenzung zur Adharenz

nicht das ,wie“, sondern das ,wann“ und ,wann nicht impliziert.

Wahrend die zuerst genannten Definition von Waltz und Kollegen (1993) vor allem die

Situationsabhangigkeit therapeutischer Kompetenz betont, gehen aus der zweiten Definition
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von Barber und Kollegen (2007) wichtige Ergdnzungen dazu hervor, was unter therapeuti-
scher Kompetenz konkret verstanden wird. Doch diese Ergdnzungen erscheinen fiir das Ziel,
die Definition therapeutischer Kompetenz als Grundlage fur ein operationalisierbares theore-
tisches Modell therapeutischer Kompetenz zu nutzen, nicht ausreichend zu sein. Daher wur-

de im Rahmen dieser Arbeit eine eigene Definition therapeutischer Kompetenz entwickelt.

Die dieser Arbeit zugrunde liegende eigene Definition therapeutischer Kompetenz be-
rucksichtigt ebenfalls den kontextabhangigen Anteil der beiden aufgefuhrten Definitionen,
bertcksichtigt aber explizit auch bestimmte therapeutische Basiskompetenzen, die eher si-
tuationsunabhangig und auch schulentbergreifend zu verstehen sind: Therapeutische Kom-
petenz ist das fiir eine Situation korrekte Verhalten eines Therapeuten, das sich aus einer
Integration von Grundhaltung, Gesprdchstechniken und Interventionen, die auf diagnosti-
schen Erkenntnissen basieren, ergibt. Therapeutische Kompetenz setzt sich aus universalen
Basiskompetenzen und schulenspezifischen Kompetenzen zusammen, die stérungsabhén-
gig sind und dem aktuellen Forschungsstand entsprechen. Therapeutische Kompetenz ist
von persénlichen Charakteristika der Therapeuten beeinflusst. Therapeutische Kompetenz
ist messbar, trainierbar und lebenslang verbesserbar, wobei sich die einzelnen Komponen-
ten therapeutischer Kompetenz in ihrer Verédnderbarkeit unterscheiden. Diese Definition bil-
det die Grundlage fur das in Kapitel 4 vorgestellte Drei-Ebenen-Modell therapeutischer Kom-
petenz. Das Modell liefert zudem eine Spezifizierung der in der Definition erwahnten Basis-

und spezifischen Kompetenzen.

Auf Grundlage der bisher erfolgten theoretischen Betrachtung relevanter Therapeutenva-
riablen und der erfolgten Fokussierung auf therapeutische Kompetenz sollen zunachst Pha-
sen der Entwicklung therapeutischer Kompetenz betrachtet werden, bevor im Anschluss die

Frage der Trainierbarkeit therapeutischer Kompetenz einfiihrend diskutiert wird.

2.3 Entwicklung therapeutischer Kompetenz

In der Literatur finden sich verschiedene Modelle sowie theoretische Uberlegungen zu
Entwicklungsstufen, die ein Therapeut als Teil seiner beruflichen Qualifizierung und in sei-
nem Berufsleben durchlduft. Eine Gemeinsamkeit der meisten Entwicklungsmodelle ist, dass
sie die gesamte Spanne des Berufslebens von den Anfangen als Novize bis zur jahrzehnte-
langen Berufstatigkeit umspannen. Die Arbeiten im Rahmen dieser Dissertation nehmen Be-
zug auf die Konzeptualisierung der Entwicklung von Therapeuten, wie sie im Phasenmodell
der Therapeutenentwicklung von Rgnnestad und Skovholt beschrieben werden (Rennestad
& Skovholt, 2003; 2013; Skovholt & Rgnnestad, 1995). Das Modell hat seine empirische
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Basis in der Minnesota-Studie, einer internationalen qualitativen Studie zur Entwicklung von
Psychotherapeuten (Orlinsky et al., 1999; Skovholt & Rgnnestad, 1992). Das Modell wurde
Uber die Jahre mehrfach verandert und optimiert, so dass es von ursprunglich acht Stufen
(Skovholt & Regnnestad, 1992) Uber sechs (Rgnnestad & Skovholt, 2003; Skovholt, 2012) auf
gegenwartig funf Phasen (Rennestad & Skovholt, 2013) reduziert wurde. Das fiinf-phasige
unterscheidet sich von dem sechs-phasigen Modell im Kern jedoch nur dadurch, dass letzte-
res eine Phase vor der begonnenen professionellen Ausbildung bericksichtigt. Da die ein-
zelnen Studien dieses Dissertationsprojektes im Kontext der praxisbezogenen Qualifikation
von Studierenden durchgefiihrt wurden, soll diese Phase des Laienhelfers beriicksichtigt
bleiben. In Tabelle 1 sind die sechs Phasen der Entwicklung therapeutischer Kompetenzen
dargestellt, die sich aus einer Synthese der Arbeiten von Rgnnestad und Skovolt (2003,
2013) und Skovholt (2012) ergeben. Das im Rahmen dieses Dissertationsprojektes entwi-
ckelte Drei-Ebenen-Modell therapeutischer Kompetenz (siehe Kapitel 3) soll es erlauben,
therapeutische Kompetenz ab der ersten Stufe dieses Entwicklungsmodells zu erfassen.
Insgesamt fokussiert das Phasenmodell von Rgnnestad und Skovolt (2013) auf den Entwick-
lungsprozess von Therapeuten. Die Ausarbeitung von konkreten Facetten therapeutischer
Kompetenz und deren Zuordnung zu den einzelnen Phasen steht dabei nicht im Vorder-

grund.

Das Phasenmodell bertcksichtigt sowohl den Zeitraum vor der Ausbildung zum Thera-
peuten (pre-training), als auch die Zeit der Ausbildung (student stages) und die Zeit danach
(post-graduate stages) (Rennestad & Skovholt, 2003). Fir die im Rahmen dieses Dissertati-
onsprojektes zentrale Frage, ob und welche therapeutischen Basiskompetenzen studenti-
schen Novizen-Therapeuten vermittelbar sind, sind die beiden ersten Phasen des Laienhel-
fers (layhelper) und Anféangers (Beginning oder Novice Student) zentral. Dem Konzept der
einzelnen Phasen liegt die Annahme zugrunde, dass dem Entwicklungsprozess im idealen
Fall ein kontinuierlicher stufenférmiger Wachstumsprozess zugrunde liegt. Es besteht aller-
dings auch die Mdglichkeit, dass der Therapeut innerhalb seiner Entwicklung in eine Stagna-

tion gerat, ebenso sind zyklische Verlaufe méglich (Rennestad & Skovholt, 2013).

Neben den Phasen entlang des Qualifizierungsprozesses beschreiben die Autoren zent-
rale Themen der Entwicklung therapeutischer Kompetenz. Diese Themen resultierten aus
der Beobachtung, dass sich nicht alle Entwicklungen phasenhaft darstellen lassen, sondern
dass es auch einige linear verlaufende Veranderungen gibt. Die von den Autoren thesenartig
formulierten Themen ergaben sich aus Interviews mit Therapeuten im Rahmen der qualitati-
ven Studie. Auch diese Themen haben einen Prozess der Reanalyse und Reformulierung

durchlaufen, so dass die Autoren gegenwartig zehn Themen postulieren (Rgnnestad
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& Skovholt, 2013). Die folgenden drei Themen erscheinen dabei von besonderer Relevanz
fur die vorliegende Arbeit (Rennestad & Skovholt, 2013, S. 146 ff):

— “Theme 2: The models of therapists/counselors functioning shifts markedly over time
— from internal to external to internal

— Theme 3: Continuous reflection is a prerequisite for optimal learning and professional
development at all levels of experience

— Theme 7: Many beginning practitioners experience much anxiety in their professional

work: but over time, anxiety is mastered by most’

Inwiefern diese Themen in dem in Kapitel 6 vorgestellten Training therapeutischer Basis-
kompetenzen Berucksichtigung finden, soll in der abschlieBenden Gesamtdiskussion be-
trachtet werden.



10

Theoretischer Hintergrund

Sechs Phasen der Therapeutenentwicklung von Rgnnestad und Skovholt (2003, 2013)

und Skovholt (2012).

Tabelle 1
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Tabelle 1 (Fortsetzung)
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Legt man das Postulat des Phasenmodells der Entwicklung von Therapeuten, dass sich
die Therapeutenentwicklung Uber seine gesamte Berufstatigkeit erstreckt, auch fir die Erfas-
sung therapeutischer Kompetenz zugrunde, so bedeutet dies, dass Messinstrumente in der
Lage sein sollten, sowohl die therapeutische Kompetenz von Anfangern als auch von Senior-
Experten zu erfassen. Die gegenwartig existierenden Instrumente zur Erfassung therapeuti-
scher Kompetenz setzten jedoch bereits an einer fortgeschrittenen Entwicklungsstufe an, so
dass die differenzierte Erfassung therapeutischer Kompetenz zum Ende der ersten Phase
(Laienhelfer), beziehungsweise zu Beginn der zweiten Phase (Anféanger) problematisch ist.
Eine Diskussion dieser sowie anderer assoziierter Schwierigkeiten in der Erfassung thera-

peutischer Kompetenz soll nach einer allgemeinen Einfihrung im nachsten Kapitel erfolgen.

2.4 Erfassung therapeutischer Kompetenz

Muse und McManus (2015) haben in einer qualitativen Studie die Meinung von Experten
zur Erfassung kognitiv-verhaltenstherapeutischer Kompetenz erfasst und drei (ibergeordnete
Fragestellungen abgeleitet, die die gegenwartigen Herausforderungen in der Erfassung the-
rapeutischer Kompetenz widerspiegeln: ,(i) what to assess; (ii) how to assess; (iii) who is

best placed to assess” (Muse & McManus, 2015, S. 1).

Die erste Herausforderung what to assess bezieht sich auf die bereits beschriebene Prob-
lematik des Fehlens einer allgemeingliltigen Definition und eines einheitlichen Modells thera-
peutischer Kompetenz. Dies flihrt dazu, dass es kein einheitliches Konzept dazu gibt, was im

Rahmen der Erfassung therapeutischer Kompetenz eigentlich zu erfassen ist.

Mit der zweiten Frage how to assess haben sich die Autoren bereits zuvor in einer Uber-
blicksarbeit auseinandergesetzt (Muse & McManus, 2013) und aus der aktuellen For-
schungslage die zehn wichtigsten Methoden abgeleitet. Basierend auf Millers Hierarchie kli-
nischer Fertigkeiten (Miller, 1990), lassen sich diese den Stufen (1) Wissen (knows), (2)
praktisches Verstandnis (knows how), (3) praktische Anwendung des Wissens (shows how)

und (4) Klinische Praxis (does) zuordnen (siehe Tabelle 2).
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Tabelle 2: Die zehn wichtigsten Methoden zur Erfassung therapeutischer Kompetenz nach Muse und
McManus (2013) basierend auf Millers Hierarchie klinischer Fertigkeiten (1990)

Wissen (knows)

1. Multiple Choice Fragen
2. Essays

Praktisches Verstandnis (knows how)

3. Kurzantworten zu klinischen Fallvignetten
4. Fallberichte

Praktische Anwendung des Wissens (shows how)
5. Standardisierte Rollenspiele

Klinische Praxis (does)

6. Begutachtung von Therapiesitzungen (durch Beobachter mittels transdiagnostischer oder
stérungsspezifischer Ratingskalen)

7. Supervision (basierend auf der Beurteilung der Leistung eines Therapeuten in der Supervi-
sion durch den Supervisor)

8. Selbstbeurteilung des Therapeuten

9. Patientenfragebdgen

10. Therapieergebnis

Muse und McManus (2013) stellen fir die einzelnen Methoden existierende Instrumente
vor, betonen aber Uber alle Verfahren hinweg die begrenzte Anzahl zur Verfligung stehender
standardisierter Instrumente sowie deren meist fehlende psychometrische Giite. Des Weite-
ren werden Limitationen der einzelnen Methoden aufgefuhrt. FUr die an zehnter Stelle ge-
nannte Methode, die therapeutische Kompetenz tiber das Therapieergebnis abzuleiten, wer-
den beispielsweise als Limitationen genannt, dass die Methode nur eine indirekte Erfassung
erlaubt und daruber hinaus mit verschiedenen anderen Faktoren konfundiert ist (z.B. durch
Patientenvariablen wie Schweregrad und Komplexitat der vorliegenden Stérung sowie Le-
bensumstande). Ebenso wird die Validitat der Selbstbeurteilung therapeutischer Kompetenz
(Methode 8) angezweifelt. Die Autoren bezeichnen die Beurteilung durch einen Beobachter
als Goldstandard, verweisen jedoch auch hier auf eingeschrankte empirische Evaluation.
Hier sind zum einen eine niedrige Beurteileriibereinstimmung sowie fragliche Validitat zu
nennen (Fairburn & Cooper, 2011). AuRerdem sind die Kriterien, welcher Punktwert einer
zufriedenstellenden Kompetenz entspricht, in der Regel nicht empirisch begriindet (McMa-
nus, Westbrook, Vazquez-Montes, Fennell, & Kennerley, 2010). Darlber hinaus ist bisher
nicht empirisch erforscht, ob tatsachlich eine Generalisierung der Kompetenz, basierend auf
einzelnen beurteilten Sitzungen oder Sitzungsausschnitten auf die klinische Praxis, tatsach-
lich moglich ist (Fairburn & Cooper, 2011). Insgesamt werden fir alle Methoden Vor- und
Nachteile genannt, eine differentielle Betrachtung, unter welchen Bedingungen welche Me-
thode oder welche Kombination zu verwenden ist, existiert bisher nicht (Muse & McManus,
2015).
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In dieser Arbeit bezieht sich die Erfassung therapeutischer Kompetenz primar auf die Be-
urteilung der tatsachlich in einer Sitzung gezeigten therapeutischen Kompetenz. Dazu wur-
den die Beurteilung der Sitzung durch einen Beobachter basierend auf einer standardisierten
Ratingskala, die Selbstbeurteilung des Therapeuten und die Einschatzung durch den Patien-
ten als Methoden verwendet. Dartiber hinaus wurde auch die globale, sitzungsunabhangige
Selbsteinschatzung des Therapeuten erfasst. Die dazu entwickelten Methoden, die die Er-
fassung therapeutischer Kompetenz von Anfangertherapeuten erlauben, werden in Kapitel 4
vorgestellt. Die in Kapitel 5 beschriebene Untersuchung der Effektivitdt einer Peer-to-Peer-
Intervention berlcksichtigt mit dem Einschluss des Therapieergebnisses eine weitere Me-

thode zur Erfassung therapeutischer Kompetenz.

Die in Tabelle 2 zusammengestellten wichtigsten Methoden zur Erfassung therapeuti-
scher Kompetenz beinhalten verschiedene Beurteilungsperspektiven. Die Frage, welche
dieser Perspektiven nun zur Erfassung therapeutischer Kompetenz heranzuziehen ist, ent-
spricht der dritten von Muse und McManus (2013) genannten Herausforderung (who is best
placed to assess). Es herrscht Einigkeit dartber, dass therapeutische Kompetenz nicht tber
eine einzige Erhebungsmethode zufriedenstellend erfasst werden kann (Kamen, Veilleux,
Bangen, VanderVeen, & Klonoff, 2010; Muse & McManus, 2013). Vielmehr setzt eine valide
Erfassung therapeutischer Kompetenz verschiedene Methoden und Beurteilungen aus ver-
schiedenen Perspektiven voraus (Hatcher et al., 2013; Kaslow, 2004; Leigh et al., 2007).
Dieser Forderung liegt die Annahme zugrunde, dass es nicht die eine Mdglichkeit der validen
Erfassung therapeutischer Kompetenz gibt, sondern vielmehr jede Methode und jeder Pers-
pektive einen wichtigen Aspekt therapeutischer Kompetenz erfasst (Orlinsky, Grawe, &
Parks, 1994). Dass verschiedene Studien geringe bis gar keine Zusammenhange zwischen
verschiedenen Erhebungsmethoden gezeigt haben, unterstreicht die Notwendigkeit der ver-
schiedenen Beurteilungsperspektiven (Dennhag, Gibbons, Barber, Gallop, & Crits-Christoph,
2012; Fitzpatrick, lwakabe, & Stalikas, 2005; Mallinckrodt, 1993; Mathieson, Barnfield, & Be-
aumont, 2009; McManus, Rakovshik, Kennerley, Fennell, & Westbrook, 2012). Es ist anzu-
merken, dass eine multi-methodische und multi-perspektivische Erfassung therapeutischer
Kompetenz eine Moéglichkeit darstellt, die Limitationen der einzelnen Messverfahren auszug-

leichen.

Die beschriebene Heterogenitat in der Erfassung therapeutischer Kompetenz, den einbe-
zogenen Perspektiven und den zugrundeliegenden theoretischen Modellen therapeutischer
Kompetenz erschwert die Vergleichbarkeit der Ergebnisse verschiedener Studien. Auch flr
die im Folgenden diskutierten Fragen zur Trainierbarkeit therapeutischer Kompetenz und
deren Zusammenhang mit dem Therapieergebnis ist diese fehlende Einheitlichkeit als me-

thodische Einschrankung zu berlcksichtigen.
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Der Ausbildung von Psychotherapeuten unterliegen zwei Grundannahmen: Zum einen,
dass intensiveres und langeres Training einen Kompetenzzuwachs bedingt und zweitens,
dass hohere Kompetenz zu einem verbesserten Therapieergebnis auf Seiten der Patienten
fuhrt (McManus et al., 2010). Diese beiden Annahmen sollen im Folgenden genauer betrach-

tet werden.

2.5 Training therapeutischer Kompetenz

Trainings zur Vermittlung therapeutischer Kompetenz unterscheiden sich darin, wem wel-
che Kompetenzen vermittelt werden sollen. Da es international grof3e strukturelle Unter-
schiede der Gesundheitssysteme gibt, sind auch die Trainingsinhalte sowie die Auszubilden-
den selbst sehr verschieden. Der Fokus dieser Dissertation liegt auf der Erfassung und Ver-
mittlung praktischer therapeutischer Kompetenz innerhalb des deutschen Ausbildungssys-
tems. Entsprechend steht dabei die Qualifikation von psychologischen Psychotherapeuten,
beginnend mit dem Studium und fortgefuhrt in der Ausbildung zum Psychologischen Psycho-
therapeuten, im Mittelpunkt dieser Arbeit. Die internationale Vielfalt der Trainingsprogramme
und ihrer Adressaten ist jedoch bei der Vorstellung internationaler Studien zu bericksichti-

gen.

Schmelzer beschrieb bereits 1997 die unter Psychotherapeuten verbreitete Annahme,
dass langes und intensives Training fir die therapeutische Arbeit mit Patienten unerlasslich
sei. Er stellte weiter die gesamte Kultur der Ausbildung von Psychotherapeuten tberhaupt in
Frage und brachte zur Diskussion, ob nicht vielmehr die ,effektive Selektion der begabtesten
Naturtalente“ (Schmelzer, 1997, p. S. 155) im Fokus stehen sollte. Ahnlich fragten zuvor
auch bereits Dobson und Shaw (1993), ob therapeutische Kompetenz angeboren oder trai-
nierbar sei. Bis heute fehlen hinsichtlich der postulierten Trainierbarkeit therapeutischer
Kompetenz eindeutige empirische Belege (McManus et al., 2010), so dass diese jahrzehnte-
alte Debatte auch weiterhin aktuell bleibt. Auch die Frage, ob Trainingsmal3nahmen zur
Vermittlung therapeutischer Kompetenzen effektiv sind, ist bisher nicht eindeutig geklart.
Dem entsprechend ist bisher auch unklar, welche Trainingsformen in diesem Bereich am
besten geeignet sind. Es wird zwar gefordert, dass Trainingsmallnahmen evidenzbasiert
sein sollten, in der Praxis ist dies jedoch bisher nicht gegeben (Rakovshik & McManus,
2010).

Insgesamt ist die Forschungslage heterogen. So finden sich sowohl Studien, die begrenz-
te oder keine Zusammenhange zwischen Training und therapeutischer Kompetenz berichten
(Dobson & Shaw, 1993; Keen & Freeston, 2008) als auch Studien, die signifikante Trai-
ningseffekte beschreiben (Hill et al., 2008; Hill & Lent, 2006; McManus et al., 2010). Bei
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Fokussierung auf einzelne Kompetenzbereiche zeigt sich ebenfalls ein heterogenes Bild: Flr
den Bereich der Empathie postulierte Rogers (1957) beispielsweise, dass diese nicht trai-
nierbar sei, nachfolgende empirische Untersuchungen zeigten jedoch durchaus eine Trai-
nierbarkeit (Hill et al., 2008; Korn, 1980). Die heterogene Befundlage kénnte darin begrindet
liegen, dass der Diskurs Uber Trainierbarkeit nicht pauschal gefuhrt werden kann, da sich die
einzelnen Aspekte therapeutischer Kompetenz méglicherweise in ihrer potentiellen Trainier-
barkeit unterscheiden (Bennett-Levy, 2006). So gibt es beispielweise im Bereich der thera-
peutischen Beziehungen Befunde dazu, dass die Fahigkeit eine therapeutische Beziehung
aufzubauen nicht trainierbar sei, die Fahigkeit eine Beziehung aufrechtzuerhalten hingegen
schon (Crits-Christoph et al., 2006; Horvath, 2001). Auch Vogel und Alpers (2009) postulier-
ten, dass sehr personlichkeitsnahe Aspekte therapeutischer Kompetenz moglicherweise gar

nicht durch Ausbildung veranderbar sind.

Mehrere Ubersichtsartikel aus dem Jahr 2010 (Beidas & Kendall, 2010; Herschell, Kolko,
Baumann, & Davis, 2010; Rakovshik & McManus, 2010) haben die aktuelle Forschungslage
zu Therapeutentrainings zusammengefasst. Die Ubersichtsarbeit von Beidas und Kendall
(2010) kommt zu dem Schluss, dass Training das Wissen von Therapeuten und ihre arbeits-
bezogenen Einstellungen verbessert. Dennoch sollte diese Arbeit nicht als pauschaler Beleg
fur die Wirksamkeit von Trainings therapeutischer Kompetenzen herangezogen werden. So
wird bei genauerer Betrachtung zum einen deutlich, dass sich die Arbeit auf Trainings zur
Verbesserung evidenz-basierter psychologischer Interventionen bezieht und die inkludierten
Studien entsprechend hinsichtlich der Profession dulerst heterogene Stichproben enthalten.
Des Weiteren ist zu betonen, dass Wissen nur eine Facette therapeutischer Kompetenz dar-
stellt. Weitere Aspekte therapeutischer Kompetenz, v.a. hinsichtlich praktischer Anwendung,
bleiben unbericksichtigt. In Anlehnung an die Arbeit von McManus et al. (2010), die zeigen
konnten, dass der berufliche Hintergrund ein Moderator fur den Kompetenzerwerb ist, ist
eine Interpretation dieser Arbeit im Zusammenhang mit der Trainierbarkeit therapeutischer
Kompetenz von therapeutisch tatigen Psychologen also nur eingeschrankt moglich. Des
Weiteren zieht die Ubersichtsarbeit von Beidas und Kendall (2010) als OutcomemaRe fiir
den Trainingserfolg neben dem Wissen der Therapeuten auch ihre berufsbezogenen Einstel-
lungen, ihre Wirksamkeitserwartungen und ihre Supervisionsbereitschaft heran. Therapeuti-

sche Kernkompetenzen bleiben allerdings unbertcksichtigt.

Auch die Arbeit von Herschell et al. (2010) fokussiert auf psychosoziale Tatigkeitsfelder,
so dass psychotherapeutische Kompetenzen auch hier nur einen Teilbereich darstellen. Die
Arbeitsgruppe um Herschell (2010) hat die vorhandenen Trainingsstudien in sechs verschie-
denen Kategorien gruppiert: Manual-basiert, interaktiv selbstgesteuert, Basis-Workshop,

Aufbau-Workshop, Training von Experten als Multiplikatoren und Multi-Komponenten
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Training. Die Autoren schlussfolgern, dass Multi-Komponenten Trainings am konsistentesten
zu positiven Trainingsergebnissen fuhren. Weniger umfassende Weiterbildungs- und Trai-
ningsmaoglichkeiten hingegen bedingen nicht zwangslaufig einen Kompetenzzuwachs. Fair-
burn und Cooper (2011) kritisieren auch an dieser Ubersichtsarbeit, dass Studien mit Stich-
proben verschiedener Professionen und Ausbildungsgraden (bspw. Krankenschwestern,
Berater, Medizinstudenten) inkludiert wurden, so dass die bereits diskutierten Einschrankun-

gen fur die Interpretierbarkeit gelten.

Die Arbeit von Rakivshik und McManus (2010) hingegen kann eher fur die Diskussion der
Trainierbarkeit therapeutischer Kompetenzen wie sie im Rahmen dieser Dissertation ver-
standen werden, herangezogen werden. Im Fokus der Ubersichtsarbeit stehen ausschlieR-
lich TrainingsmalRnahmen der kognitiven Verhaltenstherapie. Die Autoren untersuchten die
Ergebnisse von 41 Studien hinsichtlich der Frage eines signifikanten Kompetenzzuwachses
nach dem Training, des Erreichens eines zuvor definierten Kompetenzkriteriums und des
Therapieergebnisses des Patienten. Demnach wurde in 19 Studien ein signifikanter Kompe-
tenzzuwachs, verbunden mit dem Erreichen eines zuvor definierten Kompetenzkriteriums
oder ein positives Therapieergebnis, berichtet. Des Weiteren zeigten 13 Studien einen signi-
fikanten Kompetenzanstieg, der jedoch nicht das zuvor definierte Kriterium erreichte oder ein
Therapieergebnis, das unter dem erwarteten lag oder aufgrund von spezifischen Messin-
strumenten nicht mit anderen Studien verglichen werden konnte. Fir 5 Studien wurde
schliellich entweder kein signifikanter Kompetenzzuwachs oder kein zufriedenstellendes
Therapieergebnis (im Vergleich zur Baseline, zur Kontrollgruppe oder zu unter treatment-as-
usual erwarteten Effekten) berichtet. Darliber hinaus zeigen die Autoren einen Zusammen-
hang zwischen der Lange eines Trainings und dem erreichten Kompetenzzuwachs: langeres
Training fihrt zu starkerem Kompetenzzuwachs. Des Weiteren wurden die analysierten Stu-
dien hinsichtlich der Frage betrachtet, welche Bestandteile eines Trainings ein Training effek-
tiv. machen (active training elements). Die Autoren haben traditionelle didaktische Formen
der Wissensvermittlung (Lesen von Manualen, Teilnahme an Fortbildungen) und interaktive
und erfahrungsbezogene Methoden (Rollenspiele, Fallkonzeptualisierungen, Gruppendis-
kussionen, Supervisionen) in den analysierten Studien miteinander verglichen. Sie kommen
schliel3lich zu dem relativ pauschal gehaltenen Ergebnis, dass traditionelle Formen der Wis-
sensvermittlung nicht ausreichend sind um einen signifikanten Kompetenzzuwachs zu errei-
chen. Das Fazit von Rakovshik und Mc Manus (2010) lautet entsprechend, dass Trainings-
maflinahmen eine grofRe Bedeutung bei der Vermittlung therapeutischer Kompetenzen zu-
kommt. Doch auch bei dieser Ubersichtsarbeit ist kritisch anzumerken, dass sich die analy-
sierten Studien deutlich im Hinblick auf den professionellen Hintergrund, bzw. die Grundaus-
bildung der Studienteilnehmer unterscheiden. Dartberhinaus ist kritisch anzumerken, dass

die Autoren auch aus positiven Therapieergebnissen auf Patientenseite auf einen
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Kompetenzzuwachs auf Seiten der Therapeuten schlossen. Da das Therapieergebnis jedoch
wie bereits erldutert von vielen weiteren Faktoren abhangig ist, kann dieser Ruckschluss

nicht ohne weiteres gezogen werden.

Fairburn und Cooper (2011) stellen die Generalisierbarkeit von Studien zu Trainingseffek-
ten aufgrund der Heterogenitat der Stichproben grundsatzlich in Frage. Sie kritisieren, dass
die meisten Studien die Effektivitat von Trainings basierend auf einfachen Interventionen
(z.B. Verhaltenstrainings bei sozialen Phobien) untersuchen, die der Komplexitat realer Be-
handlungen nicht gerecht werden wirden. Des Weiteren merken die Autoren an, dass in
vielen Studien keine einheitlichen oder sogar aus methodischer Sicht schlechten Messin-
strumente verwendet wurden. Auch haben Studien haufig eine geringe statistische Power

und es fehlen Follow-up Erhebungen.

In Anbetracht der Tatsache, dass der Diskurs Uber die Trainierbarkeit therapeutischer
Kompetenzen seit Jahrzehnten andauert, ist es umso Uberraschender, dass Training und
Erwerb therapeutischer Kompetenzen nicht intensiver und methodisch fundierter erforscht
sind. Auffallend ist auflerdem, dass sich Ausbildungsmethoden in den letzten Jahrzehnten
kaum verandert haben (Fairburn & Cooper, 2011). Nach aktuellem Stand ist der Zusammen-
hang von intensiverem Training und verbesserten therapeutischen Kompetenzen keinesfalls
eindeutig belegt. Darlber hinaus bleibt auch die Frage, wie therapeutische Kompetenzen am
besten zu vermitteln sind, bisher nicht eindeutig geklart. Wobei es hier, wie auch Sharpless
und Barber (2009a) anmerkten, méglicherweise nicht den einen optimalen Trainingsweg gibt.
Es erscheint durchaus denkbar, dass sich die einzelnen therapeutischen Kompetenzen darin
unterscheiden, durch welche Trainingsmethoden sie optimal vermittelt werden kénnen. Des
Weiteren konnten auch personliche Eigenschaften des Therapeuten, wie sie als Dispositio-
nen im Drei-Ebenen-Modell therapeutischer Kompetenzen (siehe Kapitel 4) beschrieben
sind, einen Einfluss darauf haben, wie eine Kompetenz fir einen Therapeuten am besten zu

erlernen ist.

Im Anschluss soll nun die zweite der von McManus et al. (2010) postulierten Grundan-
nahmen, die besagt, dass hdhere Kompetenz zu einem verbesserten Therapieergebnis auf

Seiten der Patienten flhrt, betrachtet werden.
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2.6 Zusammenhang von therapeutischer Kompetenz und Therapieerfolg

McManus et al. (2010) betrachten den Zusammenhang zwischen dem Ausmalf} an Kom-
petenz und besserem Therapieergebnis als gut erforscht und empirisch belegt. Dabei ver-
weisen die Autoren beispielsweise auf die Forschungsarbeiten der Arbeitsgruppe um Kuy-
ken, die fiir eine naturalistische psychotherapeutische Depressionsbehandlung zeigen konn-
ten, dass hohere therapeutische Kompetenz mit einem besseren Therapieergebnis assoziiert
ist, und zwar unabhangig vom Ausmalf} der Belastung durch komorbide Stérungen des Pa-
tienten (Kuyken & Tsivrikos, 2009). Im Gegensatz dazu zeigte eine ebenfalls 2010 publizierte
Metaanalyse (Webb, DeRubeis, & Barber, 2010), dass therapeutische Kompetenz nicht ein-
deutig mit einer Veranderung der Symptomatik verbunden war. So zeigte diese Metaanalyse
fur den Zusammenhang zwischen therapeutischer Kompetenz und Behandlungserfolg ledig-
lich eine minimale Effektstarke von r = .07. Das Ergebnis beruht auf der Analyse von 17 Stu-
dien, die die Assoziation von Kompetenz und Behandlungsergebnis bei verschiedenen psy-
chischen Stérungen untersuchten. Moglicherweise sind also therapeutische Kompetenz und
klinische Veranderung nur gering assoziiert. Die oben erwahnte Problematik einer fehlenden
allgemeinguiltigen Definition therapeutischer Kompetenz in Kombination mit einer noch gro-
Reren Variabilitdt der Erhebungsmethoden therapeutischer Kompetenz bedeutet, dass in den
in Metaanalysen inkludierten Studien die Operationalisierung therapeutischer Kompetenz
bisweilen fragwiirdig ist. Uber Studien hinweg sind Ergebnisse nur begrenzt vergleichbar,
entsprechend sind auch die Ergebnisse der Metaanalyse kritisch zu betrachten. Metaanaly-
sen, die speziell den Zusammenhang zwischen therapeutischer Allianz und dem Therapieer-
gebnis untersuchten, zeigen hingehen konsistent einen zumindest moderater Zusammen-
hang (Horvath, Del Re, Flickiger, & Symonds, 2011; Martin, Garske, & Davis, 2000). Der
Anteil, den der Therapeut zur therapeutischen Allianz beitragt, determiniert maf3geblich den
Zusammenhang von Allianz und Therapieergebnis (Del Re, Fluckiger, Horvath, Symonds, &
Wampold, 2012). Vor dem Hintergrund der vorhandenen empirischen Befundlage zeichnet
sich ab, dass es vermutlich keinen engen Zusammenhang zwischen therapeutischer Kompe-

tenz und Therapieerfolg gibt.

Aufgrund der Komplexitat des Konstrukts therapeutischer Kompetenz sollten zukiinftige
Studien differenziert den Zusammenhang einzelner Facetten therapeutischer Kompetenz mit
dem Therapieerfolg untersuchen. Ebenso sollten Studien zum Einfluss von Therapeutenva-
riablen den Zusammenhang einzelner Therapeutenvariablen mit therapeutischer Kompetenz

und Behandlungserfolg untersuchen.
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3. Ziele des Gesamtvorhabens und seiner Teilstudien

Ziel dieses Dissertationsprojekts war es, ein theoretisches Modell therapeutischer Kom-
petenzen zu entwickeln, das als Grundlage fur die Entwicklung von Messinstrumenten zur
multi-perspektivischen und multi-modalen Erfassung therapeutischer Kompetenz herange-
zogen werden kann, um die Vermittlung und den Erwerb therapeutischer Kompetenzen bei

Novizen-Therapeuten zu untersuchen.

Daher wurde in einem ersten Schritt (Studie 1; Kapitel 4) das Drei-Ebenen-Modell thera-

peutischer Kompetenzen entwickelt.

Als zweites Teilprojekt dieser Dissertation (Studie 2; Kapitel 5) wurden basierend auf dem
Drei-Ebenen-Modell therapeutischer Kompetenzen verschiedene Messverfahren konzipiert,
um therapeutische Kompetenz aus der Perspektive der Therapeuten (Selbst-Beurteilung),
der Patienten (Fremd-Beurteilung) und unabhangiger Beobachter zu erfassen. Die entwickel-
ten Messinstrumente sowie die Ergebnisse der psychometrischen Uberpriifung sind in Kapi-

tel 5 dargestellt.

Das dritte Teilprojekt (Studie 3; Kapitel 6) schlie8lich bestand darin, die Vermittiung und
den Erwerb therapeutischer Kompetenzen im Rahmen einer Peer-to-Peer-Intervention zur
studentischen Stressbewaltigung zu untersuchen. Um die Effektivitat dieser Intervention zu
Uberprufen, wurden zunadchst Veranderungen der Zielvariablen (z.B. Stressbelastung und
Depressivitat) studentischer Klienten evaluiert. Ergadnzend wurden mdgliche Zusammenhan-
ge zwischen dem Interventionserfolg und personlichen Charakteristika der studentischen
Therapeuten, wie sie im Drei-Ebenen-Modell therapeutischer Kompetenzen als Dispositio-

nen beschrieben sind, untersucht.
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4. Study 1: A working model of therapeutic competence?

4.1 Abstract

A common definition of therapeutic competence and a model of therapeutic competence
which equally satisfies the requirements of practice and research are still lacking. The exist-
ing models of therapeutic competence are not widely accepted, at least partially because the
postulated competences can often not be operationalized in a satisfactory manner. Yet, in
order to be measurable, therapeutic competences need to be operationalized. We present a
Three Level Model of Therapeutic Competence as a working model for studying therapeutic
competence. The model proposes that therapeutic competence develops based on rather
stable individual Dispositions which promote the acquisition of therapeutic competences. We
further distinguish between Basic Competences, which are mostly independent of the theo-
retical orientation of the therapeutic approach, and Specific Competences, which are defined
based on the theoretical underpinnings of a therapeutic orientation (e.g. Cognitive Behavioral
Therapy). We describe this model and outline how it can be used to operationalize and as-

sess therapeutic competence.

4.2 Introduction

What is a good therapist? Over the years, numerous efforts have been made to answer
this question and to identify core therapeutic competences (Fouad et al., 2009; Schaffer,
Rodolfa, Hatcher, & Fouad, 2013). Beginning with Carl Rogers’ work in the 1950, research
on therapeutic competence was popular till a decline in the 80ies of the last century. Al-
though these long tradition in defining core characteristics of psychotherapists, recently, re-
search has focused then much more on therapy process and outcome (Baldwin & Imel,
2013; Strauss & Kohl, 2009). While in the meantime the therapist as a person has been con-
sidered in psychotherapy research more as a source of error, since the beginning of the 21%
century the therapist is regarded again to be a key element of therapy (Beutler et al., 2004).
Interest in therapeutic competence has been renewed, Kaslow even speaks of a “competen-

cies-based movement” (2004, p. 774).

Answering the initial question requires a definition of therapeutic competence, as well as
the availability of instruments for assessing therapeutic competence. Kaslow, Dunn, and
Smith (2008) proposed knowledge, skills and attitudes as constituents of competence. The
dimension knowledge seems to be easier to assess, some instruments already exist (e.qg.

national licensure exams such as the Examination for Professional Practice in Psychology in

’ Das entsprechende Manuskript zu Studie 1 wird zur Publikation vorbereitet.
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the USA (EPPP; Rehm & Lipkins, 2006)). Yet, there is quite a controversy with regard to the
validity of these instruments (Sharpless & Barber, 2009b). Skills and attitudes are more diffi-
cult to define and assess because, to name just some aspects, they are complex and de-
pend on the theoretical orientation. Furthermore, it is a challenge to define therapeutic skills
such that they are theoretically satisfying, but also allow operationalization (Schaffer et al.,
2013), whereas criteria for the assessment of knowledge are easier to specify (despite limita-
tions). A major challenge with regard to assessing skills and attitudes also arises from the

question whom to ask: therapist, client, independent observer or all three?

There are several aspects that make it difficult to find a uniform definition, derive a model
and develop good measuring instruments. Indeed, it has been argued that competence is
contextually defined (Yager & Bienenfeld, 2003) and hence influenced by numerous determi-
nants (e.g. type of client, severity of psychopathology, setting, theoretical orientation of the
therapist; Langer & Frank, 1999). The existing differences in theoretical orientations as well
as national characteristics in training and licensure of psychotherapists also hinder reaching
a consensus. Furthermore, any model of therapeutic competence needs to take into account
the development and/or training of therapeutic competence. Although it is generally agreed
upon that the gain in competence does not end with licensure but continues over the profes-
sional life-span, most competence models are formulated within the context of academic
psychology and training and therefore “end” with licensure (Rodolfa et al., 2013). Finally, the-
rapeutic competence should be measurable and such an assessment would ideally be multi-
method and multi-informant (Hatcher et al., 2013; Kaslow, 2004). Specifically, a multimodal
assessment of therapeutic competence entails the perspectives of the therapist, the client
and of the observer (i.e. independent rater or supervisor) and standardized knowledge tests
(Kaslow et al., 2009; Sharpless & Barber, 2009a). Despite this consensus, available instru-
ments do not fully meet these requirements (Sharpless & Barber, 2009a). Indeed, the availa-

ble assessment tools lack validity and reliability (Lichtenberg et al., 2007).

However, a model of competence with a minimum of acceptance among researchers and
clinicians is needed in order to allow measurement, to provide a framework of training and to
possibly guide clinical practice. The lack of a consensus model is considered as a risk for
science and practice of professional psychotherapy (Rodolfa et al., 2013), especially be-
cause quality management is difficult and in fact impossible. To sum, a clear definition is
needed, as a base on which a model of therapeutic competence can be derived. At this
point, there are several generic definitions of therapeutic competence that do not entail a
model amenable to operationalization (e.g. Dobson & Shaw, 1993). In fact, a working model
of therapeutic competence is needed that it can be used as a framework for the development

of instruments for multidimensional assessment of therapeutic competence.
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Existing models of therapeutic competence can be subdivided into three categories de-
pending on their focus. First, there are models elaborating the interaction between client and
therapist within the therapeutic process. Examples are the experiential learning model of
therapy process (Milne, Claydon, Blackburn, James, & Sheikh, 2001) or the generic model of
psychotherapy by Orlinsky and Howard (1987). Second, other models focus on the acquisi-
tion of therapeutic competences. Examples are the declarative, procedural and reflective
systems model (DPR-Model) of therapeutic skill development by Bennett-Levy (2006) or the
phases of therapists and counselors development by Rgnnestad and Skovholt (2013). Such
acquisition models usually do not directly entail a competence perspective. Instead, they fo-
cus on the inner experience of the therapist in different phases of one’s development as a
professional. Therefore, most acquisition models cover the entire professional life span.
Third, some models of therapeutic competences describe the training of psychotherapists
(Three-Stages Model by Hill, 2009; Cube Model by Rodolfa et al., 2005; 2013). The latter
models focus directly on competences and refer to the formal training process. Accordingly,
training models are limited to a certain period of time and usually end with certification or
licensure. If training models include a time perspective, it mostly relates to the formal training
steps and not to the development as a professional psychotherapist. Whereas Hill's (2009)
three-stages model outlines the process of training, Rodolfa et al.‘s (2005) cube model post-
ulates target competences, which a trainee should have after completion stages of the train-
ing. Thus, it is also promising as a measurement model. In contrast to the acquisition mod-
els, the training models in most cases refer primarily to the training period starting with the
beginning of therapeutic work and ending when the academic training is completed (e.g. li-
censure) or shortly thereafter. Hence the acquisition of competence across life and work as a
professional is largely neglected. In the last category of training models, the United States
(US) competency model of the Association of State and Provincial Psychology Boards
(ASPPB) or the so-called “cube model” as formulated by Rodolfa et al. (2005; 2013) stands
out due to its elaboration. The model will be described here in more detail as an example for
outlining the relationship between competence and training in a model. Later, limitations of
the model will be addressed and further considerations that led us to outline a new working
model of therapeutic competence with a special focus on its being amenable to measure-

ment.
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4.3 The Cube Competency Model and its modified version

Interest in the definition and training of therapeutic competence has a long tradition in the
US. In recent years, researchers have emphasized that instead of assuming sufficient com-
petence upon completing academic training and obtaining licensure, the demonstration of
specified competences is required (Fouad et al., 2009; Kaslow & Keilin, 2006; Lichtenberg et
al., 2007). At a Competencies Conference held in 2002, the research group of the ASPPB
(Rodolfa et al., 2005) proposed a three-dimensional Cube Model, which was later revised
(Rodolfa et al., 2013). Specifically, the first cube edge of the cube model encompasses six
foundational competency domains which are “the building blocks of what psychologists do”
(Rodolfa et al., 2005, p. 350), e.g. “relationships and ethical & legal standards/policy issues”.
The second cube edge entails the six functional competency domains including more specific
competences like intervention and research/evaluation. The third dimension represents the
five stages of professional development, beginning with “doctoral education” and ending with
“continuing competency” as a professional. The original Cube Model has been criticized as
being very complex and therefore difficult to use for guiding training, practice as well as re-
search (Rodolfa et al., 2013). Therefore, the original model was condensed and revised for
enhancing its practical use. This Competency Model for the Practice of Psychology (Rodolfa
et al., 2013) contains six clusters with 37 specific competencies and 277 behavioral exam-
ples, supplemented by four stages of competence training (practicum, internship, licensure,
four years licensed/registered). For illustrative purposes, Table 1 shows the six clusters, and
in addition for the third cluster the content areas, and for one content area also the behavior-

al examples (Greenberg, Caro, & Smith, 2010).

When compared to other models, the Competency Model for the Practice of Psychology
is unique both with regard to the extent of competences which are considered, the perspec-
tive of different stages of competence acquisition and the behavioral examples as a means
to operationalize competences. Yet, the Competency Model for the Practice of Psychology
has certain limitations. First, the reduced number of six cluster and the dropping of the three-
dimensional structure of the anterior cube is a example of the danger of oversimplification
outlined by Lichtenberg et al. (2007). Second, the Competency Model for the Practice of
Psychology was developed for the training context, hence it is limited to the stages of the
formal training in the US. One may question whether such formal training stages (e.g. practi-
cum, internship) describe the acquisition of therapeutic competences adequately. Indeed,
these stages are not compatible with the acquisition of competences outlined by respective
models such as the phases of professional development formulated by Regnnestad and
Skovholt (2013). Furthermore, the Competency Model for the Practice of Psychology defines

target skills for training, but qualitative aspects of the acquisition of a competence are not
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outlined. Third, rather surprisingly, interpersonal competence is not sufficiently considered in
model. The competence to build and maintain an alliance is not defined, although current
understanding emphasizes the crucial importance of relationship building (e.g. Horvath et al.,
2011). Fourth, the purported increased practical usability of the revised model must be ques-
tioned. The behavioral examples entail rather broad and abstract descriptions of a therapist’s
behavior and seem to have been derived in many cases without reliance on empirical find-
ings. In addition, the model is of limited usefulness for the within-session assessment of the-
rapeutic competence because the competences are not operationalized such that they can
be assessed. Also, at least some competences may not be regarded as genuinely therapeu-
tic competences (e.g. commitment to the profession through continuing education in cluster
4), which might be due to the generic approach of the model. Finally, the Competency Model
for the Practice of Psychology (Rodolfa et al., 2013) does not differentiate between therapeu-
tic skills which may be easier to train and learn as opposed to other competences which may
more strongly reflect a person’s dispositions. Similarly, it does not specifically take into con-
sideration that the acquisition of therapeutic competence may also be influenced by the the-

rapist’s individual characteristics.
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Table 1: Cluster of the Competency Model for the Practice of Psychology and examples for Content Areas and
Behavioral Examples (Rodolfa et al., 2013)

Competency Model for the Practice of Psychology

Cluster

1. Scientific Knowledge

2. Evidence-Based Decision-Making/Critical Reasoning

3. Cultural and Interpersonal Competence

Content Areas of Cluster 3

1. Integrate and apply theory, research, professional guidelines, and personal understanding about
social contexts to work effectively with diverse individuals, families, groups, communities,
organizations, and research participants

2. Communicate effectively with individuals, families, groups, communities, and/or organizations

Behavioral examples of the second Content Area of Cluster 3

— Listen and communicate respectfully while showing empathy for others

— Demonstrate knowledge of importance of verbal and non-verbal cross-cultural, social, and
communication

— Collaborate effectively in routine professional interactions with individuals, families, groups,
communities, and/or organizations

— Recognize when verbal and non-verbal cross-cultural social and communication cues are
occeurring

— Collaborate effectively in complex situations with individuals, families, groups, communities,
and/or organizations

—  Use appropriate verbal and non-verbal cross cultural social and communication

— Develop insight regarding emerging situations that involve cross-cultural, social and
interpersonal differences

— Collaborate effectively in conflictual situations with individuals, families, groups, communities,
and/or organizations

— Provide consultation/training/supervision on appropriate verbal and non-verbal cross cultural
social and communication

3. Integrate a collaborative perspective with all aspect of professional life
4. |dentify and manage interpersonal corflict between self and others
4. Professionalism/Ethics

5. Assessment

6. Intervention/ Supervision / Consultation

Note: For sake of brevity, only the content areas of cluster 3 are provided.

Due to the limitations of the Competency Model for the Practice of Psychology (Rodolfa et
al., 2013) we propose a working model of therapeutic competence. This working model is
conceptualized such that it is empirically testable and, for the purpose of assessment, allows
an operationalization of the defined competences. Also, it aims to facilitate a multimodal as-
sessment of therapeutic competence, especially in session. The model further aims at pro-
viding a framework for the analysis of the developmental process including the consideration
of individual traits that may or may not foster the competence development. Finally, the mod-

el takes into account that therapeutic competence is not exclusively defined based on a spe-
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cific therapeutic approach. In the following, the Three Level Model will be described as a

working model for investigating therapeutic competence.

4.4 The Three Level Model of Therapeutic Competence

We propose a Three Level Model of Therapeutic Competence as a heuristic framework
for investigating therapeutic competence and its dispositions (see Figure 1). The working
model relies on the following definition of therapeutic competence: “competence can be
thought of as the judicious application of communication, knowledge, technical skills, clinical
reasoning, emotions, values, and contextual understanding for the benefit of the individual
[...] being served” (Barber et al., 2007, p. 494). Although originally proposed for clinical med-
icine (Epstein & Hundert, 2002), this definition includes all relevant aspects of competence.
Nonetheless, it needs to be extended with “competencies involve the whole person and are
teachable, observable, measurable, containable, practical, derived by experts, flexible and
transferable across settings, and continually reevaluated and redefined” (Rubin et al., 2007,
p. 453).

The Three Level Model proposes therapeutic competence develops and can be trained,
but also takes into account individual Dispositions which are postulated to be the basis for
the acquisition of therapeutic competences. We further distinguish between Basic Compe-
tences, which are mostly independent of the theoretical orientation, and Specific Compe-
tences, which differ depending on the theoretical orientation (e.g. Cognitive Behavioral Ther-
apy (CBT)).
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Therapeutic Competence

Specific Competences

Basic Competences

Dispositions

Figure 1: The Three Level Model of Therapeutic Competence within a cognitive-behavioral framework

4.4.1 Individual Dispositions as the basis of therapeutic competence

Dating back to the 1980s, the predictive value of certain individual characteristics of the
therapist as a person was investigated (Costanzo & Philpott, 1986; Guy, 1987). Findings
were often inconsistent and lacked robustness, and research on the therapist as a person
declined (Beutler et al., 1994; Caspar & Eversmann, 2009). As a consequence, theoretical
accounts about potentially more or less favorable individual characteristics of therapists’ are
still rather vague. Schmelzer (1997) concluded that the catalogue of therapists‘ personal cha-
racteristics represents mostly a collection of socially desirable personality traits. Although the
lack of consideration of “beneficial and malign characteristics” (Aveline, 2005, p. 155) has
been widely criticized (Ackerman & Hilsenroth, 2001; Aveline, 2005; Bergin, 1997), disposi-
tions find little consideration in current models of therapeutic competence. An exception is
the aspect “interpersonal behavior of the therapist” that is considered in the Social Compe-
tencies in Interpersonal Process (SCIP) Model by Mallinckrodt(2000). The SCIP model fo-

cuses on the contribution of therapists’ “social competencies and dispositions” to the thera-
peutic process (Mallinckrodt, 2000, p. 241). In a similar vein, Hatcher and Lassiter (2007)
emphasized the importance of personality characteristics and intellectual and personal skills

that students bring with them to professional training. Accordingly, they specify several
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interpersonal, cognitive and reflective skills such as "the ability to listen and be empathic and
respectful of others..., critical thinking... [and] the ability to examine and consider one’s own
motives, attitudes and behaviors" (Hatcher & Lassiter, 2007, p. 60). Overall, current models
regarding therapeutic competencies outline the role of dispositional factors only tentatively or
not at all. To what extent such individual traits may influence the training and acquisition of

therapeutic competency is often not specified and, therefore, research is lacking.

Much of what we know about the predictive value of certain therapists’ characteristics for
therapeutic competence comes from older studies (Costanzo & Philpott, 1986; Guy, 1987;
Loo, 1979; Purton, 1991), which, due to methodological problems like absence of psychome-
trical validation of the used assessment methods or only indirect assessment of therapeutic
competence via essays or role-plays, only allow rather limited conclusions. These earlier
studies have focused mostly on aspects such as the academic performance and interper-
sonal interaction style as potential predictors. By contrast, other possible predictors like self-
esteem have not been systematically investigated. The role of therapists’ characteristics has
mostly been studied within the context of outcome (see Heinonen, Knekt, Jaaskelainen, &
Lindfors, 2014; Hill et al., 2008). Yet, therapy outcome studies are not designed to explore
the influence of therapists’ individual characteristics on the acquisition and development of
therapeutic competence. Furthermore, outcome is influenced by many circumstances beside
the competence of the therapist (James, Blackburn, Milne, & Reichfelt, 2001). Therefore, any
inferences about beneficial characteristics must be treated with caution. Nonetheless, results
from outcome studies might provide first clues which characteristics are relevant for thera-
peutic competence. For example, in a study on the outcome of patients suffering from vari-
ous mental disorders, therapists’ professional self-doubt was positively associated with out-
come (Nissen-Lie, Monsen, Ulleberg, & Rgnnestad, 2013). However, it must be noticed that
the study included primarily psychoanalytic/psychodynamic therapist, only one-third of the
participants reported a mainly cognitive orientation. The theoretical orientation of the investi-
gated sample might have had an influence on the reported results. Nevertheless, such self-
doubting is possibly influenced by dispositional self-reflection. Similarly, hostility has been
shown to be negatively related to outcome (Henry, Schacht, & Strupp, 1986, 1990) and as a

trait may constitute a disposition that negatively impacts therapeutic competence.

We assume that such Dispositions characterize an individual even prior to the profession-
al training and/or work as a therapist. Accordingly, Dispositions are presumed to be less mal-
leable or even trainable. Importantly, however, depending on an individual’s Dispositions the
acquisition of therapeutic competences might differ in difficulty during training and in the
competence level that may be achieved. In the Three Level Model the level Dispositions

consists of six components: interpersonal style, personality factors, self-esteem,
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self-requlation, self-reflection and analytical thinking. In the following, each of these compo-

nents will be addressed in more detail.
Interpersonal Style

Some models of therapeutic competence like the SCIP model (Mallinckrodt, 2000) con-
sider the aspect of the therapist’s interpersonal behavior. While Mallinckrodt (2000) clearly
regards this as a disposition, other models like the US Benchmark Model (Fouad et al., 2009)
do not differentiate strictly between interpersonal behavior as a dispositional trait versus a
therapeutic competence. Accordingly, descriptions of beneficial interpersonal behavior are
often global and unspecific like “maintains satisfactory interpersonal relationships with
clients” (Fouad et al., 2009, p. 12). Operational definitions of appropriate interpersonal com-
petence are often lacking, thus making the assessment quite challenging. The role of therap-
ists’ interpersonal style has mostly been studied within the context of therapeutic outcome.
For example, Benjamin's (1974) structural analysis of social behavior (SASB) model has
been used to elucidate this relationship. Hostile, belittling and blaming behaviors of the the-
rapist were found to be associated with less successful therapies (Henry et al., 1986, 1990).
In sum, however, our knowledge of beneficial (or maleficent) interaction behavior of therap-
ists is quite limited. Moreover, there is little consensus which interaction behaviors are helpful
or not helpful. A good example is the behavior style “dominance”. Some researchers advo-
cate less dominance as positive (Beutler et al., 1994), others question a purported detrimen-
tal influence of therapist’'s dominance. Specifically, therapeutic outcome may be enhanced by
a more dominant behavioral style of the therapist because the patient may feel safer (Engvik,
1999).

We suggest that interpersonal style refers to an adequate interpersonal behavior. This
means a person can adjust their interpersonal behavior depending on the counterparts’ feel-
ings and is able to engage in positive interpersonal interactions. The interaction style is co-
operative and open (Purton, 1991) and not characterized by craving for power or recognition
and by a desire to control (Dobson & Shaw, 1993; Guy, 1987) or by hostility (Dobson
& Shaw, 1993; Henry et al., 1986). While dominance may be sensitive to change by training,
we assume that other facets of interpersonal style are less malleable by training (e.g. caring

attitude or dependability).
Personality Factors

Beutler et al. (1994) is one of very few researchers who explicitly referred to personality
as a relevant trait contributing to therapeutic competence. Unfortunately, the role of therap-
ists’ personality in regard to therapeutic competence has rarely been explored (Baldwin

& Imel, 2013). Conclusions are difficult to draw given that there are few findings and that the
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obtained effects seem small and even heterogeneous (Antonuccio, Lewinsohn, & Steinmetz,
1982; Beutler et al., 1994). Based on the “Big Five” (McCrae & John, 1992), agreeableness,
conscientiousness, low levels of neuroticism, and a moderate degree of extraversion have
been for example proposed as beneficial characteristics of a therapist (Engvik, 1999). In
Engvik’s study (1999), students were asked whom of their fellow students they would choose
as therapist. These individual preferences were related to the personality of the chosen “the-
rapist” as rated by peers. Clearly, one may argue that these individual preferences primarily
reflect a person's popularity and the social desirability of certain personality traits rather than
actual interpersonal style. Other authors also emphasize the relevance of openness to expe-

riences for therapeutic work (Doering-Seipel, Schiler, & Seipel, 2000).

In line with these findings, we suggest that high agreeableness, high conscientiousness,
high openness to experiences, low to moderate neuroticism and moderate extraversion are
beneficial personality traits that, in and by themselves, are relevant for the acquisition of the-

rapeutic competence by hindering or facilitating it (Doering-Seipel et al., 2000; Engvik, 1999).
Self-esteem

Therapist’s self-esteem is less considered in models of therapeutic competence and is
accordingly little explored. There are some research findings that clients of therapists with
higher self-confidence benefit more from the therapy (Williams & Chambless, 1990). Though,
Williams and Chambless (1990) refer to clients’ prospective ratings of therapists’ characteris-
tics. Although findings regarding therapists’ self-esteem are inconsistent, they suggest that

low self-confidence is an unfavorable characteristic of psychotherapists (Beutler et al., 2004).

In our model, we refer to self-esteem primarily as the emotional component of a person’s
self-concept. Putatively, an adequately (but not excessively) high positive self-esteem and a
concomitant absence of severe self-doubts are beneficial dispositions for acquiring therapeu-

tic competence.
Self-regulation

As self-regulation, we summarize self-efficacy, emotion regulation and self-care. Self-
efficacy describes an individual’'s expectation that a situation is manageable by one’s own
resources and competences (Bandura, 1977), in addition, a distinction is made between
general and more behavior-related (e.g. occupational) self-efficacy. We know no model of
therapeutic competence that explicitly includes therapists’ self-efficacy as disposition for the-
rapeutic competence, accordingly there is less research on its impact on therapeutic compe-
tence. However, occupational self-efficacy has been investigated in counseling. In these stu-

dies, occupational self-efficacy correlated positively with performance and counselors’
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satisfaction and negatively with anxiety during counseling (Larson & Daniels, 1998; Lent, Hill,
& Hoffman, 2003). Considering theories of general self-efficacy, self-efficacy is amongst oth-
er factors associated with higher staying power, higher thoroughness and less anxiety for
difficult tasks and more physical and mental health (Aronson, Wilson, & Akert, 2002). At least
some of these aspects might be of relevance for the development of therapeutic compe-
tence. Possibly, these aspects are also relevant and beneficial for the acquisition of thera-
peutic competence and for psychotherapists in general. Hence, higher perceived self-efficacy
regarding to the optimistic estimation of general life coping strategies may be an important

beneficial disposition for therapeutic competence.

Emotion regulation refers to the therapists’ strategies to influence their own experience of
emotions. The ability to influence one’s own emotional state has been considered as a bene-
ficial therapeutic characteristic because it promotes therapists’ emotional stability (Beutler et
al., 2004; Strauss & Kohl, 2009). Adequate emotion regulation has even been discussed as a
criterion for selecting candidates for psychotherapy training (Purton, 1991). Other models
postulate that emotion regulation constitutes a therapeutic competence primarily relevant for

handling emotional topics during session (Roth & Pilling, 2007).

We understand emotion regulation as the ability to modulate the emotional experience by
emotional regulation strategies (e.g. acceptance or refocusing) and thereby controlling and
positively influencing its intensity, length and expression. In our model, emotion regulation is
a dispositional trait contributing to therapeutic competence: therapists’ own emotional stabili-
ty and, concomitantly, not being overwhelmed by own feelings are the basis for responding

professionally (i.e. empathically and sensitively) to the needs of the patient.

Self-care describes therapists’ individual strategies (such as optimism, vitality and positive
mood) to restore and conserve one’s own personal resources and to maintain emotional sta-
bility for preventing distress by integrating self-care strategies into everyday life (Wise,
Hersh, & Gibson, 2012). In contrast to the previous disposition emotion regulation, self-care
relates to specific behaviors and includes activities like exercising, reading or traveling, but
also includes spiritual activities such as religious exercises (e.g. praying) or meditation (Ma-
honey, 1997; Wise et al., 2012). Emotional well-being is closely related to ongoing self-care
and, as such, has already been suggested by Beutler et al. (1994) as a pertinent therapist
characteristics. The importance of psychotherapists’ self-care (Elman, llifelder-Kaye, & Ro-
biner, 2005; Norcross, 2000; Wise et al., 2012), and especially potential difficulties in engag-
ing in self-care has been addressed by many experts in the field (Figley, 2002). Wise et al.
(2012) emphasize “the interplay between care of the self and care of the other” (p. 488). Al-

though there are some approaches for ensuring therapists’ well-being by methods of
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self-care (Norcross & Guy, 2007), there is surprisingly little empirical evidence that demon-

strates the relevance of self-care as a therapeutic competence.

We define self-care as those individual strategies which a therapist relies on for promoting
their own emotional well-being. This component includes one’s ability to get one’s mind off
the job, to relax without thinking about work as well as knowing and performing activities to

switch off and recover.
Self-reflection

Self-reflection can be defined as “the observation, interpretation and evaluation of one’s
own thoughts, emotions and actions, and their outcomes” (Bennett-Levy, 2006, p. 60). The-
rapist ability to self-reflect is often listed as a favorable therapist characteristic (Dryden & Fel-
tham, 1994; Guy, 1987) and reflection is postulated as key competence for the development
of expertise in the models by Bennett-Levy (2006) and Skovholt and Rgnnestad (1992). Fur-
thermore, the US competency models entail reflective practice as a relevant competence
(Hatcher et al., 2013; Rodolfa et al., 2005). Although self-reflection has also been proposed
as a selection criterion for candidates (Purton, 1991), there is no empirical research on this
subject known to us. One of the main reasons for this is most likely the difficulty to operatio-

nalize this competence and accordingly the lack of appropriate assessment instruments.

We define self-reflection as mental self-observation of one’s own thoughts, emotions and
actions during and after a certain situation or directed on the future (Dauber, 2006). The the-
rapist is able to observe their own behavior, to think without prejudices from different pers-
pectives, and to accept and reflect criticism (Dryden & Feltham, 1994). Furthermore, self-
reflection is the basis that enables therapists to make selective decisions about the appropri-

ate use of certain interventions (Bennett-Levy, 2006).
Analytical thinking

Models of therapeutic competence and theoretical elaborations on key competences differ
in how they construe the role of the therapist’s intellectual ability. Some authors suggest that
therapeutic competence is unrelated to intellectual abilities as inferred from academic per-
formance (Carkhuff, 1969b). Consistent with this line of thinking, current grade-point average
did not predict the success of college students participating in a counseling training for im-
proving helping-skills (Hill et al., 2008). This finding might be limited by the fact that compe-
tence was only rated by counselors, clients and in addition derived from counselors’ verbal
behavior, but there was no rating by an external observer. In contrast, intellectual ability has
been proposed as a prerequisite, and accordingly as a selection criterion (Dobson & Shaw,
1993; Dryden & Feltham, 1994; Purton, 1991). Indeed, intellectual ability has been
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conceptualized as a part of “thinking like a psychologist” (ElIman et al., 2005, p. 369) with a
particular emphasis on critical and logical thinking. In addition, Hatcher and Lassiter (2007)
emphasize cognitive skills as one of the intellectual abilities a trainee must bring to graduate
training. It should be noted that, at least implicitly, analytical thinking is implemented as a
selection criterion for psychotherapy students in many countries (e.g., USA, Germany, Neth-
erlands) due to the fact that admission to training programs in clinical psychology is highly
competitive with academic performance often being the most crucial requirement. As a con-
sequence, psychotherapy students are quite likely to be rather homogenous which could
obscure the actual influence of analytical thinking. Possibly, there is a benefit of intellectual
ability in accounting for therapeutic competence initially, which may dissipate over the course
of training (Costanzo & Philpott, 1986).

We conceptualize analytical thinking as the ability to take the meta-perspective by ab-
stracting, reasoning and recognizing rules and principles toward developing an appropriate

case formulation and treatment plan as well as adjusting the latter in an ongoing manner.

4.4.2 Level Basic Competences

The second level Basic Competences represents competencies which are postulated to
be basic skills for working as a therapist. They are conceptualized as universal regardless of
the theoretical therapeutic approach. Communicative competence, interpersonal competence
and intrapersonal competence are postulated to be teachable components of therapeutic

competence.
Communicative competence

The first component communicative competence comprises key elements of therapeutic
communication like empathy, basic attitude and several basic communication skills and as
such it is also included in the US competency model (Rodolfa et al., 2013). Empathy is indis-
putably a key element of therapeutic competence (Dobson & Shaw, 1993; Guy, 1987) and its
relation to therapy outcome has been discussed intensively (Greenberg, Watson, Elliott, &
Bohart, 2001). In fact, there seems to be a moderate correlation between empathy and ther-
apy success (Elliott, Bohart, Watson, & Greenberg, 2011). Whether empathy is teachable or
not, is a matter of controversy (Hill & Lent, 2006). Whereas Rogers (1957) concluded that
empathy was not teachable, others view empathy as an attitude that can be trained (Cark-
huff, 1969b). By conceptualizing empathy as a Basic Competence, we share the view that
empathy is teachable — at least to some extent. Within the context of client centered therapy
(Rogers, 1957), empathy has been defined as the understanding of the emotional connota-

tion in addition to mere content. The therapist is able to develop and show both an emotional

34



Study 1: A working model of therapeutic competence

and cognitive understanding of clients’ assumed emotional state (Thwaites & Bennett-Levy,
2007) and to take on the clients’ perspective and their individual system of thoughts and per-
sonal values. Some authors emphasize the importance of the cognitive aspects of empathy
for the therapeutic profession (Hassenstab, Dziobek, Rogers, Wolf, & Convit, 2007), this is
referred to as “therapeutic empathy” (Burns & Auerbach, 1996, p. 135). Being a rather broad
category, communicative competence also encompass other aspects of therapists’ basic
attitudes such as genuineness and unconditional positive regard which Rogers had post-
ulated as key variables for successful work as a therapist (Rogers, 1957). Similarly, the per-
sonality of the therapist has been supposed to be characterized by warmth, caring, kindness
and trustworthiness (Ackerman & Hilsenroth, 2003; Guy, 1987), thus making these attributes
candidates for selecting trainees (Dobson & Shaw, 1993). Finally, communicative compe-
tence also entails basic communication skills like active listening, the art of questioning and
guided discovery (Guy, 1987; Newman, 2010; Rogers, 1957; Roth & Pilling, 2007).

Interpersonal competence

This competence denotes both the establishment and maintenance of a working alliance,
but also the adequate role behavior of the therapist including a confident professional ap-
pearance. These aspects were summarized as interpersonal competence because they fo-

cus on the interaction between therapist and client.

The importance of a therapeutic alliance is highlighted in numerous models and theoreti-
cal considerations (Grawe, Donati, & Bernauer, 1994; Horvath et al., 2011; Sudak, Beck, &
Wright, 2003). Most importantly, much research has been devoted to elucidating its influence
on therapeutic outcome. Despite being somewhat heterogeneous, findings suggest that a
good working alliance has a moderate sized favorable effect on patients’ outcome (Horvath
et al., 2011; Martin et al., 2000).

Aside from working alliance, interpersonal competence also refers to the therapist’s ability
to comply with the role of a professional therapist. Specifically, this concerns the optimal reg-
ulation of closeness and distance within the therapeutic setting (Langer & Frank, 1999; Wil-
lutzki & Laireiter, 2005). This aspect has received surprisingly little attention of researchers
and, to the best of our knowledge, there are no international publications that address this
aspect of competence. Also, an appropriate professional appearance is rarely mentioned in
the literature. As an example, Leith, McNiece, and Fusilier (1989) see therapists’ posture and
clothes as an important part for conveying a professional and confident attitude to the clients
(see also Hatcher & Lassiter, 2007).
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We postulate that therapists’ competences to develop and maintain a therapeutic alliance
as well as an adequate role behavior and professional appearance are essential facets of

interpersonal competence.
Intrapersonal Competence

Intrapersonal competence focuses on therapists’ emotional security during sessions. Few
models of therapeutic competence explicitly address therapists’ emotional stability during a
session. Yet, Roth and Pilling (2007) emphasize the relevance of the competence to handle

the emotionality of sessions, the same did Langer and Frank (1999).

In our working model this component covers the aspects sovereignty, which is expressed
in a calm and clear voice and also relaxed posture. All in all, the therapist is not overtaxed

with the contents of the session.

4.4.3 Level Specific Competences

Finally, we propose that Specific Competences contribute to therapeutic competence.
Unlike Dispositions and Basic Competences, we further assume that these Specific Compe-
tences need to be defined depending on the theoretical assumptions of each therapeutic
approach. Here, we outline Specific Competences within the context of CBT, and therefore
specify the components cognitive behavioral interventions, diagnostic competence, know-

ledge and case conceptualization.
Cognitive Behavioral Interventions

This therapeutic competence refers to specific CBT competences which have already
been proposed by previous models of therapeutic competences, though not necessarily all
within one model (Hatcher et al., 2013; Rodolfa et al., 2013; Roth & Pilling, 2007). Clearly,
models and theoretical accounts of therapeutic competence differ in whether they refer to
competences or skills or both. Yet, the difference between competence and skill are not spe-
cified (e.g. Guy, 1987). However, the effectiveness of psychotherapy is widely investigated
and its effect is confirmed (Pfammatter & Tschacher, 2012). Yet, how much of the variance in
outcome is due to specific techniques is not entirely clear, but it seems to be a small percen-
tage (Beutler et al., 2004; Wampold, 2001).

CBT represents a goal-oriented approach with a focus on problem solving and solution
orientation (Grawe, 2007; Roth & Pilling, 2007; Sudak et al., 2003). As such, CBT is explicitly
resource-oriented (Duckworth, Steen, & Seligman, 2005; Grawe, 2007). Thus, therapists

need to have competences in resource activation such as recognizing and reinforcing clients’

36



Study 1: A working model of therapeutic competence

strengths, and supporting clients in engaging in resource-oriented behaviors. In addition,
CBT relies on the active participation of the client. Accordingly, the therapist is supposed to
encourage the client to take on an active role and to come up with own solutions, and at the
same time to abstain from specific advice. In addition, in order to gain a better understanding
of the patients’ behavior and its determinants, the therapist encourages the client in reflecting
own behavior. Hence, the therapist is required to nurture clients’ self-management compe-
tences (Kanfer, 2006; Kanfer & Schefft, 1988). To this end, the therapist should have exper-
tise in conveying positive treatment expectations, what can be understand in terms of alle-
giance which was postulated by Wampold (2001) as a central factor for the efficacy of psy-
chotherapy. Consistent with the underlying problem-solving approach, a CBT therapist
should be competent at structuring the session. Formal structuring includes that the therapist
plans a session as a sequence of different phases (warm-up, working, cool-down). Beyond
the formal structure, the therapist needs to establish and pursue the focus of the session.
Most models of therapeutic competence include the ability to structure a session (e.g. Roth
& Pilling, 2007; Sudak et al., 2003). Furthermore, the therapist needs to be able to recognize
the emotional state of a client and flexibly adjust the session and own behavior. Our model
does not explicitly list specific CBT techniques like cognitive restructuring, socratic question-
ing, behavioral activation, behavioral tests or exposure as these can be subsumed as prob-
lem-specific competences (c.f. Roth & Pilling, 2007). We believe that a model of therapeutic
competence needs to be parsimonious and, therefore, should primarily define broader cate-
gories of competences rather than building upon more or less exhaustive lists of specific

techniques.
Diagnostic competence

Operationalized and criterion-oriented diagnostic is a central aspect of psychotherapy
(Rief & Stenzel, 2011) and , moreover, qualified diagnostic is the basic requirement for a dis-
order-specific treatment. Various models of therapeutic competences include diagnostic
competence (Hatcher et al., 2013; Leith et al., 1989; Rodolfa et al., 2013). Interestingly, how-
ever, little is known about the actual relevance of diagnostic competence. In line with pre-
vious models (e.g. Kaslow, 2004) in our model, diagnostic competence refers to mastering
diagnostic decisions based on classification systems (e.g. DSM-5, American Psychiatric As-
sociation, 2013) and to the evidence-based selection and use of assessment instruments

and the psychometrically informed interpretation of psychological tests.
Knowledge

Many models of therapeutic competence include knowledge as a therapeutic competence
(Fouad et al., 2009; Kaslow, 2004; Rodolfa et al., 2013; Roth & Pilling, 2007). Consistent with
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the scientist-practitioner model, a therapist is characterized as being “scientifically-minded”
(Kaslow, 2004, p. 776). Generally, knowledge is conceptualized as an understanding about
biological, psychological and sociological models of mental disorders, their development,
distribution and treatment, and in addition an understanding about statistics and research
methods (e.g. in Rodolfa et al., 2013; Strauss & Kohl, 2009). Although knowledge is included
in many models of therapeutic competence, there is surprisingly little systematic research on
the importance of knowledge. As stated earlier, there are several instruments for assessing
knowledge which have a number of limitations (e.g. EPPP, Rehm & Lipkins, 2006). Yet, to
the best of our knowledge, these instruments have not been investigated within the context

of therapeutic competence.

In our model the component knowledge encompasses the knowledge of models of dis-
orders and the psycho-bio-social processes involved in the development, maintenance and
treatment of disorders. In addition, the therapist needs to have a thorough methodological

expertise in order to be competent at making informed judgments of research findings.
Case conceptualization

As pre-requisite for treating clients, it is pivotal that the psychotherapist is able to organize
and integrate assessment data in a meaningful way by taking into account available theoreti-
cal considerations and research findings in order to gain an understanding of the client’s cur-
rent symptomatology and behaviors (Porzelius, 2002). This so-called case conceptualization
has been considered a core therapeutic competence which reflects theory, research and
clinical practice (e.g. Kuyken, Fothergill, Musa, & Chadwick, 2005; Sudak et al., 2003). Clear-
ly, case conceptualization strongly depends on the therapeutic approach. At least within the
context of CBT, the therapist is supposed to think “like an empiricist” (Newman, 2010, p. 14).
Moreover, we believe that CBT-therapists should be competent at formulating a cognitive
conceptualization, i.e. that clients’ underlying assumptions about themselves and the world
are identified (cf. Cognitive Conzeptualization Diagram, Beck, 1995). For developing a con-
ceptualization about an individual client, the therapist has to collect descriptive information
about the client and then integrate them into hypotheses about causes, precipitant and main-
tenance (Eells, 1998). A case conceptualization is especially important for therapy outcome
when clients’ symptomatology is complex or when comorbidity is high (Kendjelic & Eells,
2007). Interestingly, there is ongoing controversy as to whether case conceptualization is
trainable (Sudak et al., 2003) or not (Dobson & Shaw, 1993). Our model includes case con-

ceptualization as an essential therapeutic competence.
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4.5 The Three Level Model of Therapeutic Competence and its practical use

As outlined earlier, the Three Level Model of Therapeutic Competence draws heavily on
the Competency Model for the Practice of Psychology (Rodolfa et al., 2013). In the latter
model (Rodolfa et al., 2013) those competences which we referred to as Basic Competences
and Specific Competences are defined extensively. For example, the component knowledge
of the Three Level Model of Therapeutic Competence corresponds to the first cluster scientif-
ic knowledge base in the model of Rodolfa et al. (2013). While some areas of knowledge are
extensively specified (e.g. biological bases of behavior) others like building and maintaining
an alliance are less specified in the model by Rodolfa et al. (2013) as compared to the model
outlined here. Consistent with the idea of formulating a model that can be used more readily
for research purposes, the levels Basic Competences and Specific Competences of our
working model condense and summarize many of the numerous facets of therapeutic com-
petence as proposed by the Competency Model for the Practice of Psychology. According to
the three-dimensional structure of the first version of the Cube Model (Rodolfa et al., 2005)
we organized the Three Level Model of Therapeutic Competence hierarchically and added
the level Dispositions. Such individual dispositions were included in order to facilitate the in-
vestigation of the development and acquisition of therapeutic competence that takes into
account the potential interaction between individual characteristics and psychotherapy train-
ing. Moreover, we believe that most components at the levels of Basic Competences and
Specific Competences are amenable to multi-informant (i.e. the different perspectives of
therapist, client and observer) and multi-modal assessment (e.g. ratings, case vignettes, be-
havioral observations) and can potentially also be assessed during sessions. The main rea-
son for developing this working model of therapeutic competence was to create a measure-
ment model that holds promise for developing instruments for assessing therapeutic compe-
tence from different perspectives (e.g., therapist, client), using self-report as well as observa-
tional measures, and relying on different measurement points (e.g., during session, be-
fore/after therapy). Dispositions can be assessed using standardized self-report question-
naires. For example, personality factors can be measured using personality questionnaires
such as the NEO-FFI (Costa & McCrae, 1985) and self-esteem can be measured by the Ro-
senberg Self-Esteem Scale (Rosenberg, 1989). Possibly, analytical thinking may be inferred
from the performance in intelligence testing that specifically focuses on this intellectual abili-
ty. Basic Competences and Specific Competences could be assessed by therapists’ self-
rating as well as by clients’ or observers’ ratings. In our view, the competency model as out-
lined here holds promise in that it provides a heuristic framework for developing and testing
such assessment instruments, takes into account the issue of training and development of

therapeutic competence, and its possible relationship to treatment outcome.
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Crucial questions are whether the assumptions of the Three Level Model of Therapeutic
Competence concerning the influence of Dispositions and the differentiation between Basic
and Specific Competences are empirically tenable. Furthermore, it needs to be tested if the
model can indeed serve as theoretical basis for the development of multi-informant and

multi-modal instruments to assess therapeutic competence.
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5. Study 2: Multi-informant assessment of therapeutic competence®

5.1 Abstract

Therapeutic competence is discussed as a central element for the process and outcome
of psychotherapy. Valid and reliable measurements are the basis for investigating therapeu-
tic competence. Accordingly, assessment of therapeutic competence is required to be multi-
informant and should therefore include the perspectives of therapists, clients and observers.
There are several instruments assessing therapeutic competence from one of the requested
perspectives. But yet there is no valid and reliable set of measurements that allows the as-
sessment of therapeutic competence from the different perspectives based on the same
theoretical background, what is central for making comparisons possible. We developed a
set of measurements assessing therapeutic competences from different perspectives: the-
rapists’ global (GloRa-T) and session self-rating (SeRa-T), clients’ session rating (SeRa-C)
and observer rating (CoRa-0). All measurements assess the same components of therapeu-
tic competence as illustrated in the Three Level Model of Therapeutic Competence, a work-
ing model of therapeutic competence. Because of the same theoretical base comparisons
among the perspectives are possible. The set of measurements is presented and results of

psychometric analysis are discussed.

5.2 Introduction

The investigation of therapeutic competence requires a clear definition and adequate as-
sessment instruments. While a consensus-based definition of therapeutic competence is still
lacking, the following definition derived from the field of medicine is frequently used (Epstein
& Hundert, 2002): “competence can be thought of as the judicious application of communica-
tion, knowledge, technical skills, clinical reasoning, emotions, values, and contextual under-
standing for the benefit of the individual [...] being served” (Barber et al., 2007, p. 494). Addi-
tionally, we recommend the supplement “competencies involve the whole person and are
teachable, observable, measurable, containable, practical, derived by experts, flexible and
transferable across settings, and continually reevaluated and redefined” (Rubin et al., 2007,
p. 453).

Focusing on the assessment of therapeutic competence, a multi-method and multi-
informant approach is required because of the special circumstances of the therapeutic set-
ting (Hatcher et al., 2013; Kaslow, 2004). There is a broad consensus that “no single method

is able to provide a comprehensive assessment of all aspects of [...] competence” (Muse

* Das entsprechende Manuskript zu Studie 2 wird zur Publikation vorbereitet.
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& McManus, 2013, p. 495). Accordingly, with special regard to the assessment of therapeutic
competences in single sessions, these should be assessed from three different perspectives:
(a) therapists’ self-report, (b) clients’ rating and (c) observers’ rating. Indeed, all three pers-
pectives allow equally valid assessment of therapeutic competence, since each perspective
taps different aspects of therapeutic competence (Orlinsky et al., 1994). Concerning the the-
rapeutic session, the perception of both the therapist and the client might be biased subjec-
tively, so the rating of an independent observer may provide a more objective additional
perspective. Investigating the associations among the different perspectives ratings, various
studies have shown low (e.g. McManus et al., 2012) or even no correlation among the dif-
ferent perspectives (Dennhag et al., 2012; Fitzpatrick et al., 2005; Mallinckrodt, 1993;
Mathieson et al., 2009). These findings underline the importance of multi-perspective as-

sessment.

Therapists’ self-report. Therapists’ self-assessment of therapeutic competence is fre-
quently used because of low costs and simple application. However, therapists’ self-ratings
are also considered invalid due to the risk of therapists’ personal bias and according lack of
reliability (Kaslow et al., 2009; Mathieson et al., 2009). To give an example of a self-rating
measurement, Bennett-Levy and Beedie (2007) developed the Cognitive Therapy Self-
Rating Scale (CTSS). Items of the CTSS resulted of a modification of items of a frequently
used observer rating scale (CTS; Young & Beck, 1980). Despite Cronbachs Alphas, which
were reported for a sample size of 24 therapists from one training study, were adequate
(Bennett-Levy & Beedie, 2007), the CTSS lacks further analysis of reliability and validity.
Another self-rating questionnaire focusing on therapists perception of relevant working me-
chanism of the therapeutic process (Grawe, 2000) is the therapist version of the Berner Post
Session Report (TSTB, Flickiger, Regli, Zwahlen, Hostettler, & Caspar, 2010). Its subscales
were well confirmed by confirmatory factor analysis, reported reliability and validity were sa-
tisfying (Flickiger et al., 2010). While some subscales (e.g. resource activation) may well be
used for the assessment of therapeutic competence, others are more specific variables of
the therapeutic process (e.g. openness) and, therefore, not applicable to the assessment of

therapeutic competence.

Clients’ rating. Whether or not the clients’ perspective is of relevance when assessing
therapeutic competence continues to be a matter of controversy. On the one side, it is called
that assessing the client perspective increases the quality of the assessment of therapeutic
competence (Lichtenberg et al., 2007) and that clients’ perspective reflects directly their ex-
perience of a skill (Hill & Kellems, 2002). On the other side, it has been argued that clients’
view on the therapist’'s competence is likely not to match what therapists themselves as well

as observers would consider to be competent (Fitzpatrick et al., 2005). Hence, it has been
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questioned that clients’ ratings are meaningful judgments of a therapist's competence at all
(Muse & McManus, 2013), what might explain why clients’ perspective are usually not as-
sessed in research studies (Dennhag et al., 2012). It must be considered that clients are only
able to rate some specific aspects of therapeutic competence like establishing and maintain-
ing a therapeutic relationship or certain specific behaviors. Accordingly, many of the existing
instruments assessing clients’ rating of therapeutic competence deal with clients’ perception
of the therapeutic relationship (e.g. Working Alliance Inventory (WAI, Horvath & Greenberg,
1989)). The authors report for the WAI adequate reliability and validity. But the high intercor-
relations of the three subscales (bond, goals and tasks), however, questions their distinct-
ness. Of course those clients’ ratings rather assess the consequence of therapist’'s compe-
tence to establish and maintain a therapeutic relationship and thereby only allow an indirect
inference of therapeutic competence. A more general assessment of relevant aspects of the
therapeutic process allows the patient version of the Berner Post Session Report (PSTB,
Flickiger et al., 2010) with focus on Grawe’s working mechanisms (2000). The reported psy-
chometric quality is as satisfying as the therapists’ version. Like for the TSTB, some scales of
the PSTB assess specific process variables which can be interpreted as aspects of thera-
peutic competence (e.g. experience of clarification) whereas others are not specific for the

therapeutic process (e.g. coping experiences).

Observers’ rating. Objective ratings of therapeutic competence by external observers
such as supervisors or independent judges are usually based on single sessions (live or vi-
deotaped). Independent observers are frequently used in clinical studies, whereas supervisor
ratings are widespread in training of psychotherapists. Yet, studies have shown that supervi-
sors and independent judges differ in their ratings of therapeutic competence, with supervisor
ratings mostly being more positive (Dennhag et al., 2012; Martino, Ball, Nich, Frankforter, &
Carroll, 2009). However, it has not been finally clarified yet whether supervisors have a bias
because of their personal relationship to the therapist or whether their rating is more valid
because of their knowledge of relevant contextual factors of the therapeutic process (Denn-
hag et al., 2012). A frequently used observer rating tool is the Cognitive Therapy Scale (CTS;
Young & Beck, 1980) and its revised version CTS-R (Blackburn et al., 2001). Muse and
McManus (2013) summarized the research findings of several studies investigating the CTS
and reported high internal consistencies but high intercorrelations of the subscales, an insta-
ble inter-rater reliability and as main criticism poor content validity because of overly focusing
on the treatment of depression, overlaping in the content of items and lacking of key compe-
tences. Reporting in addition the psychometric quality of the CTS-R the authors came to the
conclusion that even the revised version “may not have fully overcome the limitations of the
CTS” (Muse & McManus, 2013, p. 491). In addition, Roth (2016) questioned the generic na-

ture of the CTS by pointing out the need to adapt the scale in dependence of the conditions
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of the therapeutic setting and furthermore criticized that several interventions concerning
clients’ change are represented by only one item. Recently, Roth (2016) published ideas for
the development of a new scale (University College London — Scale (UCL-Scale)) based on
the competence framework (Roth & Pilling, 2007). Yet, the evaluation study is still running,

so the psychometric quality of the scale is still unknown.

All in all, the requirement to consider subjective and objective perspectives for the as-
sessment of therapeutic competence (Hill et al., 2008) is actually not met satisfactory. Al-
though there are several instruments to assess therapeutic competence from a certain pers-
pective, the assessments are mostly limited to one perspective. Additionally, some mea-
surements only allow an indirect estimation of a competence because of assessing a conse-
quence of rather than the therapeutic competence itself (e.g. assessments of the therapeutic
alliance). Problematically, the assessment tools are based on different theoretical founda-
tions, so finally the results are not comparable and measurements assessing different pers-
pectives cannot be integrated (Muse & McManus, 2013). Furthermore, most assessments
are rather not based on a theoretical model of therapeutic competence but rather reflect the
understanding of the researchers which therapeutic competences are important. Finally, the
existing instruments cannot be used for the assessment of therapeutic competence of grad-
uate students starting their clinical training or in context of psychotherapy training because
the content of some items was inappropriate for this field (e.g. item application of cognitive
therapy techniques from the CTS (Young & Beck, 1980)). Some items require a level of
competence above the one that can be expected at an initial stage.
In sum, there is a lack of multi-informant measurements of therapeutic competence sharing
the same theoretical basis, being applicable at initial stages of clinical training, empirically

validated and efficient to use.

5.3 Development of a set of multi-informant measures

Our set of multi-informant measurements of therapeutic competence was developed
based on theoretical considerations about central components of therapeutic competence
illustrated in the Three Level Model of Therapeutic Competence. This model summarizes
currently discussed aspects of therapeutic competence and integrates these aspects on
three levels: First, on a rather stable individual level of Dispositions (interpersonal style, per-
sonality factors, self-esteem, self-regulation, self-reflection and analytical thinking) which are
postulated to be the groundwork for the achievement of therapeutic competence. We further
distinguish between the second level Basic Competences (communicative competence, in-
terpersonal competence and intrapersonal competence), which are universal components

that are postulated to be essential for any therapist regardless of his/her theoretical
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background and on the third level Specific Competences (cognitive behavioral interventions,
diagnostic competence, knowledge and case conceptualization) which differ depending on
the theoretical orientation (e.g. CBT).

On the basis of the Three Level Model of Therapeutic Competence our aim was to multi-
method measurement tools for assessing therapeutic competences from the perspectives of
therapists, clients and observers. As the measurements should allow for direct comparisons
between the perspectives, the same components of therapeutic competence should be as-
sessed by all of them.

5.4 Materials and Methods

5.4.1 Setting

The measures were developed and evaluated as part of a therapeutic training program at
the Department of Clinical Psychology at Justus Liebig University Giessen, Germany. Ad-
vanced Master level students in clinical psychology were trained in basic therapeutic and
certain CBT-skills after which they provided individual sessions in stress management to stu-
dent clients not enrolled in a psychology program. The clients were seeking help for prob-
lems related to student life (e.g. time management, relaxation techniques, emotion regula-

tion). Each student therapist provides 10 individually tailored sessions to two clients.

5.4.2 Samples

Student therapists. A total of N = 48 graduate student therapists (age: M = 24.6 yr, SD =

2.0; gender: 96% female) rated their perceived therapeutic competence.

Clients. A total of N = 96 student clients (age: M = 25.3 yr, SD = 5.1; gender: 80% female;
area of study: 19% teacher training class, 17% nutrition science, 8% veterinary medicine, 8%

law studies, 48% other) rated their student therapist.

5.4.3 Measures of therapeutic competence

Based on a-priori theoretical considerations and results of preliminary analysis we de-
cided to limit therapists self-rating, clients rating and observer rating to the components
communicative competence, interpersonal competence (both Basis Competences) and cog-
nitive behavioral interventions (Specific Competences) of the Three Level Model. For the
remaining components of the Three Level Model (e.g. intrapersonal competence or case
conceptualization) additional instruments were used which were not part of the present

study.
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5.4.31 Therapists self-ratings

Therapist’s global rating. To measure the global self-assessment of therapeutic compe-
tence we developed based on the Three Level Model the 22-item questionnaire Global Rat-
ing - Therapist (GloRa-T, original German title: Selbsteinschatzung therapeutischer Kompe-
tenz, SetK). GloRa-T consists of two subscales Basic Competences (communication skills
(# 1-5) and interpersonal competences (# 6, 7)) and Specific Competences (cognitive beha-
vioral interventions # 8-22). The component cognitive behavioral interventions includes gen-
eral CBT competences (# 8-17) and in addition techniques of Kanfer's (2006) self-
management therapy (# 18-22). Therapists rate how much they agree on a 5-point Likert
scale ranging from 0 (not at all) to 4 (fully agree). Subscales are formed by summing up the

item raw scores and dividing by the number of items per scale.

Therapist’s session rating: For assessing self-perceived in-session therapeutic compe-
tence, we developed a session rating questionnaire (Session Rating Therapist, SeRa-T; orig-
inal German title: Stundenbeurteilungsbogen Therapeut; StB-T). SeRa-T was developed
based on a selection of items from the Bern Post Session Report (Flickiger et al., 2010).
Some items were adapted (e.g. patient was replaced by client). In addition, some newly for-
mulated items were added (see Table 7) for those components of the Three Level Model
which are not represented by items of the Bern Post Session Report. SeRa-T consists of 27
items, which assess Basic Competences (communicative competence # 4-6, interpersonal
competence # 1-3, 7) and Specific Competences (cognitive behavioral interventions # 8-27).
The component cognitive behavioral interventions includes general CBT skills (# 8-22) and in
addition items assessing the competence in techniques of Kanfer's (2006) self-management
therapy (# 23-27). According to the Bern Post Session Report therapists rate their agree-
ments to items 1 - 7 on a bipolar 7-point Likert scale ((-3) not at all fo (+3) yes, exactly).
These item answers are for analysis recorded to 0 - 6. For items 8 - 27 therapists rate on a 5-
point Likert scale (0 = not at all to 4 = fully agrees) how much they agree. Subscales are

formed by summing up the item raw scores and dividing by the number of items per scale.

5.4.3.2 Clients session rating

Similar to the therapists’ version, the session rating questionnaire for clients (Session Rat-
ing Client, SeRa-C; original German title: Stundenbeurteilungsbogen Klient; StB-K) was de-
veloped based on some items taken from the Bern Post Session Report (Flickiger et al.,
2010). Some of the items were adapted (e.g. therapist was replaced by counselor). New
items were added (see Table 11) for those components of the Three Level Model which were
not covered by the Bern Post Session Report and the Therapy Rating Sheet. SeRa-C con-

tains of 20 items assessing the subscales Basic Competences (communicative competence
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# 7, 14; interpersonal competence # 1, 5, 6) and Specific Competences (cognitive behavioral
interventions # 2-4, 8-13, 15, 16; techniques in self-management therapy # 17-20). According
to the Bern Session Report, clients rate their agreement on a 7-point Likert scale ((-3) not at
all to (+3) yes, exactly). For analysis item answers are recorded to 0 — 6. Subscales are

formed by summing up the item raw scores and dividing by the number of items per scale.

5.4.3.3 Observer rating

The Competence Rating for Observer (CoRa-O, original German title: Kompetenz-Rating,
KoRa) was used to assess observer ratings of therapeutic competence based on videotapes
of sessions. CoRa-O consists of 12 items including two subscales (Basic Competences and
Specific Competences), a global rating of therapeutic competence (# 1) and a rating of the
difficulty of working with this specific client (# 14). The subscale Basic Competences consists
of the components communicative competence (# 2-4) and interpersonal competences
(# 5, 6). The subscale Specific Competences (# 7- 13) entails items assessing cognitive be-
havioral interventions (# 7-12) and techniques in self-management (# 13) therapy. Observers
rate on a 5-point Likert scale (1 = barely competent; 3 = moderately competent; 5 = very
competent) how competent they perceived the therapist. For the end and midpoints of the
scale (scale levels 1, 3 and 5) verbal anchors were formulated (see Table 2 for an example).
Subscales are formed by summing up the item raw scores and dividing the sum by the num-

ber of items per scale.

For the present study, video-based observer ratings were obtained for N = 71 sessions.
Raters were two female psychology students. The two raters participated in 15 hours of train-
ing. First, items were explained and videos with exemplary ratings were presented. Finally,
three ratings were done by the raters and after that discussed in group. During training a total
agreement between the two raters (both rating the same score) or a maximal deviation of
one scale point between both raters was sought. During the rating process raters discussed
their ratings of every tenth video to avoid drifting apart, subsequent revisions were not al-
lowed. Observers rated student therapists’ competence for a window of 20 minutes (minute

20 to 40 of the one-hour sessions).
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Table 2: CoRa-0, Item 8 with the formulated verbal anchors

Item 8: Encourages active engagement of the client

Tends towards condescending instructions, appears bossy. Hardly motivates the client to
actively engage. Hardly leaves client freedom to act.

1 Ziele werden kaum erfragt. Arbeitet kaum zielorientiert. Lenkt Aufmerksamkeitsfokus fast nie
zielgerichtet. Hilft wenig beim Erwerb von Strategien zur Bewdltigung von Problemen, fokus-
siert kaum auf Verbesserung der Handlungskompetenzen. Deutlich problemorientiert.

2
Partly motivates the client to actively engage and leaves them freedom of action. However, also
tends to give advice and highlights connections, leaves the client little space for independent
thought.

3 Ziele werden erfragt, jedoch eher global. Arbeitet nicht immer zielorientiert. Lenkt die
Aufmerksamkeit nicht immer zielgerichtet. Hilft meistens beim Erwerb von Bewéltigungsstrate-
gien,jedoch auch manchmal problemorientiert.

4

Intensively motivates the client to engage actively, leaves optimal freedom of action. Encourag-
es the client’s independent thought processes very appropriately/adequately.

5  Erfragt Ziele sehr detailliert, arbeitet stets sehr zielorientiert, lenkt Aufmerksamkeit immer ziel-
gerichtet. Unterstiitzt durchgéngige Strategien zur Bewéltigung von Problemen, verbessert
stets Handlungskompetenzen.Deutlich I6sungsorientiert.

Interclass coefficients (ICC) as measurements of interrater reliability were calculated for
the total scale and for individual items. The interclass coefficient for the total scale was /ICC =
.63**, which is below the recommended lower limit of .75 (Portney & Watkins, 2014). For the
individual items ICCs were spread over a large range (.41*** < ICC < .68**, see Table 15)

and are all just moderate.

5.4.4 Instruments for validity measures

Interpersonal behavior

We used the German translation of the short version of the Inventory of Interpersonal
Problems (lIP-C; Horowitz, Straul}, & Kordy, 2000). Each item has to be answered on a 5-
point Likert scale (0 = not at all to 4 = extremely). The IIP-C entails eight subscales which are
formed by summing up item raw scores. The German version was shown to be reliable and
valid (Horowitz et al., 2000). Because of a priori theoretical consideration we used the subs-

cales self-sacrificing and socially inhibited for validity analysis.

Personality

To assess personality traits we used the German translation of the NEO-FFI (Borkenau &
Ostendorf, 1993). The NEO-FFI contains 60 Items rated on a 5-point Likert scale (0 = strong-
ly disagree to 4 = strongly agree). Validity and reliability of the German NEO-FFI have been
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demonstrated (Borkenau & Ostendorf, 1993). The NEO-FFI entails five subscales which are
formed by summing up the item raw scores and dividing the sum by the number of items per
scale. We used the subscales neuroticism, extraversion, agreeableness and consciousness

for validity analysis.

Empathy

The German version of the Interpersonal Reactivity Index (IRI, Davis, 1980; SPF, Saarb-
rickener Persoénlichkeitsfragebogen, V3.1, Paulus, 2009) was used to assess empathy. The
SPF contains 16 items to be answered on a 5-point Likert scale (1 = does not describe me
well fo 5= describes me very well). The German version SPF shows good reliability, validity
and discrimination coefficients (Paulus, 2009). The SPF consists of 5 subscales and the
score of each is calculated by summing up its item raw scores. We used the subscales pers-

pective taking and empathic concern for validation analysis.

Self-Esteem

The Rosenberg Self-esteem Scale (RSES, Ferring & Filipp, 1996) was used to assess
self-esteem. The RSES consists of 10 items rated on a 4-point Likert scale (0 = strongly dis-
agree to 3 = strongly agree). The German version shows satisfactory validity and reliability
(Ferring & Filipp, 1996). Subscales are formed by summing up the item raw scores and divid-

ing them by the number of items per scale.

5.4.5 Procedure

All student therapists’ self-ratings (GloRa-T, IIP-C, SPI, RSES) were conducted via an
online platform prior to the beginning of the training and after completing sessions with both
clients. The NEO-FFI was only performed once at the beginning. For all validity analyses we
used the data from the post-measurement, except pre-data of the NEO-FFI. For psychome-
tric analysis of GloRa-T we only used the data from the end of the project. N = 2 student the-
rapists missed completing these questionnaires, so a final data set of N = 46 student therap-
ists was analyzed.

Session ratings (SeRa-T, SeRa-C) were completed after sessions 2 and 9 in a paper-
pencil version. For evaluating SeRa-T we used the session ratings of the ninth session with
the second clients. N = 3 student therapists missed completing these session ratings and N =

3 clients dropped out of the therapy so finally N = 43 surveys were evaluated. For SeRa-C
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the ratings of all clients of the ninth session were used. N = 5 clients dropped out of the
project, N = 6 clients had not participated in the study and N = 3 clients missed completing
session ratings. Finally, session ratings of N = 82 clients were evaluated (N = 40 first clients
and N = 42 second clients). For evaluation the validity of SeRa-C we only used the ratings of
the second client in the ninth session (N = 42). Sessions 2 and 9 were videotaped.
Psychometric analysis of CoRa-O referred to the records of the ninth session. 11 clients did
not agree with the video recording, 5 clients dropped out of the project, 5 tapes must be ex-
cluded due to technical problems and 4 videos were used for training and therefore excluded
from the rating. Finally N = 71 videotapes of session 9 were rated (N = 36 with the first client,
N = 35 with second client). For the analysis of validity only ratings of the ninth session with

the second client (N = 35) were used.

5.4.6 Data analysis

Descriptive statistics and item analysis: First, descriptive statistics (Mean (M), standard
deviation (SD) and results of item analysis (minimum and maximum ratings range, skewness
and kurtosis) were described. Item total correlations values above r; = .30 were interpreted
as good (Fisseni, 2004). According to Miles and Shevlin (2001) skewness and kurtosis were
interpreted as follows: First, concerning the absolute values of skewness and kurtosis, values
smaller than 1 were assessed as acceptable, values between 1 and 2 as critical but tolerable
and values higher than 2 as inacceptable. Second, the ratio of the values of skewness and
kurtosis in relation to the values of the standard error (SE) were conducted. Values of skew-
ness and kurtosis greater than twice the standard error were interpreted as significantly dif-
fering from the normal distribution. Subsequently, at the level of the subscales, means, stan-
dard deviations and item total correlations (r;) were conducted and in addition we used Cron-

bach’s alpha (a) as measurement for internal consistency.

Validity analysis: Correlations between the multi-informant ratings (GloRa-T, SeRa-T, Se-
Ra-C and CoRa-0) and scores of the other standardized questionnaires rated by the therap-
ists were evaluated by Pearson product-moment-correlations (ry,). A significance level of p <
.05 was used for these analyses. For therapist’s self-ratings (GloRa-T, SeRa-T) and observer
ratings (CoRa-O) we expected correlations between Basic Competences and interpersonal
behavior (subscale self-sacrificing (1IP)), personality (subscales extraversion and agreeable-
ness (NEO)), empathy (subscales perspective taking and empathic concern (SPF)) and self-
esteem (RSES) which were interpreted as convergent validity. Additionally, correlations be-
tween Basic Competences and interpersonal behavior (subscales cold and socially inhibited

(1IP)), and personality (subscale neuroticism (NEO)) were expected, which were interpreted

50



Study 2: Multi-informant assessment of therapeutic competence

as divergent validity. Furthermore, correlation between Specific Competences and personali-
ty (subscale consciousness (NEQO)) were expected, which was also interpreted as
convergent validity. For clients’ ratings (SeRa-C) we do not expect correlations between their
ratings of Basic and Specific Competences and therapists’ self-ratings of personality (NEO),
interpersonal behavior (IIP) and any intrapersonal characteristics (SPF, RSES), which was

interpreted as divergent validity.

Interrater reliability: Interrater reliability of CoRa-O was determined by calculating intrac-
lass-correlations (Shrout & Fleiss, 1979; unadjusted two-way random model, all ratings from
both raters (ICC(2,2))). All statistical analyses were calculated using SPSS 22.

5.5 Results
5.5.1 Therapists self-ratings

5.5.1.1 Global-Rating-Therapist (GloRa-T)

Descriptive statistics and results of item analysis

Means of all GloRa-T items gathered around the midpoint of the Likert scale (M = 2.93,
SD = .77 (# 18) to M = 3.63, SD = .53 (# 6)) (see Table 3). The range of the item scores was
generally rather small, with no ratings on the end points of the Likert scale. Furthermore, the
items were skewed to the left, analysis of kurtosis showed that most items were leptokurtic.
All in all, the distribution of the items was tolerable with exception of item 16 (Kurtosis = -
2.09, SE = .69), that was not distributed normally (see Table 4). The subscales showed good
or acceptable internal consistencies (.72 < a <.86), except for subscale interpersonal compe-
tences (a = .29). Therefore, the two items of the subscale, working alliance (# 6) and role
behavior (# 7) were considered separately in former analysis and no item discrimination coef-
ficients were calculated. Accordingly, for this scales internal consistencies and item discrimi-
nation coefficients were not calculated. The remaining item discrimination coefficients of the
subscales were all above the recommended lower limit of r; = .3. GloRa-T’s subscales com-
municative competence, working alliance, CBT interventions and techniques in SMT were
highly intercorrelated (.44** < r,, < .86***, see Table 5). In contrast, there were no correla-

tions between role behavior and the other subscales.
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Table 3: Items of the GloRa-T (Global Self Rating - Therapists) and scale properties: Means (M),

standard deviations (SD), minimal and maximal ratings, range, skewness and kurtosis

M (SD)

min-max

Range

Skewness

Kurtosis

1*

2%

3*

4*

5*

6*

7*

10

11

12

13

14

15

16

17

18

19

20

21

22

| can meet clients with appreciation

Ich kann Klienten wertschétzend begegnen

| can feel with the clients and understand their prob-
lems

Ich kann mich in Klienten hineinversetzen und ihre
Probleme nachvollziehen

| really fulfill the role of being a counselor, | don't just
pretend to do so

Ich kann mich in die Rolle des Beraters einfiihlen und
spiele sie nicht nur

| can listen attentively

Ich kann aktiv zuh6ren

| can establish a warm and welcoming atmosphere
Ich kann eine warme und freundliche Atmosphére
schaffen

| can built up a relationship with clients

Ich kann eine Beziehung zu Klienten aufbauen

| can take up a friendly, yet professional position to-
wards clients

Ich kann eine freundliche, aber nicht zu private Positi-
on gegentiber Klienten einnehmen

| can work goal-oriented

Ich kann auf ein Ziel hinarbeiten

| can establish a positive efficacy expectation

Ich kann eine positive Wirksamkeitserwartung aufbau-
en

| can refer to the client’s current life circumstances
Ich kann einen Bezug zur aktuellen Lebenssituation
des Klienten herstellen

| can notice the clients' resource and strengths

Ich kann die Stérken der Klienten beachten

| can develop strategies for problem-solving

Ich kann Probleml6sestrategien erarbeiten

| can emphasize on new approaches to various prob-
lem areas and their relationship

Ich kann Klienten neue Sichtweisen auf Zusammen-
hénge verschiedener Problembereiche aufzeigen

| can motivate clients to participate actively

Ich kann Klienten zur aktiven Mitarbeit anregen

If it is necessary and reasonable, | can let go of my
pre-structured session agenda and attend to the
clients’ recent situations

Ich kann mich — falls notwendig & sinnvoll — von mei-
nem Sitzungsplan I6sen und auf die aktuelle Situation
der Klienten eingehen

| can structure the sessions

Ich kann Sitzungen strukturieren

| can choose reasonable interventions

Ich kann sinnvolle Interventionen auswéhlen

| can turn the clients' focus towards controllable beha-
vioral variables and away from personality traits

Ich kann die Blicke der Klienten auf beeinflussbare
Verhaltensweisen (und weg von Persénlichkeitseigen-
schaften) lenken

| can point out a reasonably positive view to the clients
Ich kann Klienten eine angemessen positive Sich-
tweise aufzeigen

In cooperation with the client | can divide the relevant
problem into sub-steps

Ich kann gemeinsam mit Klienten das zu lI6sende
Problem in Teilschritte zerlegen

| can encourage clients to let go of fixed opinions and
provide flexible viewpoints instead

Ich kann Klienten von absoluten Sichtweisen I6sen
und ihnen eine flexiblere Sicht der Dinge vermitteln

| can help the clients to focus on the future

Ich kann den Blick der Klienten auf die Zukunft lenken

3.59 (.50)

3.24 (.48)

3.48 (.55)

3.50 (.62)

3.48 (.59)

3.63 (.53)

3.04 (.67)

3.26 (.61)

2.96 (.70)

3.26 (.65)

3.26 (.71)
3.13 (.65)

3.17 (.64)

3.15 (.73)

3.43 (.69)

3.50 (.51)
3.24 (.64)

2.93 (.77)

3.20 (.58)

3.22 (.73)

3.11(.67)

3.20 (.72)
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-0.34
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-0.35

-0.31

-0.43

-0.14

-0.69

-0.60

-0.83

0.00

-0.25

-0.19

-0.03

-0.36

-0.13

-0.31

-1.95

-0.11

-1.05

-0.21

-0.55

-0.03

1.06

-0.50

0.31

-0.64

-0.90

-0.58

1.85

0.36

-0.46

-2.09

-0.58

-0.54

-0.19

-1.00

-0.72

-0.97
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Table 4: Subscales of GloRa-T: Means (M), standard deviations (SD), minimal and maximal item dis-
crimination coefficients (ri) and internal consistency (Cronbachs a)

M (SD) fit a
(min/max)
Basic competences
Communicative competence 3.46 (.38) .30/.62 72
'_& Working alliance 3.63 (.53) - -
% Role behavior 3.04 (.67) - -
® Specific competences
Cognitive behavioral interventions 3.24 (.44) .46/.66 .86
Techniques in SMT 3.13 (.50) .39/.61 .76

Table 5: Intercorrelations (r,) of GloRa-T

Interpersonal competence

Communicative Working Role CBT Techniques
competence alliance behavior  interventions in SMT
Communicative c. - .60*** A1 T2 56>
o Working alliance - 17 59+ 44+
% Role behavior - .06 -.03
o CB interventions - .86™**

Techniques in SMT -
Note: **= p < .01; *** = p <.001.

Validity analysis

Results of validity analysis concerning subscales assessing Basic Competences are
shown in Table 6. Divergent validity of GloRa-T is supported by the significant negative cor-
relations between Basic Competences and the interpersonal styles (IPP-C) cold (communic-
ative competence: r,, = -.42**, working alliance: r,, = -.53***) and socially inhibited (working
alliance: r,, = -.30%; role behavior: r,, = -.53***) as well as between Basic Competences role
behavior and the personality style neuroticism (NEO-FFI) (r,, = -.34*). Convergent validity is
supported by the positive correlations between the Basic Competence working alliance with
the interpersonal style self-sacrificing (1IP-C; r,, = .30%) and the personality factor agreeable-
ness (NEO-FFI; r,, = .50***), positive correlations between Basic Competence communica-
tive competence and the personality factor extraversion (NEO-FFI) (r,, = .40**), the rating of
self-esteem (RSES) (r,, = .31%) as well as positive correlations between Basic Competence
working alliance and self esteem (RSES) (r,,= .34*). Furthermore, convergent validity is sup-
ported by the correlation between communicative competence and the subscale empathic
concern of the SPF (r,, = .30%. Correlations between all subscales with the subscale pers-
pective taking of the SPF were not as postulated. Since the separate interpretation of the
subscale role behavior was not planned in advance, the negative correlation with empathic

concern (SPF) was not expected (r,, = -.377%).
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Although the expected positive correlations between Specific Competences and con-
sciousness (NEO-FFI) only reached a borderline statistical significance (Cognitive behavioral
techniques: r,,= .28; SMT r,,= .27"), they might be carefully interpreted as convergent validi-
ty.

Table 6: Correlation between self and observer rated Basic Competence of GloRa-T and therapists’
self-rating for validity analysis

GloRa-T
Communicative ~ Working Role
competence alliance behavior

Cold -42** -.53%+* -22
'”terp'?ﬁ??;' Style Socially inhibited -29" -.30* -32*
Self-sacrificing 24 .30* -27"
) Neuroticism =11 -.03 -.34*
Pﬁ rESSn,?::'tly Extraversion 40%* .24 .04
( -FFI) Agreeableness .29" 50%** 16
Empathy Perspective taking .07 .10 .09
(SPF) Empathic concern .30* 28" -31*

Self-esteem N .
(RSES) .31 .34 .07

Note: "=p< .1;*=p<.05,*=p<.01;,** =p<.001.

5.5.1.2 Session-Rating-Therapist (SeRa-T)
Descriptive statistics and results of item analysis

For the first part for the SeRa-T (# 1-7), averaged means were almost in the upper half of
the scale (M =4.95, SD = .90 (# 3) to M =5.44, SD = .63 (# 4)). In the second part (# 8-27)
means were also above the middle point M = 2.23 (SD = 1.00; # 11) and M = 3.47 (SD = .63;
# 18) (see Table 7). Range was rather small. ltems were skewed left, kurtosis showed lepto-
kurtic distribution. Skewness = -3.53 (SE = .36) and kurtosis = 17.98 (SE = .71) of item 6 and
additionally kurtosis of items 19, 20, 22 and 23 were critical (2.02 < kurtosis < 2.90, SE = .71)

and differed significantly from a normal distribution.
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Table 7: Items of the SeRa-T (Session Rating - Therapists) and scale properties: Means (M), standard
deviations (SD), minimal and maximal ratings, range, skewness and kurtosis

M (SD) Zlan); Range Skewness Kurtosis

1* Today I felt comfort in my relationship with the client®

Heute habe ich mich in der Beziehung zum Klienten wohl gefiihit 5.14(80) 36 3 -0.84 0.62
2* The client and me understood each other

Der Klient und ich haben uns verstanden 5.21(64) 46 2 -0.21 -0.55
3* The client and me work on mutual goals

Der Kilient und ich arbeiten an gemeinsamen Zielen 495(90) 36 3 -0.53 -0.41
4* | met my client with appreciation”

Ich bin dem Klienten wertschétzend begegnet 5.44(63) 46 2 -0.68 -045
5* | empathized with the client and understood his problems”

Ich habe mich in den Klienten hineinversetzt und seine Probleme verstanden 5.21(71) 36 3 075 0.93
6* | really fulfilled my role as a counselor and did not only ,played it"

Ich habe mich in meine Rolle als Berater eingefiihlt und habe sie nicht nur 5.23(1.00) 0-6 6 -3.563 17.98

Lgespielt”
7* I took up a friendly but not too private attitude towards the client"

Ich habe eine freundliche. aber nicht zu private Haltung gegeniiber dem 5.02(.80) 3-6 3 -0.62 0.24

Klienten eingenommen 5
8 Today | tried to use the client’s strengthen in a targeted manner } }

Ich habe heute versucht. Ressourcen des Klienten gezielt zu nutzen 2.95(.87) 1-4 8 0.81 0.37
9 Today IBworked towards a better client’s handling of situations that are difficult

for him

Heute habe ich darauf hingearbeitet. dass der Klient fiir ihn schwierige 3.40(62) 24 2 -0.51 -0.57

Situationen besser bewéltigen kann
10 Today | tried to improve the client’s action competence in a targeted manner®

Heute habe ich gezielt versucht. die Handlungskompetenzen des Klienten zu 3.12 (.76) 1-4 3 -0.54 -0.02

verbessern .
11 Today | have touched on sore spots of the client 2.23(1.00) 04 4 0.11 -0.49

Heute habe ich an wunde Punkte des Klienten gertihrt

12 Today | used the opportunity that the client experiences his positive sides®
Ich habe heute gezielt Gelegenheiten genutzt. dass der Klient auch seine 3.02 (.94) 0-4 4 -1.14 1.61
positiven Seiten erleben kann

13 Today | tried that the client feels more self confident for the solution of
problems®

Ich habe heute gezielt darauf hingearbeitet. dass der Klient sich einem 3.16(72) 1-4 3 -0.66 0.62
bestimmten Problem besser gewachsen fiihlen kBann als bisher
14 Today | tried intensively to improve clients’ worth 3.14 (94) 0-4 4 1.19 168

Ich habe aktiv versucht. den Klienten in seinem positiven Selbst aufzuwerten
15 Today | tried that the client sees his problems in new contexts®
Ich habe heute aktiv darauf hingearbeitet. dass der Klient seine Probleme in 2.52(1.04) 04 4 -0.27 -0.53
neuen Zusammenhéngen sehen kann
16 Today | tried to refer to clients current life circumstances®
Heute habe ich mich ausdriicklich darum bemdiiht. einen Bezug zur realen 3.21(.83) 1-4 3 -0.94 0.51
Lebenssituation des Klienten herzustellen
17 | tried that the client accepts responsibility”
Ich habe mich darum bemdiiht. dass der Klient Verantwortung ibernimmt
18 Today | worked goal-oriented”
Ich habe heute auf ein Ziel hingearbeitet
19 | conveyed to the client that the counseling might have positive influence on
his problems"
Ich habe dem Klienten die Sichtweise vermittelt. dass er durch die Beratung
einen glinstigen Einfluss auf seine Probleme nehmen kann
20 | tried that the client works on his own initiative "
Ich habe darauf hingearbeitet. dass der Klient hat Eigenaktivitat/Initiative zeigt
21 | adapted my agenda to the current needs of the client”
Ich habe meinen Plan fiir die Sitzung den aktuellen Bedtirfnissen des Klienten 3.33(64) 24 2 -0.42 -0.63
angepasst
22 Today | have actively tried to direct clients attention on influenceable beha-
vior"
Heute habe ich aktiv versucht. den Blick des Klienten auf beeinflussbare
Verhaltensweisen zu lenken
23 | encouraged the client to a solution-oriented approach”
Ich habe den Klienten zu einer Idsungsorientierten Sichtweise ermutigt
24 | have tried to offer a positive perspective to the client"
Ich habe mich darum bemiiht. dass der Klient eine positive Perspektive 3.33(.75) 1-4 3 -0.98 0.82
einnimmt
25 | tried to show the client to divide problems into sub-steps”
Ich habe gezielt darauf hingearbeitet. dass der Klient bei der Bewéltigung von 2.65(1.04) 04 4 -0.42 -0.40
Problemen in Teilschritten denkt
26 | have tried to convex to the client flexible attitudes toward different solutions”
Ich habe mich darum bemdiiht. den Klienten von zu absoluten Sichtweisen zu 249(1.22) O
16sen und ihm eine flexiblere Sicht der Dinge zu vermitteln
27 | directed the view of the client on the future”
Ich habe den Blick des Klienten auf die Zukunft gelenkt 295(75) 14 8 -0.27 0.27
Note: Items a priori postulated as assessing Basic Competences are marked with *. Ratings of these items were done on a Likert scale from (-3)
to (+3), recorded as 0 to 6. The remaining items were rated on a Likert-Scale from 0 to 4 B=item from the BPSR-T; "= new formulated item.

2.86(.89) 0-4 4 -1.00 1.64

3.47 (63) 24 2 -0.76 -0.36

3.19(91) 04 4 -1.39 2.62

3.21(.74) 14 3 -1.10 2.02

3.09(.84) 04 4 -1.19 2.90

3.23(.72) 14 3 -1.19 2.68

4 4 -0.22 -1.01
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For reasons of consistency the subscale interpersonal competence was also split into two
further subscales working alliance (# 1, 2, 3) and role behavior (# 7). Internal consistencies of
all subscales ranged from critical to good (.57 < a < .88). Item discrimination coefficients
were good and above the recommended level, except for item 11 (subscale CBT interven-
tions; ry = .23) (see Table 8).

Table 8: Subscales of SeRa-T: Means (M), standard deviations (SD), minimal and maximal item dis-
crimination coefficients (r) and internal consistency (Cronbachs a)

lit

M (SD) a
(min/max)
Basic competences
Communicative competence 5.29 (.58) .30/.53 .57
F Working alliance 5.10 (.62) .43/.59 .69
& Role behavior 5.02 (.80) - -
® Specific competences
Cognitive behavioral interventions 3.06 (.52) .23/.76 .88
Techniques in SMT 2.96 (.66) .57/.65 .82

Almost all subscales were significantly intercorrelated (.32* < r,, < .83***) except correla-
tions between communicative competence and techniques in SMT that reached only a bor-
derline significance (r = .29, p =.06) and between working alliance and role behavior (ry, =
.11) (see Table 9).

Table 9: Intercorrelations (r,) of SeRa-T

Interpersonal competence

Communicative Working Role CBT Techniques
competence alliance behavior interventions in SMT
Communication c. - 54%*+ .38* .34* 29"
iy Working alliance - A1 56%** A42*
© Role behavior - 39* 32¢
P CB interventions - .83

Techniques in SMT -
Note: "=p<.1;*=p<.05; **=p<.01;, ** =p<.001.

Validity Analysis

Results of the validity analysis for the subscales assessing Basic Competence are shown
in Table 10, The only significant correlation was found between the Basic Competence role
behavior and the interpersonal style cold (r,, = -.34) and is interpreted as divergent validity.
Correlation of the Specific Competences Cognitive behavioral techniques (r,, = .00) and SMT

(ry = -.06) with consciousness (NEO-FFI) were not statistically significant.
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Table 10: Correlation between self and observer rated Basic Competence of SeRa-T and therapists’
self-rating for validity analysis

SeRa-T
Communicative Working allian- Role
competence ce behavior
Cold -.06 -.06 -.34*
'”tefp?ﬁsg’g' Style Socially inhibited .08 12 -14
Self-sacrificing 14 .00 -.07
. Neuroticism 14 -.08 .01
'(DNerESS“FaHN)/ Extraversion -.03 -.03 -.18
Agreeableness .04 .08 .18
Empathy Perspective taking -.06 11 -25
(SPF) Empathic concern 13 -.03 A7
Self-esteem
(RSES) -.00 .16 18
Note: *= p < .05

5.5.2 Clients session rating (SeRa-C)

Descriptive statistics and results of item analysis

Averaged means of SeRa-C were mostly in the upper half of the Likert skale (M = 3.55,
SD =1.25 (# 15)to M =5.41, SD = .63 (# 17)) (see Table 11). Distributions of items 6 (skew-
ness = -2.01, SE = .27; kurtosis = 8.48, SE = .53) and items 1, 7 and 14 were problematic
(2.74 < kurtosis < 5.60, SE = .53).



Study 2: Multi-informant assessment of therapeutic competence

Table 11: Items of the SeRa-C (Session Rating - Clients) and scale properties: Means (M), standard
deviations (SD), minimal and maximal ratings, range, skewness and kurtosis

M (SD) m':); Range  Skewness  Kurtosis

1* Today | was comfortable with my counselor® 5.40 (.89) 2-6 4 -1.87 4.09
Heute habe ich mich in der Beziehung zum Berater
wohlgefiihlt

2 |feel that | can better understand me and my problems ® 5.21 (.83) 3-6 3 -0.81 0.02
Ich habe das Gefiihl, dass ich mich selbst und meine
Probleme besser verstehen kann

3 Today we got closer to the core of my problems® 4.85 (.89) 3-6 3 -0.14 -0.97
Heute sind wir dem Kern meiner Probleme né&her
gekommen

4 The counselor shows me my strengths ® 5.20 (.92) 3-6 3 -0.89 -0.19
Der Berater ldsst mich spliren, wo meine Stérken liegen

5* My counselor and | understand each other® 5.40 (.73) 3-6 3 -1.18 1.27
Mein Berater und ich verstehen einander

6* | think my counselor really cares about my wellbeing® 5.28 (.81) 1-6 5 -2.01 8.47
Ich glaube, der Berater ist wirklich an meinem Wohler-
gehen interessiert

7* Today | felt understood from my counselor ° 5.24 (.81) 2-6 4 -1.34 2.74
Ich habe mich in dieser Sitzung vom Berater verstanden
gefiihlt

8 | experienced the session as planned and purposeful® 5.34 (.72) 3-6 3 -1.03 1.1

Den Ablauf der Sitzung habe ich als planvoll und
zielgerichtet erlebt
9 At the moment my counselor supports me in how | 5.23 (.86) 3-6 3 -0.94 0.16
would like to be®
Im Moment fiihle ich mich durch den Berater darin
unterstiitz, wie ich gerne sein méchte
10 | feIIBmore confident that | can solve my problems on my  4.93 (1.07) 1-6 5 -0.95 1.1
own
Ich traue mir jetzt mehr zu, meine Probleme aus eigener
Kraft zu I6sen

11 Now | know better what | want® 4.56 (1.15) 1-6 5 -0.81 0.80
Ich weil3 jetzt besser, was ich will

12 Today | was emotionally heavily involved® 3.89 (1.33) 1-6 5 -0.05 -0.75
Heute war ich gefiihlsméRig stark beteiligt

13 Today the counselor directed my attention to behaviors 5.05 (.84) 1-6 3 -0.75 0.26

that | can actively influence "
Der Berater hat heute meinen Blick auf Verhaltenswei-
sen gelenkt, die ich selber aktiv beeinflussen kann

14* | feel that my counselor appreciates me® 5.04 (.85) 1-6 5 -1.66 5.60
Ich splire, dass der Berater mich wertschéatzt

15 | was strongly affected by what we have done today® 3.55(1.25) 0-6 6 0.06 0.18
Was wir heute gemacht haben, ging mir sehr nahe

16 | get along with situations better than before® 4.74 (1.00) 3-6 3 -0.06 -1.21

Ich fiihle mich jetzt Situationen besser gewachsen,
denen ich mich bisher nicht gewachsen gefiihlt habe

17 Today the counselor was bothered that | get a positive 5.41 (.63) 3-6 3 -0.90 1.32
perspective"
Der Berater hat sich heute bemiiht, dass eine positive
Sichtweise einnehme

18 Today | experienced that my problem consists of several  4.60 (1.21) 0-6 6 -0.99 1.32
small parts”
Ich habe heute die Erfahrung gemacht, dass sich mein
Problem in mehrere kleine Probleme zerteilen ldsst

19 Today the counselor conveyed to me that there are  4.59 (1.03) 2-6 4 -0.48 -0.41
usually several ways to solve a problem”
Der Berater hat mir heute vermittelt, dass es zur L6sung
eines Problems meist mehrere Wege gibt

20 Today the counselor directed my attention to the future " 5.02 (.93) 3-6 3 -0.81 -0.07
Der Berater hat meinen Blick heute auf die Zukunft
gelenkt

Note: © = Item extracted from the BPSR-P; ° = Item extracted from the SB-K; " = new formulated item; Items a priori postulated as assessing Basic
Competences are marked with *.
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Subscales communicative competence and CBT interventions had acceptable to good
internal consistencies (a = .72 and .87). In contrast the subscales interpersonal competences
and techniques in SMT had poor internal consistencies (a = .64 and .68) (see Table 12). Item
discrimination coefficients of the subscales were all above the recommended level (.32 < ry<

.57). All subscales had very high intercorrelations (.46*** < r,, < .74***) (see Table 13).

Table 12: Subscales of SeRa-C: Means (M), standard deviations (SD), minimal and maximal item
discrimination coefficients (r;) and internal consistency (Cronbachs a)

M (SD) It a
(min/max)
Basic competences

o Communicative competence 5.14 (.73) .56 72
© Interpersonal competence 5.36 (.62) .39/.51 .64

% Specific competences
a Cognitive behavioral interventions 4.77 (.67) .32/.57 .87
Techniques in SMT 4.90 (.69) .32/.57 .68

Table 13: Intercorrelations (ry,) of SeRa-C

Interpersonal competence

Communicative Working Role CBT Techniques
competence alliance behavior  interventions in SMT
o Communication c. - 74 67 A6
& Interpersonal competence - .68*** A8
& CB interventions - Y e
n

Techniques in SMT -
Note: **= p < .01; ** = p < .001.

Validity analysis

For analyzing the validity of the SeRa-C correlations with student therapists’ self-ratings of
interpersonal and intrapersonal behavior (NEO-FFI, IIP-C, SPF and RSES) were considered.
With regard to divergent validity, there were no significant correlations between the subs-
cales of SeRa-C and other therapists’ self-ratings (see Table 14).

Correlation of the Specific Competences Cognitive behavioral techniques (r,, = .14) and

SMT (ry, = .10) with consciousness (NEO-FFI) were not statistically significant.
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Table 14: Correlation between self and observer rated Basic Competence of SeRa-C and therapists’
self-rating for validity analysis

SeRa-C
Communicative Interpersonal com-
competence petence

Cold -.05 -.07

'”tefp?ﬁsg’g' Style Socially inhibited -.01 .08

Self-sacrificing .15 22

Neuroticism -.14 -.08

TS rESg-]FaII:IB, Extraversion -07 -.08

Agreeableness .01 .20

Empathy Perspective taking -.07 -.01

(SPF) Empathic concern .07 .15
Self-esteem

(RSES) A1 .08

5.5.3 Observer rating (CoRa-0)

Descriptive statistics and results of item analysis

Means of observer ratings were slightly below or almost around the Likert's scales mid-
point (M = 1.85, SD = .62 (# 2) to M = 3.37, SD = .83 (# 12)) (see Table 15). Global compe-
tence rating (# 1) was also around the Likert scale’s midpoint (M = 2.88, SD = .65). The diffi-
culty of the client (# 14) was rated as moderately (M = 2.40, SD = .86). Skeness and kurtosis

were acceptable for all items.
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Table 15: Items of the CoRa-O (Competence Rating - Observer) and scale properties: Means (M),
standard deviations (SD), minimal and maximal ratings, range, skewness, kurtosis and interclass coef-
ficients (|CC(2’2))

M (SD) min- Range  Skew- Kurtosis  ICC
max ness

1 Global competence 2.88 (.65) 1-4 3.00 -0.56 0.84 54+
Globale Kompetenz

2*  Empathy 1.85 (.62) 1-3.5 2.50 0.31 -0.36 B53***
Empathie

3" Basic attitude 3.20 (.83) 1-4.5 3.50 -0.74 0.22 .66™**
Grundhaltung

4" Communication skills 3.26 (.71) 1-4.5 3.50 -0.81 1.22 B0***
Gespréachstechniken

5" Working alliance 2.67 (.73) 1-4 3.00 -0.53 -0.19 49*+*
Arbeitsbiindnis

6"  Role behaviour 3.18 (.85) 1-5 4.00 -0.47 0.46 B4*+*
Rollenverhalten

7 Solution orientation 2.84 (.70) 1-4 3.00 -0.61 0.37 o
Lésungsorientiertes Arbeiten

8 Resource orientation 2.23 (.80) 1-4 3.00 0.35 -0.43 RV A
Ressourcenorientierung

9  Encourages active engagement of the 3.07 (.67) 1-4 3.00 -0.66 0.61 A%
client
Férdert die aktive Mitarbeit des Klienten

10 Positive efficacy expectation 3.13(.72) 1.5-4.5 3.00 -0.40 -0.51 43
Wirksamkeitserwartung

11 Flexibility 3.11 (.71) 1-4 3.00 -0.66 0.21 48*+
Flexibilitat

12 Structuring 3.37 (.83) 1-5 4.00 -0.77 0.74 .68***
Strukturierung

13 Encouragement of clients self- 2.68 (.62) 1-4 3.00 -0.24 -0.01 T Rl
management

Férderung des Selbstmanagements
des Klienten
14 Difficulty of the client 2.40 (.86) 1-5 4.00 0.54 0.25 52x*

Schwierigkeit des Klienten

Note: Items a priori postulated as assessing Basic Competences are marked with *. ***= p < .001.

Internal consistency of all subscales was good (.84 < a < .87), all item discrimination coef-
ficients were good (.56 < r;< .83) (see Table 16). Further analyses showed that all subscales

were very highly intercorrelated (.66*** < r,, < .90***) (see Table 17).

Table 16: Subscales of CoRa-O: Means (M), standard deviations (SD), minimal and maximal item
discrimination coefficients (r;) and internal consistency (Cronbachs a)

M (SD) ft a
(min/max)
Basic competences
Communicative competence 2.77 (.63) .61/.83 .85
Q Interpersonal competence 2.92 (.84) 73 .84
é Specific competences
8 tCilgnr?snltlve behavioral interven- 3.00 (.58) 56/.73 .87

Techniques in SMT 2.68 (.62) - -
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Table 17: Intercorrelations (r,y) of CoRa-O

Interpersonal competence

Communicative Working Role CBT Techniques
competence alliance behavior  interventions in SMT
o Communicative c. - .86 .88*** .66***
& Interpersonal competence - .90 79**
x CB interventions - 76***
o Techniques in SMT -

Note: *** = p <.001.

Validity analysis

Correlations between CoRa-O and questionnaires filled in by the student therapists (NEO-
FFI, IP-C, SPF and RSES) are displayed in Table 18.With regard to convergent validity, only
the correlations between the interpersonal competence and the personality styles agreeable-
ness (NEO-FFI; r,, = .38%) and between communicative competence and self-esteem (RSES,;
ry = 39%) were statistically significant, correlations between the Basic Competences and em-
pathic concern (SPF) reached a borderline statistical significance (r,, = .30" - .33"). The ob-
server-rated Specific Competences and therapists’ personality style consciousness (NEO-

FFI) were not associated.

Correlation of the Specific Competences Cognitive behavioral techniques (r,, = -.07) and

SMT (ry, = -.05) with consciousness (NEO-FFI) were not statistically significant.

Table 18: Correlation between self and observer rated Basic Competence of CoRa-O and therapists’
self-rating for validity analysis

CoRa-O
Communicative Interpersonal com-
competence petence
Cold -10 -.27
Interpersonal Style Socially inhibited -1 -27
(IP-C)
Self-sacrificing A7 .16
Neuroticism -.01 -.18
TSSST;L'B’ Extraversion .28+ .24
Agreeableness .31 .38*
Empathy Perspective taking -.15 -.10
(SPF) Empathic concern .30" 33"
Self-esteem " +
(RSES) .39 .30

Note:+=ps.1;*=ps.05.
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5.5.4 Intercorrelations of the multi-informant ratings

Comparing therapists’ global and in-session self-ratings (GloRa-T and SeRa-T), correla-
tions reached from weak for interpersonal competences (r,, = .23 - .26) to rather strong for
CBT-interventions (r,, = .50**) (see Table 19).

Table 19: Correlation of all used measurement tools for assessing therapeutic competence
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5.6 Discussion

The present study introduced and evaluated a set of measurements of therapeutic com-
petence that are based on the Three-Level Model of Therapeutic Competence and allow
multi-informant assessments of therapists’, clients’ and observers’ ratings. This set allows
direct comparison of the different rating perspectives because all measurements entail the

same components of therapeutic competence.

Therapists’ global self-ratings of their therapeutic competence (GloRa-T) were compara-
bly high for all items as reflected in high means, small ranges and skewed left distributions.
Analyses showed that distributions were all in all tolerable except kurtosis of item 16 (kurtosis
= - 2.09). Internal consistencies of the subscales communicative competence, CBT interven-
tions and techniques in SMT were good or acceptable. Furthermore item discrimination coef-
ficients of these subscales were adequate. Due to problematic internal consistency and item
discrimination coefficients of the subscale interpersonal competences, the two items of this
scale were examined separately. This procedure is confirmed when looking at the content of
the two items: while item 6 assesses the competence to build and maintain a working al-
liance (I can build up a relationship with clients), item 7 reflects the competence to an ade-
quate role behavior (I can take a friendly, yet professional position toward clients).
Concerning the validity analyses, evidence for convergent and divergent validity of GloRa-T
was obtained. Divergent validity of the subscales assessing Basic Competences was sup-
ported by the negative correlations between communicative competence and working al-
liance and the interpersonal style cold, by the correlation between working alliance and role-
behavior and the interpersonal behavior socially inhibited (IIP-C) and finally by the negative
correlation between role-behavior and the personality style neuroticism (NEO-FFI). Beyond
that, the negative correlation between role-behavior and empathic concern (SPF) supported
the divergent validity of this subscale and supports the assumption that role behavior is an
aspect of interpersonal competence independent of empathy. Convergent validity was con-
firmed by the positive correlations between communicative competence and extraversion
(NEO) and self-esteem (RSES), further by the correlations between working alliance and the
interpersonal behavior self-sacrificing (IIP-C), the personality style agreeableness (NEO-FFI)
and self-esteem (RSES). Regarding the subscales assessing Specific Competences, the
borderline statistical correlations between CBT interventions and techniques in SMT and the
personality style consciousness (NEO-FFI) are carefully interpreted as convergent validity.
All in all, there were first indications that GloRa-T is a valid measurement of self-rated thera-

peutic competence and that a meaningful building of subscales is possible.

The second evaluated self-rating instrument for therapists’ self-ratings was the session

rating SeRa-T. Therapists’ in-session ratings of their therapeutic competence were in all
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items rather high. SeRa-T showed satisfying distribution except item 6 with problematic
skewness and kurtosis and in addition items 19, 20, 22 and 23 with inacceptable kurtosis. All
these problematic items were newly formulated by the authors of the study. For reasons of
consistency with GloRa-T, the subscale interpersonal competence was also in SeRa-T inter-
preted separately as working alliance and role behavior. Internal consistencies of the subs-
cales ranged from bad for communicative competence (a = .57) to good for CBT interven-
tions (a = .88). All item discrimination coefficients were above the recommended level of .3

except for item 11 (r = .23).

With regard to validity, results showed that, contrary to our expectations, almost no corre-
lations between SeRa-T and the questionnaires became significant. The only significant find-
ing between role behavior and the interpersonal style cold was interpreted as divergent valid-
ity. In contrast to the global self-rating of therapeutic competence (GloRa-T), the in-session
rating SeRa-T seems to be more influenced by situational aspects of the session than by
personality or interpersonal behavior style and, therefore, could be less associated with
those aspects. Another explanation for the non-correlations might be that the ratings of stu-
dent therapists’ were influenced by inner tensions concerning the session. Since session
ratings referred to session that were videotaped and coded by observers, this might have
caused additional nervousness in student therapists leading to a situational imprinting. Poss-
ible correlations with personal characteristics might be covered by effects of nervousness on

self-rating.

Considering the session ratings of clients, analyses of SeRa-C consistently showed rela-
tively high ratings with item means high above the middle point of the Likert Scale. The dis-
tribution of the items was good except of four items with inacceptable scores for skewness
and kurtosis. Three of these items (# 1, 6, 14) were taken from the Bern Post Session Report
(Flickiger et al., 2010), one item (# 7) had been newly formulated. With regard to psychome-
tric properties of the subscales, internal consistencies and item discrimination coefficients of
communicative competence and CBT interventions were satisfying. The subscales tech-
niques in SMT and interpersonal competences, however, had lower internal consistencies,
yet item discrimination coefficients were tolerable. All subscales were highly intercorrelated.
Results revealed that there were no associations between clients’ ratings and therapists’ self
ratings of their personal characteristics (e.g. NEO). We interpreted these findings as diver-
gent validity of SeRa-C. Clients rated in SeRa-C obviously something quite different than the
personality of the therapist. This raises the question whether clients are able to a more diffe-
rentiated rating of therapeutic competence than generally assumed (Muse & McManus,
2013).
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With regard to CoRa-0O, descriptive inspection showed ratings around the midpoint of the
Likert-Scale. Distributions of all items were acceptable as were internal consistencies and
item discrimination coefficients of the subscales. All subscales were highly intercorrelated.
Analyses of validity showed positive correlations between Basic Competences and agreea-
bleness (NEO-FFI), self-esteem (RSES) and empathic concern (SPF) which can be inter-

preted as convergent validity.

The low inter-rater reliability, however, was problematic (ICC = .63). Possibly, the low
agreement was a consequence of our raters being novices. Weck, Hilling, Schermelleh-
Engel, Rudari, and Stangier (2011) compared competence ratings of novice and expert ra-
ters and found that ratings of novice raters were less reliable than those of expert raters. Due

to these findings further analysis of CoRa-O with more experienced raters are necessary.

With regard to all four investigated measurements, the items reported as critical (e.g.
those that significantly differ from the normal distribution or with unsatisfactory values of in-
ternal consistencies) need further consideration. However, they should not yet be eliminated
from the scales due to the exploratory character of these analyses and the relatively small
sample size. Furthermore, during the initial developmental stage of measurement tools even
low levels of internal consistency (i.e. a < .5) are tolerable (Field, 2013). Nevertheless, further
psychometric analyses based on greater sample sizes allowing for factor analysis need to
carefully address the items in question. Their results will help to decide whether the items

need to be removed.

Considering all questionnaires the subscales communicative competence, working al-
liance, CBT interventions and techniques in SMT were highly correlated. In contrast, the
subscales role-behavior was, especially in GloRa-T, not correlated with any other subscales.
These findings are consistent with those of other measurements of therapeutic competence.
For example, Weck, Hautzinger, Heidenreich, and Stangier (2010) reported a correlation of
.59** (p < .001) for the two subscales of the German Version of the CTS. These high inter-
correlations led to the consideration that there is maybe only one global factor of therapeutic
competence. Accordingly, the subdivision into several individual components is not neces-
sary or neither possible. In this case, the formation and further interpretation of total scores

would be quite acceptable.

When investigating therapeutic competence from the different perspectives by analyzing
the intercorrelations of the measurements, only some subscales of therapists’ global (GloRa-
T) and in-session (SeRa-T) self-ratings were correlated. Accordingly, global and session-
based self-ratings of therapists at the beginners’ level are accordingly quite stable and inde-

pendent of situational influences of a single session. Looking at in-session ratings of
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therapists (SeRa-T) and clients (SeRa-C), only therapists’ rating of working alliance and
clients’ ratings of interpersonal competence were correlated (r,, = .37*). That therapists and
clients agree in their rating of working alliance is in line with Mallinckrodt (1993), who re-
ported a positive but small agreement between counselors’ and clients’ ratings of alliance but
in contrast with Fitzpatrick et al. (2005), who reported a divergence between the two alliance
ratings. Results regarding therapists’ in-session ratings (SeRa-T) and observers’ ratings
(CoRa-0) also revealed very few significant associations as only the ratings of CBT interven-
tions were statistically significant (r,, = .48**). This behavioral based competence was possi-
bly easier to observe, conceptualize and in consequence easier to rate than other compo-
nents of therapeutic competence. These findings are consistent with previous findings from
Mathieson et al. (2009) who reported no correlations between therapists’ self-assessment of
therapeutic competence and the assessment by independent observer or supervisors. Corre-
lations between observer ratings’ (CoRa-0O) and clients’ ratings (SeRa-C) of the same ses-
sion were weak but positive. The highest correlation was found for communicative compe-
tence (ry, = .31, p = .08). Clients seem to have an intuitive concept of communication com-
petence that matches with the professional concept underlying the observers’ ratings. This is
another indication that clients’ ratings of therapeutic competence are more profound than

assumed.

It is interesting that from all perspectives therapeutic competence of the student therapists
was rated as quite high. These findings may have been a result of overestimation by the no-
vice therapists which has already been found by Brosan, Reynolds, and Moore (2008).
Another possible explanation might be that the sample of our student therapists was highly
self-selected. Since the project was associated with a higher workload than common classes,
only particularly motivated students might have registered. In addition, providing 10 self-
directed sessions to two fellow students may have been deterrent for students less self-
confident with regard to their competences. Mallinckrodt & Nelson (1991) supposed that
clients’ ratings could be biased by knowledge of their own level of expertise as therapists.
Accordingly, student clients might have rated their student therapists’ competence more posi-
tively since they had been informed about all student therapists were beginners. High com-
petence ratings from observers (Cora-O) may be due to observers in the present study being
novices. Weck et al. (2011) showed that therapeutic competence could not be evaluated
satisfying by novice raters. In addition, student raters might be biased when having to rate

fellow-students of the same age.

Some limitations of the present study need to be addressed. First, it should be noted, that
the study sample was quite small for psychometric evaluations so that certain statistical ana-

lyses such as factor analyses could not be calculated. It is important to replicate and expand
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the findings of the present study. Furthermore, the generalization of the results is limited
since our sample consisted of student therapist. Although valid measurements of therapeutic
competence should also be applicable to the special group of therapist at the beginners’ lev-
el, further analysis need to include also experienced therapists. Not yet addressed has been
the question whether the measurements are sensitive to changes in competence. Assessing
validity has been proves difficult due to the lack of validated assessment tools for therapeutic

competence.

Despite some limitations, the initial evaluation suggested satisfactory psychometric prop-
erties of the presented measurements. Hence, they are promising instruments for multi-
informant assessment of therapeutic competence. Our research has several clinical implica-
tions. Having a set of multi-informant measurements of therapeutic competence available for
use may help to close the gap of previously not available multi-informant measurements of
therapeutic competence. Since all measurements were based on the model, ratings of the
individual perspectives are comparable. Based on our practical experience, the question-
naires are easy to administer, well accepted by therapists and clients and therefore suitable

for routine use. Also CoRa-O was named as user-friendly by the observers.
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6. Study 3: Efficacy of a peer-to-peer intervention and relation to the-

rapists characteristics*

6.1 Abstract

In this naturalistic study we investigated the effectiveness of a peer-to-peer intervention
for reducing students’ stress level associated with time pressure or learning difficulties.
Graduate students with advanced Psychology Master Levelwere trained as student therap-

ists and provided ten sessions to two fellow-students.

We investigated student clients’ stress before and after the peer-to-peer intervention. Stu-
dents stress was operationalized using primary outcome measurements (assessing stress
level, depressive mood, psychological distress, study relevant working behavior and procras-
tination) and secondary outcome measurements (assessing emotion regulation, self-efficacy
and self-management). In addition, we explored personal characteristics of student therap-
ists’ that were postulated to have an impact on the outcome (interpersonal style, personality

factors, self-esteem, self-regulation, empathy, self-care).

Clients showed a statistical significant improvement in their levels of stress, distress and
all other outcome measurements. Calculating percentages of clinical significant pre-post
changes (RCI), 40.2% of clients reported a clinical significant reduction in perceived stress
(PSQ-20), 37% in depressive mood (BDI-11) and 30.5% in psychological distress BSI). There

were only few correlations between therapists’ personal characteristics and clients’ outcome.

The reported results allow the conclusion, that the peer-to-peer intervention is an effective
intervention for reducing students’ stress and improving general psychological complaints.

The impact of therapists’ personal characteristics on outcome is only weak.

6.2 Introduction

6.2.1 Psychological complaints of students

Mental health of students has received growing attention in the last years, several studies
report a high stress level among students. An investigation of the American College Health
Association showed 44% of college students rated their self-perceived stress level as above-
average (ACHA, 2014). Some studies even reported higher stress levels than in age-

matched peers (Seliger & Brahler, 2007; Turiaux & Krinner, 2014) and spoke of “an at-risk

* Das entsprechende Manuskript zu Studie 3 wird zur Publikation vorbereitet.
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population” (Stallman, 2010, p. 249). Regehr, Glancy, and Pitts (2013) summarized the re-
sults of various studies and concluded that “approximately half of the university students re-
port moderate levels of stress-related mental health concerns” (Regehr et al., 2013, p. 7).
Furthermore, high general psychological distress as well as depressive mood and anxious-
ness are described (Dyrbye, Thomas, & Shanafelt, 2006; Stallman, 2010). Stallman (2010)
showed for a sample of Australian students that a percentage of 83.9% reported elevated
distress levels, a percentage higher than in the general population. Reviewing studies inves-
tigating psychological distress among US American and Canadian medical students, Dyrbye
et al. (2006) also concluded that students’ levels of overall psychological distress were higher

than in general population and age-matched peers.

Some studies also report higher rates of mental disorders like depression and anxiety in
student samples than in age-matched peers (Dyrbye et al., 2006; Ibrahim, Kelly, Adams, &
Glazebrook, 2013; Jurkat et al., 2011; Seliger & Brahler, 2007). The American College
Health Organization (ACHA, 2014) assumed a12-month prevalence of 32% for depressive
disorders. In contrast, other studies did not support this higher rates of mental disorders in
student samples (Bailer, Schwarz, Witthoft, Stibinger, & Rist, 2008). Hunt and Eisenberg
(2010) proved this finding in a reviewing article reporting no difference between students and

age-matched peers in the prevalence of mental disorders.

All in all, students describe high self-reported stress and general psychological distress
but do not seem to have higher rates of mental disorders than same-aged non-students.
Furthermore, in the last years there was an intensive research on the use of cognitive en-
hancing substances for improving academic performance of students. Dietz et al. (2013) in-
vestigated the use of cognitive-enhancing drugs like amphetamines as brain doping for im-
proving cognitive performance in a sample of German university students and estimated the
12-month prevalence of brain doping substance use at 20%.Focusing on the reported rea-
sons for illicit use, improvement of concentration and increased alertness were claimed as
most common motives (Mache, Eickenhorst, Vitzthum, Klapp, & Groneberg, 2012; Teter,
McCabe, LaGrange, Cranford, & Boyd, 2006). Furthermore, managing the pressure to suc-
ceed and stress reduction were additional reported reasons (Mache et al., 2012). Especially
these latter motives can be interpreted as associated to students’ stress level. The use of
brain drugs might be a dysfunctional strategy for coping with stress and mental problems

because of the risk of addiction.

All in all, the high levels of stress and psychological distress discussed above must be
seen as problematic because of the associated danger of the development of severe mental

illness (Stallman, 2010). Furthermore, there is a well documented negative impact of higher
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stress levels on students’ academic performance as well as personal wellbeing (Choi,
Buskey, & Johnson, 2010; Hysenbegasi, Hass, & Rowland, 2015; Myers et al., 2012).

What are the factors leading to the distinct psychological complaints of students? Stu-
dents’ stress level is influenced by stressors related to studying and examinations (e.g.
amount of homework, number of exams) and as well by private issues (e.g. financial prob-
lems, relationship problems) (ACHA, 2014; Robotham, 2008). Furthermore, personal beliefs
and assumptions like perfectionism, self-efficacy (Chemers, Hu, & Garcia, 2001; Misra &
Castillo, 2004) and procrastination (Sirois, 2013; Sirois, Melia-Gordon, & Pychyl, 2003;

Stead, Shanahan, & Neufeld, 2010) affect the self-perceived stress level.

6.2.2 Interventions for reducing student distress

The amount of students suffering with distress marks clear that student stress is a critical
issue for universities (Bayram & Bilgel, 2008; Regehr et al., 2013). Counseling centers at
universities have a long tradition and are a mandatory part in many universities worldwide.
Nevertheless, counseling centers are not always available (Prince, 2015; Ruckert, 2015).
Surely, they take of a large part of interventions reducing student distress and in the preven-
tion of possible resulting mental disorders. Choi et al. (2010) investigated in a naturalistic
study the efficacy of counseling sessions in a US counseling center (mean six sessions) and
reported statistical significant (48%) and clinical significant (32%) changes in students’ psy-
chological distress. Hofmann, Sperth, and Holm-Hadulla (2015) analyzed the efficacy of
counseling sessions at a German counseling center (mean six sessions) in a naturalistic sin-
gle-group pre-post study and demonstrated its effectiveness in reducing general psychologi-
cal distress. Minami et al. (2009) concluded that the effectiveness of treatments delivered at
US university counseling centers is comparable to treatment efficacy in clinical trials. Of
course, interventions are not always allocated at counseling centers. Hafner, Stock, and Ob-
erst (2015) reported less student stress two and four weeks after a short 4-hour time man-
agement training. Beyond that, web-based interventions are currently used more often. Hintz,
Frazier, and Meredith (2015) designed a web-based randomized-control study investigating
the efficacy of an intervention focusing on time management competences of US American
college students. After completing the web-modules and in a 3 week follow-up the experi-
mental group reported a greater decrease in perceived stress than the control group. All in
all, Regehr et al. (2013) concluded in their meta-analysis “that cognitive, behavioral, and
mindfulness interventions are effective in reducing stress in university students” (Regehr et
al., 2013, p. 1).

71



Study 3: Efficacy of a peer-to-peer intervention and relation to therapists characteristics

In addition to interventions provided by counseling centers and research based interven-
tions, peer-to-peer interventions could offer further opportunities. To our knowledge, there is
no research investigating the efficacy of peer-to-peer interventions. This fact is surprising,
considering that there is a long research tradition in helping skills training for undergraduates
(e.g. Carkhuff, 1969a; Hill et al., 2008). This research focused on, however, the acquisition of
helping skills and not on the potential effect on the client side. Moreover in most of these
trainings psychology students rotated through roles of helper and “client”, recruited “real’
clients were not included. Using undergraduate or graduate student therapists as peer-
therapists providing sessions to student clients suffering from stress, might be a win-win situ-
ation. Clients might be offered a low-threshold intervention and student therapists might have

the possibility to make first practical experiences.

In the field of outcome research of psychotherapy, the impact of personal characteristics
of the therapist on outcome is still not well known (Baldwin & Imel, 2013). Accordingly, the
same is for outcome of counseling. To our knowledge there is no study investigating the ef-
fect of counselors’ personal characteristics on counseling outcome. In the following we want
to summarize the existing literature about correlations between personal characteristics of

therapists and outcome.

6.2.3 Outcome and personal characteristics of therapists

The existing empirical findings about the relationship between “beneficial and malign cha-
racteristics” (Aveline, 2005, p. 155) of therapists and outcome are still rather vague and par-
tially heterogeneous. In addition, comparability of research findings is complicated by theo-
retical orientation of the conducted therapy (e.g. psychoanalytic versus cognitive-behavioral
psychotherapy). Most of the few studies investigated the impact of objective characteristics
like demographic factors (e.g. age, sex) or professional and academic properties (e.g. grade
point average, pre-training professional experience). There are several heterogeneous find-
ings about whether similarities or dissimilarities between therapist and client were positive or
negative related to therapeutic outcome (Berry & Sipps, 1991; Herman, 1998; Sanchez-
Bahillo, Aragén-Alonso, Sanchez-Bahillo, & Birtle, 2014).

In contrast, there is only little research on personal subjective characteristics of therapists.
Regarding therapists’ interpersonal style, hostility, belittling and blaming behaviors has been
shown to be negatively related to outcome (Henry et al., 1986, 1990). In addition, some re-
searchers advocate less dominant style as positive (Beutler et al., 1994), while others post-
ulate that outcome might be enhanced by a more dominant style of therapists because that

might make the patient feel safer (Engvik, 1999). The relation between therapists’ empathy

72



Study 3: Efficacy of a peer-to-peer intervention and relation to therapists characteristics

and outcome has been discussed intensively (Greenberg et al., 2001). In fact, there seems
to be a moderate correlation between empathy and therapy success (Elliott et al., 2011).
There are some research findings that clients of therapists with higher self-confidence benefit
more from the therapy (Williams & Chambless, 1990). Though, Williams and Chambless
(1990) refered to clients’ prospective ratings of therapists’ characteristics. In addition, in a
study on the outcome of patients suffering from various mental disorders, therapists’ profes-
sional self-doubt was positively associated with outcome (Nissen-Lie et al., 2013).

To our knowledge, there is no study investigating the relationship between therapists’ per-
sonality (e.g. operationalized via the “Big Five” (McCrae & John, 1992)) or emotional regula-
tion strategies and outcome. At least, adequate emotion regulation has been discussed as a

criterion for selecting candidates for psychotherapy training (Purton, 1991).

In addition, personal characteristics influencing the working alliance and therefore having a
postulated indirect influence on the outcome are investigated. Ackerman and Hilsenroth
(2001; 2003) reviewed therapists’ characteristics impacting working alliance and listed cha-
racteristics like rigidity, uncertainty, criticism, distance, tension and distraction as negative
associated with outcome. In addition they identified the characteristics trustworthiness, em-
pathy, warmth, flexibility, honest, interest, confidence and openness as positive associated
with the outcome. Accordingly, an interpersonal style described as being distanced and indif-
ferent was found to be negatively correlated with working alliance (Hersoug, Hgglend, Havik,
Lippe, & Monsen, 2009).

Although Baldwin and Imel (2013) summarized that the effect of therapists’ variables on
outcome is with 5% of outcome variance rather small, we also know that some therapists
consistently are more successful than others (Nissen-Lie, Monsen, & Regnnestad, 2010). For
understanding why “some therapists outperform others” (Baldwin & Imel, 2013, p. 276), the
investigation of correlations between outcome and personal characteristics of therapists

might be a step in the right direction.

6.3 Research questions

The aim of the present study was to investigate changes in clients’ stress level and the
relationship to personal characteristics of student therapists’. Therefore we followed the fol-

lowing research questions.

First, we analyzed the levels of stress and general psychological distress as well as de-
pressive mood in comparison to other student samples. We expect that the level of psycho-

logical complaints of our sample is comparable to that of clients of university counseling

73



Study 3: Efficacy of a peer-to-peer intervention and relation to therapists characteristics

services, but higher than in a field sample. Second, we investigated student clients’ stress
before and after the peer-to-peer intervention. Student stress was operationalized using pri-
mary outcome measurements (assessing stress level, depressive mood, psychological dis-
tress, study relevant work behavior and procrastination) and secondary outcome measure-
ments (assessing emotion regulation, self-efficacy and self-management). We expected that
clients’ report after the intervention a reduced stress level, less depressive mood, less psy-
chological distress, better work behavior and less procrastination (primary outcome meas-
ures) as well as better emotion regulation strategies, higher self-efficacy and improved self-
management competences (secondary outcome measures). Finally, the third research ques-
tion investigated the relationship between the outcome and personal characteristics of the
student therapists. Because of the small number of previous research findings we did not
formulate a hypothesis for this last research question and investigated the correlations form

an explanatory point of view.

6.4 Method

6.4.1 Setting

The peer-to-peer stress management intervention has taken place at the department for
clinical psychology at Justus Liebig University Giessen, Germany. Advanced graduate stu-
dents in clinical psychology were trained in basic therapeutic and certain CBT-skills and pro-
vided individual sessions in stress management to students not enrolled in a psychology
program. The clients were seeking help for problems related to student life (e.g. time man-

agement or relaxation techniques). For the clients participation in the project was free.

6.4.2 Selection of clients and student therapists

The peer-to-peer intervention was announced for student clients via multi-address mes-
sage. Interested students e-mailed the project coordinator. In an interview with the project
coordinator a mental disorder (according to ICD-10; Dilling & Freyberger, 2014) was ex-
cluded. Only student clients with a subclinical set of problems concerning academic studies
like difficulties in time management, deficient studying techniques or nervousness before
exams were included in the project. For student therapists the project was an elective course
in their M.Sc. Psychology curriculum. The final inclusion in the project as student therapist

was made after a meeting with the project coordinator.
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6.4.3 The training course for student therapists

We trained M.Sc. Psychology students in basic therapeutic and certain CBT-skills. After
an initial compact course concerning basic knowledge and skills (e.g. introduction to physio-
logical and behavioral aspects of stress, introduction to Kanfer's self-management approach
(Kanfer, 1999), guidelines for the initial session) there have been weekly training sessions
(e.g. relaxation techniques, study techniques, time management). The training consists of
theoretical contents as well as practice of skills in role play. Based on scripted reports about
the session the further proceeding of the intervention was discussed in weekly group super-

vision led by the project coordinator.

6.4.4 The sessions

After a first meeting, analysis of problems and the formulation of goals for the peer-to-peer
intervention followed individually tailored sessions. The content of the other sessions varied
depending on clients’ problems. Typically, sessions dealt with study skills, reduction of pro-
crastination, improvement of time management, relaxation techniques and cognitive restruc-
turing. Student therapists’ provided 10 weekly sessions (1 hour) to two clients. Sessions with

the second client started two to six weeks after the beginning with the first client.

6.4.5 Sample

Clients. A total of N = 92 clients (age: M = 25.0 yr, SD = 4.4; gender: 73% female; final
school exam grade: 2.39, SD = .69 [ranging from 1.0 (best) to 4.0 (worst)]; area of study:
18% teacher training class, 13% nutrition science, 8% veterinary medicine, 7% law studies,

5% medical science, 49% other) participated in the intervention.

Student therapists. A total of N = 57 graduate M.Sc. Psychology student therapists (age: M
= 24.8yr, SD = 2.2; gender: 91% female) conducted the sessions. All student therapists had
a B.Sc. Psychology degree (final grade M = 1.4 (SD = .26)) and were at time of the participa-

tion in the peer-to-peer project in the first year of the M.Sc. Psychology program.

75



Study 3: Efficacy of a peer-to-peer intervention and relation to therapists characteristics

6.4.6 Outcome measurements
We used the following standardized self-rating questionnaires to assess level of stress,

distress as well as coping and resilience factors of student clients.

6.4.6.1 Primary outcome measurements

Stress level

A short version of the Perceived Stress Questionnaire (PSQ-20) was used in a German
translation (Fliege, Rose, Arck, Levenstein, & Klapp, 2001). The PSQ-20 consists of 20 items
that must be rated on a 4-point Likert-Scale (1=fast nie/almost never to 4=meistens/usually).
In addition to four subscales a total score can be calculated by the summation of raw scores
and division by the number of items, followed by subtraction of 1 and division by 3. The total
score is a transformed score ranging from 0 - 1, higher values indicating higher stress level.
Fliege et al. (2001) reported satisfying psychometric qualities (internal consistency of a = .83

for the total score in a student norm sample).
Depressive mood

We used a German version of the BDI-Il (Beck-Depressions-Inventar; Hautzinger, Bailer,
Worall, & Keller, 1990). The BDI is a self-rating questionnaire assessing the intensity of ma-
jor symptoms and cognitive factors of depressiveness. The BDI-II consists of 21 items de-
scribing different symptoms in four different intensities (4-Point Likert-Scale (0-3)). The BDI-II
is interpreted by calculating a total score. Hautzinger et al. (1990) documented the validity of
the German BDI-Il and reported good psychometric qualities (internal consistency of a = .90

in the student norm sample).
General psychological distress

We used a German translation of the BSI (Brief Symptom Inventory; Franke, 2000) a
short version of the SCL-90 (Derogatis, 1977). The BSI is a 32-item self-rating questionnaire
assessing general psychological distressin the last month. Items must be rated on a 5-point
Likert-Scale (0 = dberhaupt nicht/inot at all to 4=sehr starkl/extremely). We used the Global
Severity Index (GSI) as description of the severity of general psychopathological symptoms.
The psychometric quality concerning validity and reliability of the German versionare re-
ported as satisfactory (Franke, 2000) (internal consistency of a = .95 for the GSI score in the

student norm sample).
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Study relevant work behavior

For assessing problems in study behavior we used a questionnaire developed by Holz-
Ebeling (1997) and later revised by Gratz-Tummers (2003). The FB-AP (original German title
Fragebogen Arbeitsprobleme) consists of 47 items assessing two subscales. The first subs-
cales assesses problems with study time (that means spending less time with studying than
intended) and thereby reflecting the quantitative percentage of studying (original German title
of the subscale: Arbeitszeitprobleme, 22 items). The second subscale assesses the efficacy
of studying (making less use of the time spend with studying than intended) which reflects
the qualitative percentage of studying (original German title of the subscale: Arbeitseffekti-
vitdtsprobleme, 25 items). Because of a significant intercorrelation (r= .37, p <.001) between
these subscales and a factory analysis with limited results because ofseveral double-
barreled items (Gratz-Tummers, 2003), we summed both subscales and interpreted a total
score. Gratz-Tummers (2003) reported satisfying item-total correlations (.38 < ry< .82) and

internal consistencies (a = .95 - .96) for both subscales.

Procrastination

We used a German translation of the Aitken Procrastination Scale (APS; Helmke &
Schrader, 2000) for assessing trait procrastination. The APS consists of 19 items describing
different behaviors and thoughts associated with procrastination. ltems must be answered on
a 5-Point Likert-Scale (0 = trifft gar nicht zulfalse to 5 = trifft genau zul/true). Helmke and
Schrader (2000) as well as Patzelt and Opitz (2005) analyzed the APS via factor analysis
and reported three subscales. Because of intercorrelations between the subscales (.35 -.67;
Patzelt & Opitz, 2005) and several double-barreled items we followed the original work and
built a total score (Aitken, 1982; in Ferrari, Johnson, & McCown, 1995). Helmke and Schrad-

er (2000) reported for this total score a internal consistency of a = .91.

6.4.6.2 Secondary outcome measurements

Emotion regulation

We used a German translation of the Cognitive Emotion Regulation Questionnaire
(CERQ; Loch, Hiller, & Witthoft, 2011) consisting of 36 items assessing multiple emotion
regulation strategies. Items are rated using 5-point Likert scale (1 = (fast) nie/almost ever to 5
= (fast) immer/almost always). Because of the intercorrelations between the nine subscales,
Loch et al. (2011) considered the building of two factors functional strategies and dysfunc-
tional strategies. Despite a lack of clear support by the results of the conducted factor analy-

sis, we followed there consideration and interpreted functional and dysfunctional strategies.
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Accordingly, validation of the German version showed satisfying results for validity and relia-
bility (Loch et al., 2011).

Self-efficacy

The German questionnaire SWE (Skala zur Allgemeinen Selbstwirksamkeitserwartung;
Schwarzer & Jerusalem, 1999) was used for assessing clients’ self-efficacy. The SWE is a
10-item questionnaire assessing self-efficacy expectancy. Items were rated on a 4-point
Likert scale (1 = disagree fo 4 = strongly agree). Validity and reliability were well docu-

mented. We used the total score of SWE.
Self-management

We used a German translation of the Lifestyle Approaches Inventory (LSA; Williams,
Moore, Pettibone, & Thomas, 1992; unpublished translation by M. Stein). The LSA consists
of 22 items representing several cognitive and behavioral strategies related to the achieve-
ment of personal goals. Agreement must be rated on a 5-Point Lickert-Scale (0 = stimme
nicht zuldisagree to 4 = stimme zu/agree). Williams et al. (1992) postulated six factors that
were only partly confirmed by factor analyses. Nevertheless, they reported moderate to
strong correlation between the factors and total score (. 42 < r < .76). Because of these cor-
relations we calculated the additive total score. The reported psychometric qualities concern-

ing validity and reliability of LSA were satisfying (Williams et al., 1992).

6.4.7 Measurements assessing personal characteristics of the student therapists

We used the following standardized self-rating questionnaires to assess the personal cha-

racteristics of student therapist.
Interpersonal Style

We used the German translation of the short version of the Inventory of Interpersonal
Problems (lIP-C; Horowitz et al., 2000). Each of the 64 items has to be answered on a 5-
point Likert scale (0 = not at all to 4 = extremely). The IIP-C entails eight subscales which are
formed by summing up item raw scores. The German version was shown to be reliable and
valid (Horowitz et al., 2000).

Personality factors

Personality factors were assed using the German translation of the NEO-FFI (Borkenau
& Ostendorf, 1993). The NEO-FFI contains 60 Items rated on a 5-point Likert scale (0 =
strongly disagree to 4 = strongly agree). Validity and reliability of the German NEO-FFI have
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been demonstrated (Borkenau & Ostendorf, 1993). The NEO-FFI entails five subscales
which are formed by summing up the item raw scores and dividing by the number of items
per scale. NEO-FFI consists of the subscales neuroticism, extraversion, agreeableness, con-

sciousness and openness to experiences.
Empathy

The adapted German version of the Interpersonal Reactivity Index (IRI, Davis, 1980; SPF,
Saarbriickener Personlichkeitsfragebogen, V3.1, Paulus, 2009) was used to assess empa-
thy. The SPF contains of 16 items to be answered on a 5-point Likert scale (1 = does not
describe me well fo 5= describes me very well). The German version SPF shows good relia-
bility, validity and discrimination coefficients (Paulus, 2009). The SPF contains of 4 subscales
which are formed by summing up the item raw scores (fantasy, perspective taking, empathic
concern and distress). In addition, the subscales fantasy, perspective taking and empathic

concern are summed up for the score empathy.
Self-Esteem

The Rosenberg Self-esteem Scale was used in a German ftranslation (RSES, Ferring
& Filipp, 1996) with 10 items rated on a 4-point Likert scale (0 = strongly disagree to 3 =
strongly agree). The German version shows satisfactory validity and reliability. We used the
total score of RSES.

Self-Efficacy

The SWE (Schwarzer & Jerusalem, 1999) was already described above.
Emotion Regulation

The CERQ (Loch et al., 2011) was already described above.
Self Care

Based on Norcross' (2000) theoretical considerations Turner et al. (2005) developed the
Intern Self Care Scale (ISCS). We translated the ISCS in a forward-back-translation process
into German and adapted the questionnaire to German circumstances. Because of differenc-
es in German culture item 21 of the original ISCS was removed and in addition several items
were rephrased. Our final version of the ISCS consists of 34 items describing different self-
care strategies. Following Turner et al. (2005) items were rated twice: first the frequency of
use was judged and second the perceived effectiveness was rated. Both ratings were made
on a 5-Likert scale (1 = never fo 5 = always). ltem responses were summed for building the

total scores of the subscales frequency and effectiveness.
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6.4.8 Procedure

Data were collected routinely as part of the peer-to-peer intervention described above.
From the 152 students who were examined in a personal consultation, 26 students must be
excluded from the intervention because of a mental disorder (see Figure 2). In addition, 12
students canceled the participation for other reasons (e.g. date of session). From the remain-
ing 114 students, 22 declined participation in the pre and post assessments. Finally, N = 92
clients took place in the intervention and agreed with the pre and post assessments. Clients
conducted the BDI-Il and BSI during the clinical interview with the project coordinator prior to
the beginning of the sessions in a paper-pencil version. The post-assessment of BDI-Il and
BSI as well as pre and post assessments of all other questionnaires (PSQ-20, FB-AP, APS,
CERQ, SWE, LSA) were conducted via an online platform. N = 3 clients discontinued the
intervention, further N = 10 clients completed all sessions but did not participate in the post
treatment assessment. Using intent-to-treat analysis, this N = 13 were analyzed by pre val-
ues carried forward. Late introduction of the APS to the set of measurements limited the
number of available data for this questionnaire to N = 79. Student therapists’ self-ratings
(IIP-C, NEO-FFI, RSES, SWE, CERQ, ISCS, SPI) were conducted via an online platform
prior to the training. Late introduction of the ISCS to the set of measurements limited the

number of available data for this questionnaire to N = 40.

Because student therapists provided sessions to two clients, analyzes of the relationship
between personal characteristics of student therapists and clients’ outcome were conducted
separate for the first and the second client. Because of the clients who declined to participate
in the pre and post assessments, not all student therapists provided sessions to two clients
included in this evaluation study (for N = 22 students therapists only the assessments of one
client were included in this study (for N = 9 it lacks the assessments of the first client, for
N = 13 it lacks the assessments of the second client)). Due to this, correlations with first
clients’ outcome were calculated for a sample of N = 48 student therapists and clients (for
APS N = 42; for ISCS N = 31), the correlations with second clients’ outcome for a sample of
N = 44 (for APS N = 37; for ISCS N = 27). The flow diagram in Figure 2 shows the reported

flow of participants.
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Assessed for eligibility
(n=152)

Excluded (n=38)
+ Mental disorder (ICD-10) (n=26)
+ Other reasons (n=12)

4

Admitted participants
(n=114)

T

Received intervention Received intervention
without pre/post assessments with pre/ post assessments
(n=22) (n=92)

ﬂ Discontinued intervention (n=3)

Completed all session
(n=89)

no post treatment assessment
(n=10)

Post treamtment assessment
(n=79)

Figure 2: Flow diagram
6.4.9 Data analysis

The degree of general psychological distress in comparison to other samples was ana-
lyzed using independent t-tests and chi-square test. For investigating changes in clients’
stress, first statistical significant changes were analyzed: Primary outcome measurements
were analyzed using repeated measurement MANOVA with time of measurement (pre and
post) as a within-subject factor (two levels) and the primary outcome measurements as de-
pendent variables. According to Field (2013) we used the test statistic Pillai-Spur. In addition,
univariat tests for the dependent variables were conducted, test statistic Greenhouse-
Geisser was used. Finally, Cohen’s effect size d was calculated. Second, we investigated
clinical significant changes in the primary outcome measurements that reflected psychopa-
thological symptoms (BDI-Il, BSI, PSQ-20) by calculating a Reliable Change Index (RCI;
Jacobson, 1984). For estimating the standard error of the measurement we used the stan-
dard deviation of the normative sample (SD+) and according to Lambert and Ogles (2009) the
scores of internal consistency as reliability measures (rel). A change was considered clinical
significant if the RCI exceeded the difference between clients’ pre (x4) and post scores (x»):
X; — Xo> RCI with RCI =1.96 * SD; * \/(2*(1-rel)). For the BDI-Il we calculated a RCI = 6.39,
for the GSI-Score of BSI a RCI = .48 and for PSQ-20 a RCI = .18. Secondary outcome mea-
surements were analyzed using matched-pairs t-tests with Bonferroni correction. Cohen’s

effect size d was calculated. Correlations between outcome measurements and characteris-
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tics of student therapists were evaluated by Pearson product-moment-correlations (ry,). All

statistical analyses were done by using SPSS 22.

6.5 Results

6.5.1 Clients’ level of stress, psychological distress and depressive mood

We compared the levels of stress (PSQ-20) and of general psychological distress (GSI
score of BSI) of our sample (PSQ-20 total score M = .59, SD = .18; GSI: M = .81, SD = .50)
with other student samples (see Table 20). Regarding the level of stress (total score of
PSQ-20), our sample reported a significant higher level of stress than a reference sample of
students by Fliege et al.(2001) (f (223) = 12.35, p <.001). Focusing on the degree of general
psychological distress, Holm-Hadulla, Hofmann, Sperth, and Funke (2009) and Sperth,
Hofmann, and Holm-Hadulla (2013) investigated the level of distress in a sample of German
students contacting a university counseling center using the GSI score of the SCL-90. There
was no difference between their samples and the distress of our clients operationalized by
the GSI score of the BSI, a short version of the SCL-90. In addition, Fliege et al. (2001) re-
ported the level of distress of a student’ field sample of German university students. The dis-
tress of our sample was significant higher than in the field sample (¢t (215) = 3.66, p < .001).
As formulated in the manual (Hautzinger et al., 1990) total scores in BDI-Il can be interpreted
as follows: 0 — 10 normal; 11 — 17 moderate mood disturbance; = 18 clinical symptoms of
depression. According to this classification N = 36 (39.1%) of the clients reported no depres-
sive symptoms (total score BDI-Il 0-10), N = 26 (28.3%) reported moderate mood distur-
bance (total score BDI-Il 11 — 17) and N = 30 (32.6%) reported clinical symptoms of depres-
sion (total score BDI-Il = 18). Jurkat et al.(2011) reported for a sample of N = 651 German
medicine students a percentage of N = 38 (5.8%) with a total score = 18. In comparison to
this sample, the distribution of total BDI-Il scores differed significantly (x* = 69.34; p < .001).
In our sample, the percentage reporting clinical symptoms of depressions was higher than in
the study by Jurkat et al. (2011).
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Table 20: Level of stress and general psychological distress in comparison to other samples

N Sample M (SD) t D
P SQ-20/ total score
Fliege et al., 2001 246 Students .34 (.16) 1235 =001
Gsl
University

213 counseling center 1.15 (.65) 4.48 2.00
Holm-Hadulla et al., 2009

125 Students 57 (46) 366 =001
Sperth et a., 2013 121 University 1.01 (58) 264  2.00

counseling center

6.5.2 Analysis of outcome measurements

6.5.2.1 Primary outcome measurements

Repeated measure MANOVA showed for the primary outcome measurements a significant
overall time effect (F (5,74) = 14.08; p < .001), the subsequent univariat testing of the depen-
dent variables showed in addition significant time effects in all primary outcome measure-
ments (see Table 21). The general stress level assessment by the PSQ-20 also decreased
from the beginning to the end of the intervention (pre M = .59, SD = .19; post M = 43,
SD = .18; F (1, 78) = 54.92; p <.001) (see Figure 3). The effect size of the change in PSQ-20
was large (d = .87). Clients’ total scores in BDI-Il decreased from M = 14.68 (SD = 8.55) to
M = 10.07 (SD = 7.77) (F (1, 78) = 27.77; p < .001). Effect size Cohens d = .56 what is a
moderate effect. Clients reported general psychological distress (BSI-GSI) decreased from
the beginning (M = .81 (SD = .50)) to the end of the intervention (M = .52, SD = .42;
F(1,78)=27.66; p <.001), d =.63). Clients reported a significant improvement in their work-
ing behavior (FB-AP; pre M = 4.50, SD = 1.20; post M = 3.56, SD = 1.29; F (1, 78) = 56.27,;
p < .001). The effect size of change in AP-FB was moderate (d = .76). Finally, improvement
in clients’ procrastination resulted in a decreased total score in APS from M = 2.61 (SD = .49)
to M=2.40 (SD = .58) (F (1, 78) = 17277; p < .001). The effect size was small (d = .39).
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Table 21: Pre, post and pre-post difference scores of primary outcome measurements with results of
univariat testing and effect size Cohens d.

pre post pre-post difference
F d
N M SD M SD M SD
PSQ-20 92 59 19 43 18 16 19 54.92* 87
BDI 92 1468 855 1007  7.87 4.62 8.37 27.77** 56
BSI (GSI) 92 .81 .50 .52 42 .30 49 27.66™** .63
FB-AP 92 450 120 356  1.29 .94 1.16 56.27** .76
APS 79 261 49 240 58 22 47 1727 39
***=p<.001; d = Cohens d.
7 1 20 A
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47 d=39
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Stress level Distress Work behavior Procrastination Depressive mood
(PSQ-20) (BSI[GSI) (FBAP) (APS) (BDI-I)

M post

Figure 3: Pre and post means and standard errors of the primary outcome measurements (*** = p <

.001, d = Cohens d)

Additionally, for analyzing the amount of clinical significant changes, the pre-post differ-

ence scores were compared to the previously reported scores of RCI (x;— x> RCI). N = 37
(40.2%) showed a clinical significant change in PSQ-20, N = 34 (37.0%) in BDI-Il and N = 28
(30.5%) in the GSI score of the BSI (see Figure 4).
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Depressive Mood
(BDI-II)
RCI=6.39

RCI= .48

Stress Level
(PSQ-20) 40.2%
RCI= .18

Distress
(BSI, [GSI) 30.5%

0% 20% 40% 60% 80% 100%

Figure 4: Percentage of clients with reliable improvement ((x1-x2) > RCI)

6.5.2.2 Secondary outcome measurements

Functional emotional regulation strategies (CERQ functional) increased from M = 46.65
(SD = 9.18) before the intervention to M = 51.51 (SD = 9.77) after completing the sessions
(t (91) = -5.06; p <.001). This change had a moderate effect size (d = .55). Accordingly, the
use of dysfunctional emotion regulations strategies (CERQ dysfunctional) decreased from
M = 31.10 (SD 7.67) before the intervention to M = 27.64 (SD = 6.39) after completing the
sessions (t (91) = 4.20; p < .001; d = .49). Clients reported self-efficacy (SWE) increased
from the beginning (M = 25.61, SD = 5.33) to the end of the intervention (M = 29.09,
SD =5.11; t (91) =-7.06; p < .001) with an effect size of d = .91, what is a large effect. Final-
ly, clients perceived self-management strategies (LSA) raised from M = 38.88 (SD = 9.79) to
M = 48.68 (SD = 11.69; t (91) = -8.66; p < .001). The effect size for the change in self-
management strategies was moderate (d = .67) (see Table 22). Figure 5 shows the reported

changes.

Table 22: Pre, post and pre-post difference scores of secondary outcome measurements with results
of t-test.

pre post pre-post difference
N M SD M SD M SD ! a
CERQ functional 92  46.18 9.52 51.51 9.77 -5.33 10.10 -5.06%** .55
dysfunctional 92  31.10 7.67 27.64 6.39 346 7.90 4.20*** 49
SWE 92 2561 5.33 29.09 5.11 -3.48 4.73 -7.06*** 91
LSA 92 3889 9.79 48.68 11.69 -9.80 10.86 -8.66*** .67

*** = p <.001 with Bonferroni correction; d = Cohens d.

85



Study 3: Efficacy of a peer-to-peer intervention and relation to therapists characteristics 86

60 7 d=.55
* % %
d=.67
* % %
50 -
40 - d=.49
,—\** * d=.91
3 % k.
pra
30 -
M post
20 A
10
0 T T T
functional dysfunctional Self-efficacy Self-management
Emotion regualtion (SWE) (LSA)

(CERQ)

Figure 5: Pre and post means and standard errors of the secondary outcome measurements (*** = p
<.001, d = Cohens d)
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6.5.3 Relationship between outcome and personal characteristics of therapists

Mean and standard deviations of the measurements assessing personal characteristics of

student therapists are shown in Table 23.

Table 23: Means (M) and standard deviations (SD) of the measurements assessing personal charac-

teristics of student therapists.

M SD
Neuroticism 1.59 .54
Extraversion 2.59 49
NEO-FFI  Openess to experiences 2.88 44
Agreeableness 2.98 46
Consciousness 2.93 .53
PA domineering 5.49 3.65
BC vindictive 6.00 3.73
DE cold 4.75 3.85
. FG socially inhibited 6.96 4.03
HI Non assertive 10.84 5.76
JK Overly accommodating 11.26 5.25
LM self-sacrificing 11.39 5.59
NO intrusive 9.93 5.25
Fantasy 15.77 2.58
Perspective 15.65 2.32
SPF Empathic concern 15.12 213
Distress 9.19 2.50
Empathy 46.54 4.80
CERQ Functional strategies 50.30 9.17
Dysfunctional strategies 2712 5.38
RSES 24.72 4.34
SWE 29.98 3.13
Frequency 29.87 3.61

ISCS
Effectiveness 32.15 4.47

In general, there were only few correlations between personal characteristics of student
therapists and the outcome (pre-post differences) of clients (see Table 24 and Table 25).
Nevertheless, correlations differ between the first and the second clients. While there are
correlations between student therapists’ neuroticism (NEO-FFI), emotional regulation strate-
gies (CERQ) and self-efficacy (SWE) and several outcome measurements of first clients’, we

did not find these correlations for second clients’ outcome.
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Furthermore, there were no correlations with student therapists’ self-esteem (RSES) and
almost no correlations with self-care (ISCS). There were several correlations between stu-

dent therapists’ interpersonal style (lIP-C), empathy (SPF) and the outcome measurements.

Table 24: Correlations between personal characteristics of student therapists and outcome (pre post

differences) of the first clients’.

Outcome (pre-post difference ) of the first clients’

BDI-II BSI PSQ-20 AP APS CERQ (N=48) SWE LSA
(N=48) (N=48) (N=48) (N=48) (N=42)  functional dysfunct. (N=48) (N=48)
Neuroticism -26" -24" -28" -.28% -23 12 -22 .00 14
Extraversion -.04 -.08 -11 -.06 -15 .00 -.14 =11 -.15
T\iig;g;l Openess to experiences .06 -17 .05 12 .07 .19 .03 .15 -.08
Agreeableness 11 .05 13 .03 -.14 -.03 -.05 -.06 - 11
Consciousness .08 .05 -20 -17 -22 11 .08 -.01 -.02
PA domineering -31%* -20 -21 .02 17 .06 15 .07 -.07
2 BC vindictive -17 .00 -27" -.14 .08 .01 -.16 -.16 .03
a DE cold -21 -18 -17 -.04 -.01 .01 -.06 .02 13
s IP-C FG socially inhibited -.07 .02 -.09 -.08 .04 -.03 .01 -22 .20
% (N=48)  HI Nonassertive -.01 .04 -.07 -.19 -24 -.03 -17 -22 .01
5 JK Overly accommodating .02 .07 -13 -12 -.04 -.10 -32% -18 .04
3 LM self-sacrificing -.09 -.06 -.16 -.03 -.08 -.07 -33% -27" -.01
é NO intrusive -17 -15 -20 -.10 -.16 12 -21 -.10 -.02
[
2 Fantasy .07 -.01 -.01 -.01 .03 15 .07 21 .14
& gpp  Perspective -15 -16 12 24" -25 13 27t 13 13
5 (N=48) Empathyic Concern -15 -.14 -.04 13 -24 .01 -.05 -13 -31%
3] Distress -.29* -18 -15 -.29% -41%% 17 -21 .02 -.16
g Empathy -.09 -15 03 -07 -23 15 -11 13 01
=
o
= CERQ Functional Strategies -.06 .00 -17 =21 -22 .16 -25" .08 -.09
S (N=48) Dysfunctional Strategies -19 -24 -27" -26" -35% 36% -.14 37k .07
(ﬁi}ig) 13 13 21 22 .10 -17 .08 -.14 -.18
(Iii\:l%) 31 27 .16 17 32% 14 .00 .07 =11
ISCS Frequency -22 -13 -20 -24 -.08 -21 -18 .08 -.07
(N=31)  Effectiveness -.16 .03 -34+ -25 -.14 -25 .15 -13 -.26

Note: +=p<.1;*=p< .05, *=p< 0l
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Table 25: Correlations between personal characteristics of student therapists and outcome (pre post

differences) of the second clients.

Outcome (pre-post difference ) of second clients’

BDI-II BSI PSQ-20 AP APS CERQ (N=44) SWE LSA
(N=44)  (N=44) (N=44)  (N=44) (N=37) functional dysfunct. (N=44) (N=44)
Neuroticism -.08 -.08 -.08 -17 -.02 -.03 -29* .07 -.14
Extraversion -15 .07 -17 -.10 -.06 -.04 -.08 -.10 .00
N&(ZLIS)F ! Openess to experiences 14 27 -.02 -12 27 11 .06 36* -.06
Agreeableness .08 12 -.14 .00 .10 .00 .00 .08 13
Consciousness 19 .02 .03 .10 .16 .07 .14 =23 .10
“ PA domineering -29% -13 .06 -.16 -13 .00 -11 -23 -.10
g BC vindictive -.04 -.07 30% -.04 -.18 -15 -.04 =22 -.18
5 DE cold .04 -02 10 -10 -15 -.03 -10 -23 -.09
E 11P-C FG socially inhibited .07 -.15 27" .16 -.05 -.35% .06 -.15 .02
g (N=48) HI Nonassertive -.06 -.14 .09 -.05 .09 -34* -20 -.04 .05
2 JK Overly accommodating -21 -25 -.16 -11 -12 -27+ -11 .07 .10
‘2 LM self-sacrificing -11 -.01 -.08 -.14 .06 -12 -.14 .09 .10
95 NO intrusive -20 -.06 .01 -.10 -21 -.19 -.17 -.05 -.05
§ Fantasy -.02 .03 -.05 .14 40* -18 -.14 30* .08
% SPF Perspectiye -.04 18 -15 .04 33* -.08 .10 -01 .09
% (N=48) Empathyic Concern 12 .03 -.09 -36* -.09 .15 -33% 28" .10
e Distress .03 -13 .26* .00 -13 -.18 -.10 -.18 -12
% Empathy -08 11 -13 -07 33% -07 -17 27" 13
‘—g CERQ  Functional Strategies -.18 -.02 -.10 -.07 .00 .06 -.08 -17 12
g (N=48) Dysfunctional Strategies .07 -07 -.01 -1 -.07 13 .00 -11 -.19
o
= RSES .00 -.05 .04 12 -.09 -.07 .09 -.05 22
(N=48)
SWE
(N=48) -23 -12 -.03 -.02 -.10 -.05 21 12 .01
ISCS Frequency .04 13 -11 15 -.01 .09 32" -26 -.06
(N=28)  Effectiveness -.06 11 .04 .03 .05 -12 .15 -24 .03

Note:+=p=<.1; *=p<.05 ¥ =p< .0l

6.6 Discussion

We investigated the efficacy of a peer to peer intervention for reducing students’ stress.
All in all, the results of our naturalistic study showed that participation in the peer to peer in-
tervention reduced stress level of clients and improved their general mental complaints. Fur-

thermore, we found no clear association with personal characteristics of student therapists.

Regarding the general level of psychological complaints, we compared the levels of stress
and of general psychological distress as well as depressive mood of our sample with the
findings of other studies. The reported stress level (PSQ-20) of our clients was significantly
higher than in a field sample of German students investigated by Fliege et al. (2001). The
same was for general psychological distress (GSl): the clients in this study reported signifi-
cantly higher levels of distress than in a field sample of German students (Holm-Hadulla et
al., 2009). In contrast, there was no difference between clients of this sample and German
students seeking help in a university counseling center (Holm-Hadulla et al., 2009; Sperth et
al., 2013). Concerning the depressive mood, a percentage of 32.6% (N = 30) reported clinical
symptoms of depression (total score = 18 in BDI-Il). Thus, the proportion of students report-

ing a severe mood disturbance was higher than in a field sample of German medicine
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students investigated by Jurkat et al. (2011). All in all, clients of this sample showed higher
stress, distress and more clinical symptoms of depressive mood than field samples of Ger-
man students and reported a stress level comparable to that of clients in German university

counseling centers.

Furthermore, we investigated student clients’ stress before and after the peer-to-peer in-
tervention (primary outcome measurements: stress level, depressive mood, psychological
distress, study relevant work behavior and procrastination; secondary outcome measure-
ments: emotion regulation, self-efficacy and competences in self-management). For investi-
gating chances in the primary outcome measurements, the conducted repeated measure-
ment MANOVA showed a significant overall time effect as well as significant time effects for
all dependent measurements. After completing the intervention, clients reported a reduced
stress level, less depressive mood, less psychological distress, better study related work
behavior and less procrastination. Effect sizes for these pre-post changes ranged from small
to large. Furthermore, for analyzing clinical significance of the reported pre-post changes, we
calculated Reliable Change Indices (RCI) for BDI-Il, BSI and PSQ-20 as the primary out-
come measurements assessing psychopathological symptoms. Results indicated that 40.2%
of the clients showed a clinical significant reduction in their stress level (PSQ-20), 37.0% re-
ported a clinical significant reduction in depressive mood (BDI-Il) and 30.5% reported a clini-
cal significant improvement in psychological distress (BSI [GSI]). Regarding the secondary
outcome measurements, we analyzed the difference between the pre and post ratings and
found significant chances in all measurements. After completing the intervention, clients re-
ported better emotion regulation strategies, higher self-efficacy and improved self-
management competences. Effect sizes for these pre-post changes ranged from small to
large.

All in all, it can be summarized that clients showed a considerable improvement in their
levels of stress, distress and all other associated outcome measurements. The reported ef-
fect sizes and most notably the reported percentages of clinical significant pre-post changes
allow the conclusion that the peer-to-peer stress intervention is an effective intervention for
reducing students’ stress and improving general psychological complaints.
Comparing our results with previous research findings showed that the reported improve-
ments in terms of clinical significant pre-post changes are quite comparable to other findings.
Sperth et al. (2013) reported after an average of six sessions in a university counseling cen-
ter a percentage of 40.5% of clinical significant improvement in GSI scores (SCL-90). Taking
into account the circumstances that the sessions in our study were proceeded by therapists
at the beginner level and not by graduated psychologists as employees in a counseling cen-
ter as in the study by Sperth et al. (2013), the amount of 30.5% clinical significant change in

BSI-GSI in our sample is interpreted as quite comparable. Furthermore, Sperth et al. (2013)
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reported for pre-post changes an effect size of .73, which is also interpreted as comparable
to the effect size of .63 in our sample. Using a different outcome measurement (Outcome-
Questionnaire-45 OQ-45 by Lambert, Lunnen, Umphress, Hansen, and Burlingame (1994))
Choi et al. (2010) reported that 32% of clients improved clinical significant (RCI) after an av-
erage of six sessions in a US university counseling center. All in all, in comparison to pre-
vious findings, our intervention is effective and the effectiveness is comparable to other inter-
ventions. There is no limitation in effectiveness because of the beginner level of the student
therapists. Therefore, we cannot support the conclusion of Hill et al. (2008) that it is because
of ethical purposes not possible that students conduct session to recruited clients. Hill et al.
(2008), however, refer in their remarks of negative experiences with not very skillful students
on US upper-level undergraduate psychology major students. In contrast, student therapists
in our sample already graduated in psychology (BA degree). This advance in education
might explain first that we cannot report negative experiences and that in addition the training

course our student therapists ensures a first necessary qualification.

Analyzes of the correlations between clients’ outcome (pre-post difference) and personal
characteristics of student therapists were conducted separately for the first and the second
client. All in all, we did not find a clear correlation between therapists’ personal characteris-
tics and outcome. Keeping in mind that the general effect of therapists on outcome is esti-
mated at 5% (Baldwin & Imel, 2013), then possible no larger correlations between therapists’

personal characteristics and outcome can be expected.

Nevertheless, interesting findings are the negative correlations between therapists’ neuro-
ticism (NEO-FFI) and primary outcome measurements for first clients which are not found for
the second clients. Possibly, while outcome of the first client is influenced by personal cha-
racteristics of therapists, the growth in experience and competence (even if it might be a
small one) toward sessions with the second client a few weeks later reduced the influence of
personal characteristics. Findings concerning therapists’ empathy support the conclusion of
changes in impact of characteristics on outcome from first to second client. At first, while al-
most all significant correlations between therapists’ characteristics and outcome of first
clients were negative, correlations with outcome of second clients were in the same extent
also in the positive direction. Second, while there were no correlations with first clients
change in self-efficacy, several subscales of therapists’ empathy correlated positive with
changes in self-efficacy of second clients. At least, there were negative correlations with the-
rapists’ perceived personal distress (SPI1) and changes in BDI-Il, FB-AP and APS of the first
clients. In contrast, there is only one positive correlation between therapists’ perceived dis-
tress (SPI1) and outcome in PSQ-20 for the second client. It might stand to reason that there

is a change in the impact of therapists’ feelings of discomfort in reaction to observed distress
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of others. Furthermore, correlations between therapists’ dysfunctional emotion regulation
strategies and first clients’ outcome do not appear similarly in the second clients.
First, we conclude that impact of therapists’ personal characteristics on outcome is only
moderate. Second, at the very beginning of conducting sessions personal characteristic of
therapists have a different impact on outcome than later. Possibly, while outcome at the be-
ginning of independent sessions is more influenced by therapists’ characteristics, later pro-
fessionalism is less influenced by therapists’ characteristics but more by their therapeutic
competence. This interpretation that first self-conducted sessions are more influenced by
therapists’ characteristics than later sessions with the second client and that later the impact
of therapeutic competences is intensified must be verified in further studies.
As already discussed, the impact of therapists’ personal characteristics on outcome has not
been extensively investigated. Thus, a study by Hersoug et al. (2009) investigating the rela-
tionship between therapists’ interpersonal behavior and working alliance should be dis-
cussed. They reported negative correlations between all subscales of [IP-C and ratings of
working alliance by therapists and patients. We cannot fully support these findings. However,
most of the significant correlations in our study were also negative, but second clients’
change in PSQ-20 was positively correlated with the subscales vindictive and socially inhi-
bited (IIP-C).

Concerning the possible win-win situation of a peer-to-peer intervention already men-
tioned above, the results of our study clearly support this. Considering first the side of clients,
the presented peer-to-peer interventions represents an efficient low-threshold offer for stu-
dent clients suffering from study related problems. Some studies conclude that only a few
students with mental health problems receive adequate support and treatment (Downs &
Eisenberg, 2012; Garlow et al., 2008).The fact that sessions are conducted by fellow stu-
dents might reduce clients’ reluctance. Further, considering student therapists’ side, provid-
ing sessions means practical experiences. Moreover, the clear improvements in clients’
stress allow the consideration that student therapists learned basic CBT-techniques and im-

proved their therapeutic competences. Clearly, this assumption needs further investigation.

There are several limitations concerning our study. At first, Baldwin and Imel (2013) criti-
cized the small sample sizes of studies investigating therapists’ effect and gave as an exam-
ple the study by Kim, Wampold, and Bolt (2006) that included 15 therapists. Referring to the
sample size, our sample is quite satisfactory. The problem in our study is more to the fact
that each therapist only provided sessions to two clients, so it was not possible to analyze

the impact of personal characteristics on outcome using multilevel analysis.

Furthermore, the sample of our student therapists was highly self-selected. Since the

project was associated with a higher workload than common classes, only particularly
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motivated students might have registered. In addition, providing 10 self-directed sessions to
two fellow students may have been deterrent for less self-confident students. For these rea-
sons, our sample of student therapists was probably a very special one. We implemented a
meeting with the project coordinator before inclusion in the project for ensuring that we only
include those students as therapists in our program, we also dare to provide self-contained
sessions to clients. The fact, that we have not excluded any student is further support for the
self-selection of our sample. Probably our self-selected sample had higher “natural helping
ability” (Hill, Stahl, & Roffman, 2007; Rgnnestad & Skovholt, 2013), a fact that might surely
be reflected in their personal characteristics and thereby influencing our analyses of correla-
tions between personal characteristics of student therapists and outcome.
In addition, there might have been a confounding effect of clients’ pre-session symptom level
we did not control for. Future studies should consider this. In addition, our study was natura-
listic with a single-trail design without control group. Furthermore, our study did not include a
post-training follow up assessment. Following studies should include these points.
At least, for analyzing the correlation between outcome and personal characteristics of the-
rapists it might be problematic that our sample was not a clinical sample, interested clients
with a suspected mental disorder were excluded from the peer-to-peer project. Although oth-
er authors discussed this selection problem as a limitation of the study (e.g. Fitzpatrick et al.,
2005), we do not agree. Of course, the nature of our non-clinical client sample may have
influenced the obtained findings; Maybe the healthy student sample had made it easier for
the student therapists. Finally, the positive outcome does not allow the direct conclusion that
the training of the student therapists was efficient. This question must be as well investigated

in further studies.

This explorative uncontrolled single sample study showed preliminary but strong evidence
that trained graduate M. Sc. psychology students can provide a peer-to-peer intervention to

clients for reducing their stress level as well as general mental distress.
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7. Gesamtdiskussion

7.1 Zusammenfiihrung der Befunde

Im Rahmen dieser Dissertation wurde ein theoretisches Modell therapeutischer Kompe-
tenzen entwickelt, das als Grundlage fir die Entwicklung von Messinstrumenten zur multi-
perspektivischen und multi-modalen Erfassung therapeutischer Kompetenz herangezogen
wurde. Dieses Modell wurde herangezogen um die Vermittlung und den Erwerb therapeuti-
scher Kompetenz bei Novizen-Therapeuten sowie den Einfluss personlicher Eigenschaften

von Therapeuten auf das Therapieergebnis zu untersuchen.

Ausgangspunkt war die Erkenntnis, dass bisher kein theoretisches Modell existierte, das
als theoretisches Gerust fur die Entwicklung multi-perspektivischer und multi-modaler Ver-
fahren zur Erfassung therapeutischer Kompetenz, speziell fir den Bereich von Anfangerthe-
rapeuten, herangezogen werden konnte. In den bestehenden Modellen fanden sich aulRer-
dem verschiedene konzeptuelle und theoretische Probleme. So waren beispielsweise die
einem Modell zu Grunde liegende Definition therapeutischer Kompetenz oder der theoreti-
sche Hintergrund nicht immer klar erkennbar. AuRerdem fanden persdnliche Charakteristika
der Therapeuten bisher nicht ausreichend Betrachtung. Des Weiteren waren existierende
Modelle oftmals derartig komplex, dass die Ableitung einer Operationalisierung nicht méglich

erschien.

Zudem zeigte sich, dass flr den deutschsprachigen Raum kein Set an Erhebungsinstru-
menten zur Erfassung therapeutischer Kompetenz aus verschiedenen Perspektiven existier-
te, die auf den gleichen theoretischen Annahmen basierten und damit vergleichbar waren.
Auch hier stellte das besondere Anwendungsfeld der Novizen-Therapeuten eine weitere Ein-
schrankung dar. Bestehende Instrumente sind nur bedingt flr die Erfassung therapeutischer
Kompetenzen bei Anfangern geeignet. So enthalt beispielsweise die validierte deutsche
Ubersetzung der CTS (Weck et al., 2010) Items, die sehr spezifische und komplexe Aspekte
therapeutischer Kompetenz erfassen (z.B. Item 9 ,Geleitetes Entdecken® und Item 10 ,Fokus
auf zentrale Kognitionen und Verhalten®). Eine Beurteilung der therapeutischen Kompetenz
von Novizen-Therapeuten, die am Anfang ihrer Ausbildung stehen und ihre zweite Einzelsit-
zung durchfiihren, erschien aufgrund zu erwartender Bodeneffekte nicht sinnvoll. Schliellich
gab es bisher keine empirische Forschung zu der Frage, ob es moglich ist, therapeutische
Basiskompetenzen bereits im Rahmen der universitaren Ausbildung zu vermitteln. Damit
einher geht auch die Frage, welche Kompetenzen das sein kdnnen. Auch hierzu fanden sich

in der Literatur nur wenige empirische Befunde (z.B. aus der Arbeitsgruppe um Clara E. Hill).
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Basierend auf dem aktuellen Stand der Forschung wurde daher in einem ersten Schritt ein
Hybridmodell therapeutischer Kompetenz (siehe Kapitel 4) entwickelt. Das Drei-Ebenen-
Modell bildet auf unterster Ebene Dispositionen ab, die als relevant fir den Erwerb therapeu-
tischer Kompetenzen postuliert werden. Ferner besteht das Modell aus der Ebene Basis-
kompetenzen, die als relativ schulenunabhangig angesehen werden, und darauf aufbauen-
den Spezifischen Kompetenzen, die sich in Abhangigkeit von der theoretischen Orientierung
unterscheiden. Das Modell sieht vor, die einzelnen Komponenten der Ebenen Basis- und

Spezifische Kompetenzen durch standardisierte Erhebungsinstrumente zu erfassen.

Basierend auf dem Modell wurden in einem zweiten Schritt Messverfahren zur multipers-
pektivischen Erfassung therapeutischer Kompetenz entwickelt (siehe Kapitel 5): (1) Globales
Kompetenzrating GloRa-T (Global Rating Therapist) zur sitzungsunabhangigen allgemeinen
Selbstbeurteilung, (2) die sitzungsbezogene Selbstbeurteilung des Therapeuten (SeRa-T,
Session-Rating-Therapist), (3) die sitzungsbezogene Fremdbeurteilung durch den Klienten
(SeRa-C; Session-Rating-Client) und (4) das Beobachterverfahren CoRa-O (Competence
Rating Observer) zur Fremdbeurteilung des Therapeutenverhaltens in der Sitzung durch ge-
schulte Beobachter. Diese Messinstrumente dienen der Erfassung von Basis- und Spezifi-
schen Kompetenzen, wie sie das Drei-Ebenen-Modell postuliert. Die bisher durchgefiihrten
Analysen liefern erste Belege fir die psychometrische Giite der entwickelten Verfahren.
Dass aufgrund des vergleichsweise geringen Stichprobenumfangs bisher keine faktorenana-
lytische Uberpriifung der postulierten Skalenstruktur vorliegt, ist als methodische Einschran-
kung zu sehen, die zukinftig behoben werden sollte. Die Analysen zeigten des Weiteren,
dass die verschiedenen Beurteilungsperspektiven kaum miteinander korrelierten. Dies ent-
spricht friiheren Forschungsbefunden (Mallinckrodt, 1993; Mathieson et al., 2009). Die Not-
wendigkeit, therapeutische Kompetenz aus verschiedenen Perspektiven zu erfassen und
diese Urteile zu integrieren, wird auch von Kamen et al. (2010) gefordert: “neither students’
self-assessments nor “objective” (i.e., faculty members’, clinical supervisors’) judgments of
competency development are sufficient. Rather, both are necessary to ascertain the
progress of a given student” (Kamen et al, 2010, S. 232). Mit den vorgestellten Instrumenten
steht somit flr den deutschsprachigen Raum ein Set an multi-dimensionalen Messverfahren
zur Verflgung, die eine multi-perspektivische und multi-modale Erfassung therapeutischer
Kompetenzen erlauben. Da die Messverfahren auf der gleichen theoretischen Basis aufbau-

en, sind die einzelnen Kompetenzbeurteilungen miteinander vergleichbar.

Innerhalb der einzelnen Verfahren fanden sich zwischen den meisten Subskalen hohe
Interkorrelationen. Mdglicherweise stellt eine differenzierte Erfassung therapeutischer Kom-
petenz, wie sie nicht nur durch die im Rahmen dieser Arbeit vorgestellten Instrumente son-

dern auch in anderen Messinstrumenten vorgesehen ist (z.B. in der CTS, Young & Beck,
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1980), ein Vorgehen dar, das dem Konstrukt therapeutischer Kompetenz nicht gerecht wird.
Gegebenenfalls erweisen sich die einzelnen Komponenten therapeutischer Kompetenz in
der Praxis als nicht trennbar. Eine derartige Abhangigkeit einzelner Kompetenzbereiche vo-
neinander musste auch in Modellen therapeutischer Kompetenz Beriucksichtigung finden.
Dieser Uberlegung entsprechend, kénnte eine globale Erfassung, wie sie zum Beispiel im
vorgestellten Fremdbeurteilungsinstrument CoRa-O im ersten Item zum Globalkompetenzra-
ting zu finden ist, ausreichend sein. Eine andere Moglichkeit kdnnte darin bestehen, Modelle
auf die Aspekte therapeutischer Kompetenz zu reduzieren, die sich in Studien als relevant
fir den Therapieerfolg gezeigt haben. Diese theoretische Uberlegung miisste durch Analy-
sen zum Zusammenhang zwischen diesen Aspekten therapeutischer Kompetenz, die sich

als zentral und damit relevant erwiesen haben, und dem Therapieerfolg tUberprift werden.

Das Drei-Ebenen-Modell ist dabei nicht primar als ein Modell zur Beschreibung der Ent-
wicklung therapeutischer Kompetenz zu verstehen. Es wird jedoch postuliert, dass es die
theoretische Méglichkeit bietet, mit Entwicklungsmodellen wie z.B. dem Phasenmodell von
Rennestad und Skovholt (2013) verknlpft zu werden. So ware es mdglich, fur die einzelnen
Komponenten zu beschreiben, welche Kompetenz oder welcher Kompetenzgrad in welcher
Entwicklungsphase erwartet wird. Untersuchungen therapeutischer Kompetenz finden meist
im Zusammenhang mit Trainingsstudien flir Novizen-Therapeuten statt. Erfahrene Therapeu-
ten finden sich nur vereinzelt in solchen Studien, die fortgeschrittene, spezifische Kompe-
tenztrainings evaluieren. Da jedoch immer wieder unterstrichen wird, dass Kompetenzerwerb
ein ,lebenslanger® Prozess ist, wie er ja auch in den Entwicklungsmodellen abgebildet ist,
sollten Trainingsstudien auch diese gesamte Entwicklungsspanne beleuchten. Sehr erfahre-
ne Therapeuten mit jahrelanger Berufserfahrung, die entsprechend des Modells von
Rgnnestad und Skovholt (2013) als Senior-Experten beschrieben werden kdnnten, sind in
der Regel nicht in den Stichproben von Studien zu finden. Das Drei-Ebenen-Modell wirde
hier die Mdglichkeit bieten, auch diese lebenslangen Entwicklungsprozesse abzubilden, so
dass es als theoretische Grundlage fur die Untersuchung des gesamten therapeutischen

Entwicklungsprozesses herangezogen werden kénnte.

Insgesamt zeigten sich vor allem in den beiden Selbstbeurteilungsinstrumenten GloRa-T
und SeRa-T sowie im Klientenurteil SeRa-C relativ hohe Kompetenzratings. Zuklnftige Stu-
dien sollten diese Kompetenzbeurteilungen mit Fremdbeurteilungen durch externe Beobach-
ter, zum Beispiel basierend auf CoRa-O, vergleichen. Da diese Analysen einer inhaltlichen
Fragestellung nachgehen wirden, waren sie bisher nicht Bestandteil der in Kapitel 5 berich-
teten psychometrischen Analysen. Diese Analysen sollen jedoch zukiinftig durchgefiihrt wer-
den, um aus den Ergebnissen Erkenntnisse Uber eine mdgliche Tendenz zur Uberschatzung

der eigenen Kompetenzen durch Therapeuten oder Klienten abzuleiten. Bei Fokussierung
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auf die therapeutische Selbstbeurteilung kann die Frage, ob Therapeuten ihre Kompetenz
Uber- oder unterschatzen, nach gegenwartigem Stand der Forschung nicht abschlieend
beantwortet werden. So finden sich sowohl Studien, die zu dem Fazit kommen, dass Thera-
peuten sich Uberschatzen (Brosan et al., 2008) als auch Studien, die eher eine Unterschat-
zung erkennen (McManus et al., 2012). Bei derartigen Uberlegungen sollte jedoch die zuvor
bereits erlduterte Maxime, dass es nicht die eine valide Kompetenzeinschatzung gibt, son-
dern dass multiple Kompetenzeinschatzungen von Néten sind, nicht vergessen werden.
Selbst wenn Befunde zeigen sollten, dass Therapeuten ihre Kompetenz im Vergleich zu an-
deren Beurteilungen hoher oder niedriger einschatzen, sollte entsprechend der Annahme,
dass keine einzelne Kompetenzbeurteilungsperspektive die gewissermalien wahre Kompe-
tenz abbilden kann, auf weitere Wertungen im Sinne einer Beurteilung als Uber- oder Unter-

schatzung verzichtet werden.

Als dritter Schritt wurde in der vorliegenden Dissertation die Wirksamkeit einer universita-
ren Peer-to-Peer-Intervention untersucht. Im Rahmen eines universitaren Projektes fuhrten
studentische Therapeuten mit Klienten eine individuelle Intervention zu studiumsbezogenen
Schwierigkeiten durch (10 Einzelsitzungen). Die in Kapitel 6 dargelegten positiven Effekte
der Peer-to-Peer-Intervention belegen, dass es mdglich ist, studentischen Therapeuten in
ihrer grundstandigen universitaren Ausbildung erste therapeutische Basiskompetenzen zu
vermitteln, die sie in Sitzungen mit studentischen Klienten effektiv anwenden kénnen. Trotz
nachvollziehbarer methodischer Limitation des beschriebenen Vorgehens ist es in der Praxis
nicht unuiblich, das Therapieergebnis als Merkmal fir Kompetenzzuwachs auf Seite der The-
rapeuten heranzuziehen. Beispielsweise wahlten Beidas and Kendall (2010) das Therapie-
ergebnis neben Veranderungen im Verhalten des Therapeuten als weiteres Outcome-Mal}
fur ihre Ubersichtsarbeit zur Therapeutentrainings. Gleichwohl betonen Muse und McManus
(2015) die Limitationen der Ableitung therapeutischer Kompetenz ausgehend vom Therapie-
ergebnis und verweisen darauf, dass diese Methode nur eine indirekte Erhebung darstellt,
die darlber hinaus unter anderem durch die Person des Patienten und das Stérungsbild
konfundiert ist. Von der berichteten Effektivitat einer Intervention einen Rickschluss auf ei-
nen Zuwachs an therapeutischer Kompetenz auf Seiten der Therapeuten zu ziehen, wird
auch von Fairburn und Cooper (2011) kritisch betrachtet. Die Autoren argumentieren, dass
der Rickschluss vom Therapieergebnis auf therapeutische Kompetenz zunachst einmal na-
heliegend erscheint, da die Besserung des Patienten das zentrale Ziel einer Behandlung ist,
verweisen aber auch auf die Grenzen und Einschrankungen dieser Methode. Als zentrale
Einschrankung nennen Fairburn und Cooper (2011) ahnlich wie Muse und McManus (2015),
dass das Therapieergebnis nur ein indirektes Mal} ist. Um diese methodische Einschrankung
wissend, ist der Rickschluss von der Effektivitat der Peer-to-Peer-Beratung auf die Kompe-

tenz der studentischen Therapeuten entsprechend nur eingeschrankt moglich. Erst eine
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Analyse der pra-post Veranderungen, basierend auf den in Kapitel 5 vorgestellten Instrumen-

ten, wird eine eindeutigere Beantwortung der Frage des Kompetenzzuwachses erlauben.

Neben Analysen der Effektivitdt der Peer-to-Peer-Intervention wurde in der dritten Studie
(Kapitel 6) auch der Zusammenhang zwischen Therapieerfolg und personlichen Eigenschaf-
ten der studentischen Therapeuten untersucht. Die durchgefiihrten Analysen liefern bezlg-
lich des Zusammenhangs zwischen dem Therapieergebnis und persdnlichen Eigenschaften
der studentischen Therapeuten erste wertvolle Erkenntnisse flr die empirische Validitat des
Drei-Ebenen-Modells. Die Ergebnisse kdnnen auch hinsichtlich der Therapeutenvariablen in
Beutlers Taxonomie (1994; 2004) diskutiert werden. Es zeigte sich insgesamt nur ein sehr
geringer Zusammenhang zwischen dem Therapieergebnis und personlichen Dispositionen
der studentischen Therapeuten. Die bisher durchgefihrten Analysen legen nahe, dass sich
der Zusammenhang zu Beginn des therapeutischen Arbeitens bereits in einem sehr kurzen
Zeitfenster verandert. Hier scheint sich der moderate Zusammenhang mit persdnlichen Cha-
rakteristika der Therapeuten, der sich fir die ersten Klienten zeigte, flr die zweiten Klienten
so nicht zu wiederholen. Die Sitzungen mit dem zweiten Klienten starteten durchschnittlich
vier Wochen spater als die Sitzungen mit dem ersten Klienten und waren auch entsprechend
etwas vier Wochen spater beendet. Wahrend die Sitzungen mit dem ersten Klienten und
damit auch das Ergebnis dieser Beratung somit noch eher von den Charaktereigenschaften
der Therapeuten gepragt waren, wird dieser Zusammenhang bereits durch ein kurzes Zeit-
fenster weiteren Trainings und praktischer Erfahrungen verandert. Die Hypothese, dass sich
ein anfanglicher Einfluss persénlicher Therapeutencharakteristika nach vergleichsweise ge-

ringer klinischer Praxis reduziert, sollte Bestandteil zukinftiger Forschung sein.

7.2  Klinische Implikation

Zu Beginn dieser Arbeit wurde das dritte von Rgnnestad und Skovholt (2013) beschrie-
bene Thema in der Entwicklung von Therapeuten angeflhrt: “Continuous reflection is a pre-
requisite for optimal learning and professional development at all levels of experience”
(Regnnestad und Skovholt, 2013, S. 149). Dieses Thema findet sich im Drei-Ebenen-Modell in
der Disposition Selbstreflexion (self-reflection) wieder. Entsprechend der Annahme von
Rennestad und Skovholt (2013), dass Reflexion eine Voraussetzung fur das Lernen in allen
Entwicklungsphasen ist, wird die Disposition Selbstreflexion im Drei-Ebenen-Modell ebenfalls
als personliche Eigenschaft des Therapeuten verstanden, die einen Einfluss auf den Erwerb
und auch die Frage der Trainierbarkeit therapeutischer Kompetenz hat. Neben dieser theore-
tischen Berticksichtigung findet die geforderte Selbstreflexion auch praktisch in der beschrie-

benen Peer-to-Peer-Intervention Berlcksichtigung. So verfassen die studentischen
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Therapeuten Uber jede durchgefiihrte Sitzung ein Stundenprotokoll, das an die Projektleitung
gesendet wird. Es ist anzunehmen, dass bereits das Verfassen des Protokolls und die damit
einhergehende Ruckschau auf den Sitzungsverlauf die Selbstreflexion der studentischen
Therapeuten schult. Des Weiteren wird auch die von Rgnnestad und Skovholt (2013) gefor-
derte formale Supervision, die im Rahmen der Peer-to-Peer-Beratung wochentlich stattfindet,

als fur die Férderung der Fahigkeit zur Selbstreflexion zentraler Faktor angesehen.

Nach dem Phasenmodell der Entwicklung von Therapeuten von Regnnestad und Skovholt
(2013) sind die studentischen Therapeuten der Peer-to-Peer-Intervention zu Beginn der Pro-
jektteilnahme der ersten Phase der Laienhelfer zuzuordnen und vollziehen dann den Uber-
gang in die zweite Stufe der Anfénger (siehe Tabelle 1). In Kapitel 2 wurde bereits auf das
zweite der von Rgnnestad und Skovholt (2013) genannten Themen der Therapeutenentwick-
lung Bezug genommen: “The models of therapists/counselors functioning shifts markedly
over time — from internal to external to internal” (Rgnnestad und Skovholt, 2013, S. 146).
Dieses Thema fokussiert ebenfalls auf Spezifika der Laienhelfer und Anfdnger-Phasen und
arbeitet Unterschiede zwischen diesen beiden Phasen heraus. Dabei betonen die Autoren
einen distinkten Wechsel (distinctive shift) beim Ubergang in die zweite Phase: Der Laienhel-
fer agiert basierend auf einem Wechselspiel personlicher Erfahrungen und kultureller Ein-
flisse nach seinem ,gesunden Menschenverstand“ aus einem inneren Grundgefihl heraus.
Zu Trainingsbeginn wird die Aufmerksamkeit des Therapeuten dann auf theoretische Kon-
zepte und professionelle Methoden und Techniken gelenkt, wodurch sich der Fokus des
Therapeuten nach aufien verlagert. Dieser distinkte Wechsel ist mit Verunsicherungen ver-
bunden. Das liegt an der Fllle sich aufzeigender klinischer Techniken und Interventionen
und der Unsicherheit der Anfédnger-Therapeuten, welche Intervention nun fir den individuel-
len Klienten optimal ist und wie diese kompetent durchzufiihren und anzuwenden ist. Diese
Irritation kann im Rahmen des peer-to-peer Training Projektes aufgrund der Konzeption des
Projektes eingegrenzt werden. So sind die vorgestellten Interventionen wegen des themati-
schen Schwerpunktes der Intervention auf Stressbelastungen im Studium begrenzt und ent-
sprechend flr die studentischen Therapeuten berschaubar. Die subklinische Belastung der
Studierenden stellt hinsichtlich der reduzierten Komplexitat der klinischen Symptomatik eine
weitere Erleichterung fur die Therapeuten dar. Die beschriebenen Rahmenbedingungen sind
ebenfalls hinsichtlich des von Regnnestad und Skovholt (2013) beschriebenen siebten The-
mas relevant: Many beginning practitioners experience much anxiety in their professional
work: but over time, anxiety is mastered by most” (Rennestad & Skovholt, 2013, S. 151). In
ihrem Phasenmodell gehen die Autoren ausfihrlich auf die in den ersten beiden Entwick-
lungsphasen prasente Angst der Therapeuten ein. Auch die Arbeitsgruppe um Orlinsky et al.
(1999) schlussfolgert aus den Ergebnissen des SPR Collaborative Research Network, dass

besonders die Gruppe der Anfangertherapeuten wegen eines aufreibenden und
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erschopfenden Berufslebens vergleichsweise anfallig und verletzlich ist. Der weitere Befund
dieser Arbeitsgruppe, dass Therapeuten umso weniger von Erschépfung berichten, je weiter
sie in ihrer Entwicklung fortgeschritten sind, unterstreicht die besondere Belastung der Novi-
zen-Therapeuten. Die empirische Forschung zur Vermittlung von Helping Skills Competence
der Arbeitsgruppe um Clara E. Hill bestatigt dies. Die Autoren berichten, dass viele Studie-
rende zu Beginn des Trainings vergleichsweise selbstbewusst auftreten, was durch ihre bis-
herige Erfahrungen als Laienhelfer erklart wird. In der ersten Trainingsphase, wenn die ers-
ten Techniken gelernt werden und die Studierenden erfahren, wie schwierig deren Umset-
zung ist, zeigt sich jedoch ein deutlich herabgesetzter Selbstwert. Erst mit zunehmender Be-
herrschung der Techniken ist wieder ein Anstieg im Selbstwert zu beobachten. Das Projekt
der Peer-to-Peer-Beratung zeichnet sich dadurch aus, dass subklinisch belastete Klienten
behandelt werden und dass die Sitzungen in einem (berschaubaren Zeitfensters von zehn
Sitzungen mit einer engmaschigen Betreuung und Supervision durch die Projektleitung statt-
finden. Insgesamt ist es gelungen, ein maximal praxisnahes Projekt zu konzipieren, in dem
Novizen-Therapeuten in einem mdglichst angstfreien Rahmen erste praktische Erfahrungen
sammeln kénnen. Des Weiteren nennen Rgnnestad und Skovholt (2013) das Aneignen von
Methoden und das daraus resultierende konkrete Zeigen von Basiskompetenzen als zentrale
Entwicklungsaufgaben der Phase des Anféngers. Diese Aufgaben werden im Rahmen des
peer-to-peer-Projektes gezielt angestrebt und umgesetzt. Entsprechend der von Rgnnestad
und Skovholt (2013) geforderten Lernmethoden kommt der Projektleitung als Therapeuten-
modell und Supervisorin zentrale Bedeutung zu. Schliel3lich bietet die wdchentlich stattfin-
dende Supervision auch die Moéglichkeit eines Austausches zwischen den Beratern, was
dem von Rgnnestad und Skovholt (2013) beschriebenen Lernen durch kollegialen Austausch
entspricht. Aufgrund der Kleingruppe von je achtstudentischen Beratern pro Semester ist
eine intensive Betreuung und Begleitung jedes einzelnen studentischen Therapeuten mog-
lich. DarUber hinaus beschreiben die Autoren fir diese Entwicklungsphase eine drohende
Uberwaltigende Konfrontation mit neuen Inhalten und der sich moglicherweise auch stellen-
den Auseinandersetzung mit der Frage der Eignung fir den Therapeutenberuf. Auch diese
Schwierigkeiten kdnnen aufgrund der kleinen Gruppe im Rahmen des Projektes ausreichend
Bertlicksichtigung finden. Dass die Studierenden in den Beratungssitzungen ausschlieRlich
mit Klienten mit einer subklinischen Problematik konfrontiert waren, hat sich als gute Mal3-
nahme erwiesen, der fiir diese Phase postulierten Verletzbarkeit und Unsicherheit entgegen-
zuwirken. Der geschiitzte Rahmen der Peer-to-Peer-Intervention erméglicht den Studieren-
den einen ,sanften Ubergang“ von der Phase des Laienhelfers zum Anfénger. Gleichzeitig ist
es moglich, die postulierte Kluft zwischen Theorie und Praxis zu minimieren oder wenn mog-

lich ganzlich zu schliel3en.
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7.3 Fazit und Ausblick

Berufsverbande unternehmen bereits seit den 1980er Jahren intensive Bemuhungen, die
Kompetenzen zu beschreiben, die notwendig sind, um Therapeut zu werden (Schaffer et al.,
2013). Trotz dieses lange andauernden, wenn auch von Schwankungen begleiteten For-
schungsinteresses, ist bisher kein Konsens tber eine Definition therapeutischer Kompeten-
zen gefunden worden, ebenso wenig wie Uber ein Modell therapeutischer Kompetenzen. Des
Weiteren existieren keine Erhebungsinstrumente, die eine multi-modale und multi-
perspektivische Erfassung therapeutischer Kompetenz erlauben. Bennett-Levy (2006) be-
tont, dass das Finden der Charakteristika guter Therapeuten eigentlich eine logische Paralle-
le zur Entwicklung effizienter Behandlungsmethoden sein sollte. Umso erstaunlicher ist, dass
der Erkenntnisstand zu Therapeuteneffekten im Allgemeinen und therapeutischen Kompe-

tenzen im Konkreten sehr gering ist.

Die Arbeiten von Wampold (2001) und Lambert (2013) zeigen, dass die Therapeuten-
personlichkeit nur einen moderaten Anteil an der Ergebnisvarianz von Therapieergebnissen
hat. Auch die Ergebnisse der vorliegenden Arbeit weisen darauf hin. Zuklnftige Forschungs-
bestreben sollten sich deshalb darauf konzentrieren, diejenigen Therapeutenvariablen und
Komponenten therapeutischer Kompetenz zu identifizieren, fir die sich ein tatsachlicher Zu-
sammenhang mit dem Therapieergebnis zeigt. Entsprechend sollten Modelle therapeutischer
Kompetenz auf diese Komponenten beschrankt und auch Trainingskonzepte darauf ausge-
richtet werden. Sollten sich auch in diesen weiterfihrenden Studien hohe Korrelationen zwi-
schen den einzelnen Aspekten therapeutischer Kompetenz finden, sollte auch das Vorliegen

eines allgemeinen Faktors therapeutischer Kompetenz in Erwagung gezogen werden.

Auch die Frage, wie der individuelle Erwerb therapeutischer Kompetenzen von persoénli-
chen Eigenschaften der Novizen-Therapeuten gepragt wird, sollte Berlicksichtigung finden.
Herschell et al. (2010) betonen ebenfalls die Individualisierung von Kompetenztrainings als
einen wichtigen Schritt, um den Trainingserfolg zu maximieren. Zukiinftige weiterfiihrende
Untersuchungen zum Zusammenhang zwischen Therapeutenvariablen und Therapieerfolg
konnen hier wertvolle Erkenntnisse liefern. Um den umfassenden Forschungsarbeiten von
Rgnnestad und Skovholt (2013) Rechnung zu tragen, sollte auch das Erleben der Ausbil-
dungstherapeuten und die nach dem Phasenmodell zu erwartenden Angste in dieser friihen
Phase der Professionalisierung bertcksichtigt werden. Kamen et al. (2010) betonen, dass
das Erleben der Ausbildungstherapeuten in bisherigen Kompetenztrainings und in der ent-

sprechenden Forschung bisher wenig Beriicksichtigung erfahren hat.

Dartber hinaus sollte die Frage, welche Trainingselemente die aktiv wirksamen sind, wei-

ter forciert werden. Das von Rahovshik und McManus (2010) gezogene Fazit, dass
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interaktive erlebensbezogene Trainingsmethoden reiner frontaler Wissensvermittlung tber-
legen sind, erscheint doch sehr pauschal. Vielmehr sollte eine differenzierte Betrachtung
angestrebt werden. Die Ausbildung der studentischen Therapeuten innerhalb des im Rah-
men dieser Dissertation vorgestellten peer-to-peer Stressbewaltigungsprojektes ist nach der
Klassifikation von Herschell et al. ( 2010) als Multi-Komponenten-Training anzusehen, dem
die Autoren die grofdte Effektivitdt zusprechen. Das Projekt enthalt sowohl frontale Wissens-
vermittlung als auch Rollenspiele zur praktischen Umsetzung des zuvor theoretisch Gelern-
ten sowie praktische Erfahrungen durch selbst durchgefiihrte Sitzungen und Supervision.
Beidas und Kendall (2010) beschrieben in ihrer Ubersichtsarbeit die Uberlegenheit des akti-
ven Lernens gegentber dem passiven und heben speziell Rollenspiele als wichtige Lernme-
thoden hervor. In Anlehnung an diese Befunde lasst sich vermuten, dass méglicherweise die
Kombination aus aktiven und passiven Elementen in dem peer-to-peer Projekt einen zentra-
len Wirkmechanismus darstellt. Auch die unmittelbare Anwendung des Gelernten zuerst in
geschitzten Rollenspielen mit Kommilitonen und dann in realen Sitzungen mit studentischen
Klienten koénnte ein weiteres aktives Element sein. Weitere Studien sollten dies Uberlegun-
gen empirisch prifen. In diesem Zusammenhang ist auch zu betonen, dass zukinftige Stu-
dien zur genaueren Analyse der Trainingskomponenten zwingend auch die Implementierung
einer Kontrollgruppe notwendig machen. Insgesamt nennen McManus et al. (2010) als me-
thodische Kritikpunkte bisheriger Trainingsstudien, dass die Analysen haufig auf einer zu
kleinen Stichprobe beruhen, dass fragliche Messinstrumente und teilweise auch nur eine uni-
dimensionale Erfassung therapeutischer Kompetenzen verwendet wurden, die auf unklaren
Kompetenzdefinitionen beruhten. AbschlieBend nennen die Autoren auch das Fehlen einer
Kontrollgruppe. So ist es auch mit dem in Kapitel 6 vorgestellten naturalistischen Studiende-
sign nicht mdglich, die beobachteten Effekte eindeutig auf die therapeutischen Kompetenzen
der studentischen Berater zurlickzufiihren und hier zwischen Einflissen der praktischen Er-
fahrung durch die selbst durchgefiihrten Sitzungen, Einflissen durch sonstige Studieninhalte
und Einflissen durch Training und Supervision zu differenzieren. Jedoch sind der Durchflh-
rung einer randomisierten kontrollierten Studie durch ethische Aspekte Grenzen gesetzt. So
ist es sicher nicht vertretbar, dass studentische Therapeuten ohne entsprechendes Training
oder ohne Supervision eigenstandig Sitzungen mit echten Klienten durchfihren. Hier kénnte
moglicherweise der von Hill et al. (2008) favorisierte Weg, dass Kommilitonen die Rolle der

Klienten Gbernehmen, eine Alternative darstellen.

Bei aller geforderten Multi-Dimensionalitat der Erfassung therapeutischer Kompetenz und
dem Bewusstsein, dass die Selbstbeurteilung kein geeignetes ,Stand-alone“-Messverfahren
sein sollte (Mathieson et al., 2009), ist v.a. in der alltaglichen Praxis, au3erhalb von For-
schungsstudien, die Selbstbeurteilung von Therapeuten zentral (Kaslow et al., 2008). Insge-

samt wird die Fahigkeit zur Selbsteinschatzung als eine zentrale Komponente flir das
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professionelle Selbstmanagement angesehen. Jedoch beklagten bereits Vogel und Alpers
(2009), dass die Kompetenz zur Selbsteinschatzung zumindest in Ausbildungsprogrammen
im deutschsprachigen Raum bisher kaum Beachtung findet. Eine individuelle Rickmeldung
des Kompetenzprofils basierend auf der Selbstbeurteilung (vgl. Langer und Frank (1999))
und eine Gegenuberstellung mit einem mdglicherweise divergierenden Profil basierend auf
einer Fremdeinschatzung waren eine denkbare Mdglichkeit, die Selbstbeurteilungskompe-

tenz angehender Therapeuten zu schulen.

Die positiven Ergebnisse der beschriebenen Peer-to-Peer-Intervention sind auch in An-
betracht der aktuellen berufspolitischen Diskussion bezuglich zukunftiger Veranderungen im
Studium der Psychologie und der Weiterbildung zum Psychologischen Psychotherapeuten
von grofRer Relevanz. Das peer-to-peer Projekt stellt eine innovative Moglichkeit dar, wie
zukinftige Lehre zu praktischem klinisch-psychologischem Handeln im Rahmen des Direkt-
studiums aussehen kann. Gleichzeit liefern die Ergebnisse und die eindriickliche Effektivitat
der studentischen Beratung einen klaren Gegenbeweis zur Haltung von Clara E. Hill, dass es
aus ethischen Griinden nicht vertretbar ist, studentische Therapeuten auch ohne Training mit
echten Klienten arbeiten zu lassen (Hill et al., 2008). Die in dieser Arbeit vorgestellten Er-
gebnisse zeigen eindeutig, dass ein anfanglicher eintagiger Blockkurs, verbunden mit weite-
ren theoretischen Sitzungen und einer Gruppensupervision, einen ausreichenden Rahmen
fur die Darstellung von eigenstandigen Sitzungen der studentischen Therapeuten mit studen-

tischen Klienten darstellen.

Insgesamt tragt das vorliegende Dissertationsprojekt mit der Entwicklung des Drei-
Ebenen-Modells therapeutischer Kompetenzen und den multi-perspektivischen Erhebungs-
instrumenten einen ersten Teil dazu bei, therapeutische Kompetenz bei Novizen-
Therapeuten erfassbar zu machen und damit den Beginn des therapeutischen Arbeitens
transparenter zu machen. Des Weiteren belegen die beschriebenen Arbeiten, dass thera-
peutische Basiskompetenzen bereits von Studierenden im Rahmen der universitaren Ausbil-
dung erworben und in Sitzungen mit studentischen Klienten erfolgreich angewandt werden

kdnnen.
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