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Background: The Residency Review Committee (RRC) for Psychiatry has recently charged 
psychiatry training programs with developing methods to demonstrate competence of trainees in 
five areas of psychotherapy. Each program must decide what specific skills are essential for 
competence in each of the five listed psychotherapies. This requires determining whether those 
skills that are necessary are also sufficient for effective psychotherapy and whether additional 
specific skills are required for each one. Method: Two lists of general skills for psychotherapy 
are compared, one from the perspective of specific "schools" of psychotherapy and one from a 
more eclectic "integrative" approach. The issue of measuring competence is addressed by placing 
ratings of "competent" midway on a continuum from "novice" to "expert." Thirteen methods for 
measuring competence from the Accreditation Council for Graduate medical Education 
(ACGME) "tool-box" are described and reviewed with respect to applicability to psychotherapy. 
Examples of toolbox implementation are de-scribed based on a functioning psychotherapy 
evaluation program at the University of Missouri. Results and Conclusions: The authors found 
both theoretical as well as practical problems in measuring competence in psychotherapy. We 
propose that global rather than highly specific assessment methods may be more practical in 
these early stages of development, and we offer specific suggestions for assessment components 
that can currently be implemented. (Academic Psychiatry 2003; 27:136–144) 

s part of a broader movement in medicine to use 
"outcome-based" and "evidence-based" treat-

ments, increasing pressures from the public, govern-
ment, health insurers, and certification agencies are 
increasingly requiring programs to demonstrate that 
trainees actually learn what training programs say 
they are teaching them. The Accreditation Council for 
Graduate Medical Education (ACGME) has de-creed 
that trainees in all medical specialties must develop 
competence in six core areas: patient care, 
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medical knowledge, practice-based learning and im-
provement, interpersonal and communication skills, 
professionalism, and systems-based practice (1). The 
Residency Review Committee (RRC) for Psychiatry has 
chosen an additional five areas of psychotherapy in 
which trainees in psychiatry are to be certified by 
their training programs as competent: brief therapy, 
cognitive-behavioral therapy, combined psychother-
apy and psychopharmacology, psychodynamic 
therapy, and supportive therapy (2). Some of these 
therapies are closely allied to or derivative of others, 
and there is considerable overlap in practice. This pa-
per will explore issues affecting the dependable as-
sessment of competence in several of these complex 
and varied types of psychotherapy. 

We know something about which aspects of these 
five psychotherapies are important for effectiveness 

Academic Psychiatry, 27:3, Fall 2003 

A 

136 



MANRING ET AL. 

(3-13). However, we know little about which aspects 
are sufficient and which contain elements that go be-
yond what is required to facilitate therapeutic change 
in patients. In other words, we have yet to define 
clearly what the minimum is that one must do to have 
successful outcomes. To assess competence, we must 
start with two problems: what to measure and how to 
measure it. 

What to Measure: Enumerating Skills Needed For 
Competence in Psychotherapy 

Beyond existing research on what specific skills are 
essential for effective psychotherapy, the field has 
turned to experts to help define specific skills be-
lieved to be important for psychiatric residents. Some 
believe that the more specifically we can define those 
skills (i.e. the ability to begin and end a session on 
time) the more likely psychotherapy will be effectively 
taught and learned. Several attempts have been made 
to distill psychotherapy skills into their smallest 
identifiable units, the acquisition of which, it is 
hoped, will lead to the competent performance of 
psychotherapy (14). While this may be an effective 
way to teach psychotherapy, it is a leap of faith to 
assume that observing these units automatically 
translates into the best way to assess competence in psy-
chotherapy. In contrast, many government agencies, 
professional institutions, and other medical special-
ties use a variety of outcomes to assess competence, 
including assuring that trainees demonstrate the suc-
cessful treatment of an adequate number of specific 
kinds of disorders, examining rates of errors and 
medical complications through the venerable "mor-
bidity and mortality" reports and conferences, and by 
means of other outcome-based methods. 

Students of psychotherapy practice tend to dis-
tinguish basic skills believed to be necessary for all 
the psychotherapies, such as abilities to manage 
boundaries, develop a therapeutic alliance, listen, 
deal with emotions, and understand, from those 
more specialized skills considered necessary for spe-
cific kinds of psychotherapies. While extensive, lists 
of basic and specialized skills still include statements 
of proficiencies that are quite vague, posing difficul-
ties in both teaching and assessment. To illustrate, 
compare the list of general psychotherapy skills (15) 
shown in Table Ito the examples in Table II and Table 
III , two specific psychotherapy skill lists for cogni- 
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tive-behavioral and supportive psychotherapies from 
the AADPRT Psychotherapy Task Force list of "psy-
chotherapy competencies" (15). While posited as nec-
essary for effective psychotherapy, the skills listed in 
Table I may not be sufficient for effective psychother-
apy and certainly not for all disorders in all contexts. 
To increase the effectiveness of psychotherapy, one 
would need to add skills specific to the various in-
dividual kinds of psychotherapy, such as those 
shown in Table II concerning cognitive-behavioral 
psychotherapy and Table III, listing skills for suppor-
tive psychotherapy. And, while the lists on Tables II 
and III address core psychotherapies, it is evident that 
each derives from a different school of psychotherapy 
requiring a different set of assumptions and a differ-
ent "headset," even during the initial assessment pe-
riod. Often, trainees choose which approach to use 
from the outset of therapy, sometimes before fully 
recognizing which specific type of psychotherapy is 
likely to be most beneficial. Beitman and Yue (16) of-
fer another set of general skills that, despite coming 
from a different, more integrative perspective, show 
considerable overlap with the AADPRT Task Force 
list. As in the AADPRT Task Force construction, Beit-
man and Yue include broad skills such as therapeutic 
listening, establishing a working alliance, recognizing 
resistance, identifying transference and countertrans-
ference, and termination, along with many other 
similar skills. Unlike the AADPRT list, they have in-
cluded additional general skills which, if learned ef-
fectively, they believe should be sufficient for con-
ducting effective psychotherapy without requiring 
many additional "school-specific" skills. As is evident, 
many of Beitman and Yue's additional general skills 
contain and merge into what others may categorize 
with skills associated with the specific types of 
psychotherapy. Beitman and Yue's list of skills are 
shown in Table IV. Beitman and Yue's skills lists are 
compatible with augmentation by additional skills 
from individual "schools" of psychotherapy (e.g., 
cognitive-behavioral psychotherapy, psychodynamic 
psychotherapy). 

Simply listing skills that may be sufficient for ef-
fective psychotherapy still leaves us with the problem 
of deciding which skills are essential for certifying 
competence, whether all skills are necessary and at 
what point of mastery of the skills trainees are to be 
considered competent. These questions remain to be 
answered by future research and expert deliberation. 
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TABLE I. General psychotherapy skills (AADPRT Psychotherapy Task Force [151) 

A. Boundaries: The ability to 1) establish and maintain a treatment frame (e.g., time, space, outside agencies, outside 
relationships, setting schedules and sticking to times), 2) establish and maintain a professional relationship, 3) understand and 
protect the patient from unnecessary intrusions into privacy and confidentiality, and 4) handle financial arrangements with 
patients in a manner appropriate to the treatment context. 

B. Therapeutic Alliance: The ability to 1) establish rapport with a patient, 2) understand and develop a therapeutic alliance with 
the patient, 3) recognize a variety of forms of therapeutic alliances, 4) enable the patient to actively participate in the treatment, 5) 
recognize and attempt to repair disturbances in the alliance, 6) establish a treatment focus, and 7) provide a holding environment. 

C. Listening: The ability to 1) listen nonjudgmentally and with openness, and 2) facilitate the patient talking openly and freely. 

D. Emotions: The ability to 1) recognize and specifically describe affects, 2) tolerate direct expressions of hostility, 
affection, sexuality and other powerful emotions, 3) recognize and describe (to one's supervisor) one's own affective response 
to the patient, and 4) recognize and tolerate one's uncertainties as a trainee in psychotherapy. 

E. Understanding: The ability to 1) empathize with the patient's feeling states, and 2) convey empathic understanding. Use of 
Supervision: The ability to 1) establish an educational alliance with the supervisor, and 2) incorporate material discussed in 
supervision into the psychotherapy. 

F. Resistances/Defenses: The ability to 1) identify problems in collaborating with the treatment or the therapist, 2) recognize 
defenses in clinical phenomena, and 3) recognize obstacles to change and an understanding of possible ways to address them. 

G. Techniques of Intervention: The ability to 1) maintain focus in treatment when appropriate, 2) confront a patient's statement, 
affect or behavior, 3) assess readiness for and manage termination from treatment, 4) assess patient's readiness for certain 
interventions, and 5) assess the patient's response to interventions. 

As we approach these issues, the following consid-
erations may be helpful. 

How to Measure It: Tools to Assess Competency 

Competent is defined as "suitable, sufficient, or ade-
quate" (Webster's 2nd Edition, 20th Century Un-
abridged Dictionary). It may be helpful to think about 

competence on a continuum of increasing skill as de-
scribed in the Dreyfus model of skill acquisition (17). 
Table V illustrates these concepts. Most significant is 
the placement of "competent" as a skill level midway 
between novice and expert. A trainee need not fully 
master all the individual skills of psychotherapy to be 
considered competent. 

Once we agree on the skills necessary for com-
petence in psychotherapy, how do we assess whether 
trainees actually possess these skills? ACGME con- 
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TABLE II Skills for cognitive/behavioral psychotherapy 
(15) 

Requires abilities to: 
1) state the cognitive model 
2) socialize patient into the cognitive model 
3) use structured cognitive model activities (mood check, 

bridging to prior session, agenda setting, homework 
review, capsule summaries, and patient feedback) 

4) identify and elicit automatic thoughts 
5) state and employ knowledge of cognitive triad of 

depression 
6) use dysfunctional thought records as a tool in therapy 
7) identify common cognitive errors in thinking 
8) use activity scheduling as a tool in therapy 
9) use behavioral techniques as a tool in therapy 
10) plan booster sessions, follow-up and self-help 

sessions appropriately with patients when terminating 
active therapy 

TABLE III Skills for supportive psychotherapy (15) 

Requires abilities to: 
1) assess regressive and adaptive shifts in ego functioning 
2) make interventions specifically in support of a patient's 

ego functions, including defensive operations 
3) deliberately take a non-interpretive stance in relation to 

a defensive operation in a patient 
4) recognize internal conflict and help a patient contain it 

without an emphasis on interpretation 
5) be directive: give advice, set limits and educate a patient 

when appropriate 
6) make appropriate manipulations of the environment or 

take action on behalf of a patient 
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structed a "tool chest" of 13 "best methods" for eval-
uating traditional areas of competence in medical 
education (18). We next address these methods and 
comment on their applicability to psychotherapy. We 

will focus on the methods most likely to be useful for 
psychotherapy competence assessment but mention 
the others briefly both for the sake of completeness 
as well as in the hopes that mentioning them may 

TABLE IV Core psychotherapy skills (After Beitman and Yue [161) 

j) 
k) 

1) 

nonverbal reference m) 
self-disclosure 

2) choose from a wide variety of therapeutic intentions: 
a) set limits 
b) get information 
c) give information 
d) provide support 
e) focus the patient 
f) clarify 
g) provide hope 
h) promote catharsis 
i) identify cognitions 
j) identify behaviors 
k) encourage patient's self-control 
1) promote patient's identification of feelings 
m) enhance insight 
n) encourage change 
o) reinforce change 
p) overcome resistance 
q) challenge the patient's view 
r) maintain relationship 
s) enhance patient's interpersonal understanding 
t) attend to the therapist's needs within the therapy. 

Identifying Patterns The ability to: 
1) use inductive reasoning to generalize from specific pieces of information to patterns of behavior, feelings or thoughts 

that fit the patient, are viewed by both the patient and therapist as needing change and once changed, lead to the 
desired outcome. 

Strategies for Change The ability to: 
1) recognize three stages of change: relinquishing dysfunctional patterns, initiating functional patterns, and 

maintaining functional patterns 
2) identify the three orders of change: first, helping a patient do something different, second, helping a patient alter a 

pattern in a way that generalizes to new situations and third, the patient learns to change patterns without the help 
of a therapist 

3) identify the 5 domains of patient functioning: 
a) emotion 
b) cognition 
c) behavior 
d) interpersonal 
e) system 

4) use a sufficient breadth of techniques in each domain to help patients change 
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Verbal Interventions Include the ability to: 
1) use a broad array of verbal interventions: a) 

minimal encouragers 
b) 
c) 
d) 
e) 
f) 

g) 

h) 
i)

silence 
approval and reassurance 
provide information 
direct guidance 
closed question 
open question 
restatement 
reflection 
interpretation 
confrontation 
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stimulate creativity and result in innovative psycho-
therapy-related applications in the future. 

Potentially Useful Psychotherapy Competence 
Assessment Methods from Toolbox 

Patient Surveys 
 

Patients are directly surveyed to assess satisfac-
tion with services provided (e.g., amount of time spent 
with the patient, a therapist's skill, courtesy, and 
empathy or a therapist's provision of information 
about interview findings, treatment steps, and/or pol-
icies). Specific aspects of psychotherapy, including 
overall treatment outcome, working alliance, global 
session evaluation, and patient reactions to individual 
interventions, can also be surveyed (16). Reliability 
estimates of 0.90 or greater (1.0 is perfect agreement) 
have been achieved in rating hospitals and clinics but 
are much lower for individual trainees (18). 
Difficulties encountered with patient surveys are: 1) 
language and literacy problems; 2) obtaining enough 
surveys per resident to provide reproducible results; 3) 
the resources required to collect, aggregate, and report 
survey responses; and 4) assessment of the trainee's 
contribution to a patient's care separate from that of 
the treatment team. 
 

360-Degree Evaluation Instrument 

This method requires assessment by multiple 
people in a trainee's sphere of influence (e.g., supe-
riors, peers, subordinates, patients and families). To 
our knowledge, there are no published reports of 360-
degree evaluations as applied to graduate medical 
education. In business, military, and education set-
tings, reliability has been estimated as high as 0.90. It 
is theoretically appealing to collect reliable, primary 

outcome data by this method. However, it may be 
difficult to design a single instrument for rating psy-
chotherapy skills appropriate for use by supervisors, 
co-trainees, clinic staff, patients, and families. Each 
group of respondents has different needs, perceptions, 
and experiences of trainees. Several different 
assessments would have to be "triangulated" and in-
tegrated. Further, the administrative complexities of 
distributing and collecting data and integrating the 
results meaningfully are daunting. Nevertheless, the 
360-degree evaluation has the potential to become a 
powerful tool in psychotherapy evaluation. 

Chart Stimulated Recall Oral Examination (CSR) 

A CSR exam uses the trainee's case record as the 
basis of a standardized oral exam of the care provided, 
probing for reasons behind the diagnoses, in-
terpretations of clinical findings, and treatment plans. 
Examiners rate the trainee using a well-established 
protocol and scoring procedure. Reliability ranges 
from 0.65 to 0.88. In psychotherapy training "process 
notes" have long been the mainstay of supervision and 
evaluation, even though trainees' process notes rarely 
provide the detail and objectivity necessary for 
thorough evaluation. A variant of the CSR technique 
holds promise for psychotherapy assessment. Trainees' 
videotapes from several stages of treatment, such as 
the initial interview, selecting a focus, employing 
strategies for change, and termination, may provide 
accurate "snapshots" of their evolving skills and de-
cision making. Trained examiners may follow stan-
dardized protocols to orally examine single cases or a 
"portfolio" of a trainee's work, which we discuss 
below. Drawbacks arise in the expense of equipment, 
technical ability necessary to manage the equipment, 
acquiring informed consent, and examining an ade-
quate number of stages of therapy in an adequate range 
of patients in the various schools of therapies. 

Table V. Competency levels (17) 

Novice Beginner 

isolated facts some synthesis, 
some choice self-control 
 
lectures, labs, seminars, labs 
faculty control supervised work 
 

tests simulations 
portfolios markers 

Competent Proficient Expert 

independence, professional norms, internalized 
identity patient-centered 

realistic work specialized training, self-managed 
setting socialization 

real evaluations, work-related self-assessment 
internalized standards 

140 Academic Psychiatry, 27:3, Fall 2003 

Learning Issues: 

Learning Methods: 



MANRING ET AL. 

To our knowledge, there are no published data on the 
use of CSR in assessing psychiatric residents con-
ducting psychotherapy; however, this is one of the 
more promising techniques for both teaching and 
evaluation. 
 

Checklist Evaluation 

Checklists consist of a list of essential or desired 
specific behaviors, specific activities or steps that 
make up a more complex skill. Research supports the 
usefulness and reliability (0.7 to 0.8) of checklists for 
evaluation of patient care skills (history taking) and 
interpersonal and communication skills when directly 
observed by a trained rater and completed at the time 
of observation. Checklists are developed by expert 
consensus. Criteria for evaluating performance 
benefit from descriptive "anchor points." 

Earlier, we presented several lists of skills be-
lieved to be essential for brief psychotherapy. While 
some simple behaviors may lend themselves to 
checklists, many behaviors, such as the ability to es-
tablish rapport or develop a therapeutic alliance, rep-
resent complex abilities that are difficult to further 
reduce into component skills. Therefore, we may be 
required to rate certain complex behaviors as gestalts, 
relying on overall pattern recognition ("we recognize 
it when we see it"). If carefully constructed and tested 
for validity and reliability, checklists can be effective 
tools for evaluating elements of live or recorded 
trainee therapy sessions (see "Portfolios"). 
 

Global Rating of Live or Recorded Performance 

Global rating forms are distinguished from other 
rating forms in that (a) a rater judges general cate-
gories of ability (i.e., interpersonal and communica-
tion skills) instead of specific skills, tasks or behav-
iors; and (b) the ratings are completed retrospectively 
based on general impressions collected over a period 
of time, such as at the end of a clinical rotation, and 
are derived from multiple sources of information 
(e.g., direct observations or interactions, input from 
other faculty, trainees or patients, review of work 
products or written materials). Rating scales are nu-
meric but qualitative indicators (e.g., outstanding --1, 
good = 2, fair = 3, poor = 4). Written comments 
allow evaluators to explain their ratings. Global rat-
ings of patient interviews directly observed by the 
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examiners are used in the oral exam portion of the 
American Board of Psychiatry and Neurology certi-
fication process and as a part of many training pro-
grams. 

Several problems limit the value of global ratings: 
1) scores can be highly subjective, especially with un-
trained raters; 2) sometimes raters may grade all skills 
at the same level, even when performance in individ-
ual categories is variable; and 3) scores may be ad-
ditionally biased when raters make inappropriately 
severe or lenient judgments or avoid using the ex-
treme ends of the rating scales. On the other hand, 
global rating forms can be easily constructed and 
completed quickly. Reliability and validity improve 
when standards are created and "anchors" for each 
point on the scale are provided (i.e., examples of be-
haviors or attitudes). 

Portfolios 
 

A portfolio is a collection of products prepared 
by the trainee that provides evidence of learning and 
achievement related to training goals. It typically con-
tains written documents, such as logs and transcripts 
but can also include video or audio recordings. It can 
include statements about what has been learned, 
statements about application, and statements about 
remaining learning needs and how they can be met. In 
general psychiatry training, a portfolio might include 
a log of diagnoses treated, a log of therapies used, a 
summary of the research literature reviewed in 
selecting a treatment option, a quality improvement 
project, ethical dilemmas faced and how they were 
handled, and recordings or transcripts of actual 
therapy provided to patients. The contents of a port-
folio do not have to be standardized since the purpose 
is to demonstrate individual learning gains relative to 
individual goals. A portfolio is also one of the best 
tools for combining teaching with assessing con-
tinuity-of-care concerns that are central to psycho-
therapy. A portfolio for psychotherapy might include 
sample transcripts or tape segments demonstrating 
transference, resistance, countertransference, patients' 
dysfunctional thought records or cognitive dis-
tortions, vignettes describing relationships between 
past experiences and a patient's current symptoms, 
and examples of finding a focus with patients in brief 
therapy. Developing protocols for assessing such 
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portfolios would be crucial to the reliability of such 
assessments. 

Simulations and Models 

Simulations used for assessment of clinical per-
formance closely imitate reality. They incorporate a 
wide array of options resembling reality, allow ex-
aminees to reason through a clinical problem, permit 
examinees to make life threatening errors without 
hurting a real patient, provide instant feedback so ex-
aminees can correct a mistake in action, and can be 
used to rate examinees' performances on clinical 
problems that are difficult to evaluate effectively in 
other circumstances. Simulation formats have been 
developed as paper and pencil branching problems 
(patient management problems or PMPs), comput-
erized versions of PMPs called clinical case simula-
tions (CCX), role playing situations (i.e., standardized 
patients (SP)), clinical team simulations, and combi-
nations of all three formats. Scoring rules are set by 
experts. 

To build a simulation, clinical experts craft sce-
narios from real patient cases to focus on specific 
skills. Technical experts then create scripts for stan-
dardized patients or computer based simulations and 
add, when feasible, automated scoring rules. Simu-
lations are expensive to create. To our knowledge, 
none is currently available for assessing the nuances 
of psychotherapy. However, simple clinical vignettes 
to assess the recognition and handling of psycho-
therapeutic phenomena have been incorporated into the 
Columbia Psychodynamic Psychotherapy Skills Test 
(an MCQ). We expect that the rich literature on 
simulation and gaming (19–21) will power the de-
velopment of sophisticated and useful computerized 
simulations of the more subtle aspects of therapy in 
the future. 

Toolbox Methods Less Applicable To 
Psychotherapy Competence Assessment 

Procedure or Case Logs 

Case logs document each patient encounter by 
setting, patient characteristics, diagnosis, and/or type 
of therapy. While case logs are a useful method to 

summarize a trainee's breadth of experience they of-
fer little help in assessing skill competence. 

Record Review 
 

While reviews of patient records using standard-
ized protocols may yield information about present-
ing symptoms, diagnoses, type of therapy performed 
and patient outcomes, clinical records do not easily 
lend themselves to the assessment of competence in 
psychotherapy. 

Written Examination (MCQ) 

The familiar printed or computer based multiple-
choice questionnaire (MCQ) examination is designed 
to sample recollection of facts and knowledge but 
also to evaluate a candidate's understanding of the 
subject. MCQ examinations are universally used for 
in-training examinations and for initial certification. 
While useful for testing factual information about 
psychotherapies, the MCQ cannot evaluate subtle in-
teractions and cannot be relied upon as a sole method 
to assess competence in psychotherapy. The Colum-
bia Psychotherapy Skills Test offers an interesting and 
still evolving contribution. 

Standardized Patients 

Standardized patients (SPs) are healthy individ-
uals or actual patients who are trained to simulate a 
psychological or psychiatric condition in a standard-
ized way. The trainee examines and deals with the SP 
as if (s)he were an actual patient. The standardized 
patient approach is not likely to be useful for assess-
ing competence in psychotherapy except, perhaps, 
very early in training, when it can double as a teach-
ing tool. 

Standardized Oral Examination 

The standardized oral examination uses infor-
mation from realistic patient cases and a trained ex-
aminer, who presents a clinical problem and then asks 
the examinee to manage the case. While many 
medical specialty boards use standardized oral ex-
aminations as the final examination for initial certi-
fication, this method has not been developed to 
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adequately assess issues in ongoing care and psy-
chotherapy. 

Objective Structured Clinical Examination (OSCE) 

In an OSCE, one or more assessment tools are 
administered at 12 to 20 separate standardized patient 
encounter stations, each station lasting 10—15 
minutes. Widely used for training in the US and li-
censure in Canada, OSCEs are limited by the skill of 
the actors in their ability to assess issues pertinent to 
continuity of care and psychotherapy skills. 
 

APPLICATIONS: THE UNIVERSITY OF 
MISSOURI AS A CASE EXAMPLE 

Implementing a realistic set of competency assessment 
procedures in the course of a busy residency is a 
formidable challenge, but not impossible to do. No 
program has yet developed a gold standard, but sev-
eral vigorous experiments are underway. The extent to 
which individual components and/or total evaluation 
packages work remains to be seen. To illustrate one 
substantial work in progress, the following pro-gram, 
instituted over the past several years, has utilized a 
number of the general strategies described in the 
toolbox, with specific attention to assessing the core 
psychotherapy skills valued and championed by the 
faculty. To demonstrate their psychotherapy com-
petence trainees at the University of Missouri are re-
quired to develop and present a portfolio that includes: 
1) a counseling self-estimate inventory (COSE), a 37-
item Likert-scaled questionnaire about the trainee's 
attitudes and skills, rated every 3 months; 2) both a 
trainee and patient version of the working alliance 
inventory, a 12-item rating scale assessing the state of 
the therapeutic alliance; 3) two analyses of 
psychotherapy sessions in which the trainee 
categorizes each intervention as to mode of response 
as well as her/his own intention; these analyses are 
then compared with later sessions for the variety of 
kinds of interventions; 4) description of five boundary 
violations with specific cases using an "exploitation 
index"; 5) a vignette from the trainee's own cases in 
which a stressor became the focus of brief therapy and 
a vignette of psychodynamic as well as cognitive 
behavioral patterns evident in the same case; 6) 
examples from the trainee's own practice de-scribing 
transference, resistance and countertransfer- 
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ence; 7) copies of two dysfunctional thought records 
from the trainee's own patients and two examples 
illustrating cognitive distortion to display use of cog-
nitive therapy; 8) two brief descriptions of the rela-
tionship between past experiences and current diffi-
culties to demonstrate the trainee's understanding of 
psychodynamics; 9) two examples of the trainee find-
ing a focus with two patients in brief therapy; 10) 
global evaluations of trainee change (a single-item 
global rating scale from "very poor" to "excellent") by 
supervisors every three or six months; 11) two vi-
gnettes in which the supervisor stops the tape or tran-
script and the trainee provides an empathic summary 
of what the patient has just said to assess ability for 
supportive psychotherapy. 

While this portfolio is ambitious, it still does not 
require exhaustive assessments of every skill believed 
to be important for competent psychotherapy that is 
listed earlier in this chapter. However, it seems likely 
that any trainee completing these portfolio require-
ments satisfactorily will be at least minimally com-
petent at what are generally recognized to be impor-
tant, if not essential, concepts in psychotherapy and 
will, of necessity, have learned a great deal in the pro-
cess. 

CONCLUSIONS 

Major obstacles in assessing competency in any of the 
psychotherapies include the fundamental difficulties of 
identifying and assessing the complexities of repeated 
interpersonal interactions with the same per-son over 
a period of time. Moreover, there may well be several 
effective ways to tackle any given clinical problem, and 
knowledge about specific, definable therapist behaviors 
which predictably lead to desired outcomes in specific 
contexts is lacking. Given these substantial theoretical 
and practical problems, strategies using global rather 
than microscopic methods of evaluating competency in 
psychotherapy may be more realistically achievable. 
Such methods rely on supervisors' abilities to recognize 
competence as they see it with actual patients in 
treatment, even though they may not be able to 
completely specify all of its component parts in every 
instance. The more these methods can be tied to 
actual patient outcomes, the better our accountability. 
Thus we see the use of checklists and/or global ratings 
of live interviews as the major component in assessing 
professional psy- 

143 



EVALUATING COMPETENCE 

chotherapy competence in training programs. Re-
corded interviews can provide added flexibility for 
both learning and evaluation. Cross-sectional exams 
have limited ability to assess the skills necessary for 
competence in the processes of repeated contacts with 
a given patient over time central to ongoing psycho-
therapy. 

At present, an achievable psychotherapy assess-
ment program might include 1) sequential tests of 
knowledge and understanding using a MCQ-based 
exam that incorporates patient vignettes such as em-
ployed by the Columbia Psychotherapy Skills Test 
and 2) use of a portfolio of recordings or direct ob-
servations of psychotherapy sessions in which the 
technical skills being assessed are displayed. Ideally, 
recordings can be obtained with patients for whom 
360-degree ratings or patient surveys show signifi-
cant patient improvement as well as patients who 
don't improve. In this way trainees may benefit from 
multiple sources of direct feedback, while evaluators 

see the trainees using techniques which actually pro-
duce or fail to produce therapeutic change in a spe-
cific individual. 

As controlled trials inform us about which spe-
cific psychotherapies are most effective for which 
clinical problems, and which specific behaviors and 
techniques are essential for those psychotherapies, 
our expectations of trainees will become more re-
fined. Future developments may also foster the con-
struction of sophisticated computer models of psy-
chotherapeutic situations which call on those 
essential skills. In the meantime, we will likely be best 
served by a broad-based portfolio containing MCQs, 
global ratings of ongoing supervision, recorded sam-
ples that demonstrate specific technical skills, and fi-
nally, by tolerating the ambiguity that has been inte-
gral to our profession from its inception. 
 

The authors thank Liz Wilding, Ed.D. for her help in 
extracting ideas and transforming them into words. 
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