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Clinical supervision in cognitive behavior therapy improves
therapists’ competence: a single-case experimental pilot
study
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ABSTRACT
Clinical supervision is a cornerstone in psychotherapists’ training but
there are few empirical evaluations on the effects of supervision on
therapists’ competencies. The aim of this study was therefore to
evaluate the effects of standardized supervision on rater-assessed
competency in Cognitive Behavior Therapy (CBT). Six therapists with
basic training in CBT were provided with protocol-based clinical super-
vision in CBT in a single-case experimental multiple baseline design.
The supervision focused on specific CBT competencies and used
experiential learning methods such as role-play. Each therapist
recorded weekly treatment sessions during phases without and with
supervision. The therapists’ CBT competence was assessed by third-
party raters using the Revised Cognitive Therapy Scale (CTS-R).
Statistical analyses showed that the therapists’ CTS-R scores increased
significantly during the phase with supervision with a mean item
increase of M = 0.71 (range = 0.50–1.0) on the supervision focus
areas. This is one of the first empirical studies that can confirm that
supervision affect CBT competencies. The results also suggest that
supervision can be manualized and that supervisees have a positive
perception of more active training methods. Further studies are
needed to replicate the results and to findways to improve the impact
of supervision.
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Background

Clinical supervision is an integral part of therapist training and continued professional
development that aims at improving therapists’ competencies for the benefits of their patients
(B. E. Wampold & Holloway, 1997). The format and content of clinical supervision in
psychotherapy vary between settings but typically takes the form of individual tuition with
a focus on specific therapeutic competencies or patient cases (Bernard & Goodyear, 2014;
Scaife & Inskipp, 2001). Clinical supervision is commonly based on an assumed causal chain
between supervision, therapist practice and patient well-being but surprisingly little empirical
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research has been conducted regarding the effects of clinical supervision in psychotherapy
and the evidence base for any effects on psychotherapy competencies or patient outcomes is
limited (Branson et al., 2015; Freitas, 2002; D.Milne et al., 2008). This stands in sharp contrast
to the vast empirical research literature regarding the effects of psychotherapy, especially
Cognitive Behavior Therapy (CBT) (Cuijpers et al., 2016; Hofmann et al., 2012).

Several research overviews have concluded that methodological weaknesses are com-
mon among studies of clinical supervision and these weaknesses include underdeveloped
theoretical frameworks, not using objective and validated measurements and poor study
designs or procedures (D. Milne et al., 2008; Olds & Hawkins, 2014). To support
evidence-based practices in clinical supervision, research in this area should arguably
follow scientific standards more rigorously using adequate empirical designs and meth-
ods. This may include standardizing the intervention (i.e. supervision) as well as the
outcome measures (i.e. supervisee- or patient outcomes). Regarding outcome measures,
competence in CBT can be measured with standardized coding instruments such as the
Cognitive Therapy Adherence and Competence Scale (CTACS) (Barber et al., 2003), the
Cognitive Therapy Scale—Revised (CTS-R) (Blackburn et al., 2001) and the Assessment
of Core CBT Skills (ACCS) (Muse et al., 2017). None of these instruments claim to
encompass all therapeutic competencies but they are all designed to capture key features
of CBT therapist competence and assess therapeutic skills and CBT competence mea-
sured with such instruments may be associated with patient outcomes, though results are
currently mixed (Kazantzis et al., 2018; Liness et al., 2019).

Models of CBT competencies have been developed to guide therapist training and to assess
therapist competence in clinical practice. They are for example, used by the Improving Access
to Psychological Therapies initiative in the UK to accredit therapists. While clinical super-
vision can be provided for various reasons, such as providing emotional support or training
in case formulation, supervision aiming at improving therapists’ in-session skills may be
focused on competencies specified by the CTS-R or the ACCS.While there are many models
for clinical supervision in psychotherapy, there is a need for more standardized manuals or
protocols that targets specified competencies that can be measured (Corrie & Lane, 2015;
Falender & Shafranske, 2014; D. L. Milne & Reiser, 2017; Scott, 2013; C. E. Watkins, 2012).
Supervision could be standardized and designed to first map therapists’ current competencies
and then help therapists improve identified weaknesses in specific areas. For example,
a therapist that according to the CTS-R shows sub-par skills for eliciting key cognitions
(i.e., receives a low score on this item of the CTS-R) can be identified and the supervisionmay
be focused on training this specific skill.

Besides standardizing the content of clinical supervision and designing it to corre-
spond to models of CBT competence, the learning methods used by clinical supervisors
probably have an impact on supervisees’ skills development (Bennett-Levy et al., 2009).
Building on learning theory as well as the declarative-procedural-reflective model,
clinical supervision may be more effective if it focuses on direct observation, modeling,
role-play, self-experimental work and self-reflection (Johnston & Milne, 2012; Pretorius,
2006; C. E. Watkins & Scaturo, 2013). Current models for quality assessment tools of
clinical supervision, such as the Supervisor Competency Scale (Naeem et al., 2010) or the
Supervision: Adherence and Guidance Evaluation scale (D. L. Milne et al., 2011), include
and highlight the importance of these types of experiential learning. But while these
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principles have long been proposed, few studies have shown the efficacy of using these
learning principles in clinical supervision (James et al., 2007).

In a recent systematic review that included only experimental research (Alfonsson et al.,
2018), we found only five empirical studies evaluating the effects of clinical supervision on
CBT competence. Of these, three were of adequate scientific quality and only the study by
Rakovshik et al. (2016) showed an unambiguous effect of clinical supervision on CBT
competence, as measured with the Cognitive Therapy Scale. The study was conducted in
a clinical context and compared online supervision with control conditions without super-
vision. The supervision seems to have been semi-structured and focused on improving
specific case conceptualizations. The supervisor was described to have used methods for
experiential learning such as modeling and role-play but the supervision was not manua-
lized. The study showed a significant improvement in CTS scores for participants in the
supervision condition with a mean item increase of 1.23 points (from 2.33 to 3.56). It is
therefore clearly possible to conduct empirical studies on clinical supervision but there are
still methodological shortcomings that need further development. One such important area
is the standardization of the supervision intervention based onmodels of CBT competence.

To summarize, the value of clinical supervision in psychotherapy is expressed by
several educational, governing and practitioners’ bodies but there is very limited empiri-
cal support for this standpoint. Taken together, there is a need for high quality, empirical
studies on the effects on clinical supervision on therapists’ competencies to promote
evidence based practice throughout psychotherapy training and practice (Reiser &Milne,
2012). To assess the effects of clinical supervision, supervision should be standardized,
manualized and evaluated in experimental studies. The primary aim of this pilot study
was therefore to assess whether standardized clinical supervision affects in-session CBT
competence. More specifically, we wanted to investigate whether weekly protocol-based
clinical supervision would affect supervised therapists’ CBT competence as measured
with the CTS-R. The research hypothesis was that therapists would show an increase in
CTS-R scores during a period of clinical supervision compared to a baseline period
without clinical supervision. A secondary aim was to assess the feasibility of protocol-
based supervision, to collect feedback on the standardized supervision format from
therapists and to assess the study procedures before a full-scale study.

Methods

Study design

This study used a single-case experimental design (SCED) with parallel replication in six
participants using multiple baselines. The use of the experimental multiple-baseline
design makes it possible to draw causal inferences of treatment effects even though
generalizability is lower than for experimental group studies (T. R. Kratochwill &
Levin, 2015). Randomizing the baseline length for each participant makes it possible to
conduct statistical analyses with increased statistical power (B. E. Wampold &Worsham,
1986; Edgington & Onghena, 2007). Statistical power is generally difficult to assess for
single-case designs but based on recommendations from the literature, including six
participants was judged to be enough to detect moderate treatment effects using this
design (Ferron & Onghena, 1996).
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Outcome measurements and data collection

The primary outcome variable, CBT competence, was measured with the CTS-R
(Blackburn et al., 2001). The CTS-R can be used to assess CBT competence by coding
CBT sessions on 12 items; Agenda Setting & Adherence, Feedback, Collaboration, Pacing
and Efficient Use of Time, Interpersonal Effectiveness, Eliciting Appropriate Emotional
Expression, Eliciting Key Cognitions, Eliciting Behaviors, Guided Discovery, Conceptual
Integration, Application of Change Methods, and Homework Setting. In the CTS-R
manual, each item is described and provided with examples of how it should be scored
in accordance with different therapist behaviors and skills. For example, when scoring the
item Guided Discovery the coder should consider whether the style of the therapist is open
and inquisitive and whether the therapist efficiently uses Socratic methods to help the
patient better understand her problems. Each of these items is scored on a scale from 0 to 6
with an item score of 3 indicating an acceptable level of competence in that area.
Consequently, commonly used thresholds for CBT competence is to receive at least 3
points on each item on the CTS-R as well as a total score of 35 or 40 points according to
the CTS-R manual (Mark Latham, personal communication, 2016) The CTS-R is widely
used and have undergone psychometric evaluation which shows that inter-rater reliability
is moderate to high for both total scores and individual items scores (Blackburn et al.,
2001). Unfortunately, the test-retest reliability of the CTS-R has not been investigated.

Secondary outcome variables were measured with self-report instruments collected
through a secure webpage. The perceived quality of the supervision was measured with
the short-form version of the Supervision Working Alliance Inventory (SWAI) (Smith
et al., 2002), which is an instrument used to measure supervisees’ perception of the clinical
supervision and their collaboration with the supervisor. The SWAI has 12 items that are
scored on a scale from 0 to 6 and result in a total score of 0 to 72. Overall satisfaction with
supervision was measured with the Supervisee Satisfaction Questionnaire-8 (SSQ-8). The
SSQ-8 is analog to the commonly used Client Satisfaction Questionnaire (Attkisson &
Zwick, 1982) but is directed to therapists in training rather than clients. The SSQ-8 has 8
items that are scored on a scale from 0 to 3 and provides a total score between 0 and 24.
Therapists’ symptoms of stress and fatigue during the study period were measured with
the Copenhagen Burnout Inventory (CBI) (Kristensen et al., 2005). The CBI comprises 19
items scored on a scale from 0 to 4 and provides a total score of 0 to 76.

All participants were also asked to provide qualitative feedback on their participation in
the study and on the standardized supervision format. Before the study, all participants were
asked to complete a questionnaire regarding background variables. The CBI was used before
and after the study while the other self-report instruments were used at the study end.

Procedure and participants

Participating therapists were recruited by advertising for therapists interested in evaluating
competence-focused supervision in professional online forums and e-mailing lists for psy-
chotherapists. Inclusion criteria were having had basic training as a CBT therapist, currently
providing CBT treatments and being able to record treatment sessions. In this context, basic
training corresponds to a one-year course in psychotherapy which does not lead to accred-
itation but allows for providing treatment under formal supervision of a senior
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psychotherapist. All participants in this study had the same level of formal therapist training
despite different educational backgrounds. Exclusion criteria were having had advanced
training in CBT or currently having competence-focused clinical supervision. A total of
eight potential participants underwent initial screening. Of these, one potential participant
was excluded for having started advanced CBT training and one potential participant with-
drew from the study for unknown reasons before being included.

A total of six therapists were included in the study. Four were women, two were men
and the mean age of the sample was 33.1 years (range 30–38 years). The participants had
diverse backgrounds and training and had provided CBT treatments for a mean of
2.8 years (range 1–7 years). One participant reported markedly more work experience
than the other but during the inclusion interview it became clear that this person not
worked extensively with CBT and that the level of experience in providing treatment was
similar to that of the other therapists. Three worked in primary psychiatric care, two
worked in specialized psychiatric care and one worked in primary care. One participant
had additional basic therapeutic training in a therapeutic method besides CBT. All
identified their clinical practice as CBT and all had had at least some previous experience
of clinical supervision in CBT. See Table 1 for participant details.

After inclusion, participating therapists were randomized to a baseline (phase A)
length of 3 to 6 weeks without contact with a supervisor, after which they started weekly
individual supervision (phase B). The total study length was 12 weeks for each participant
so the supervision phase ranged from five to eight weeks depending on the length of the
baseline phase. While the different lengths of the intervention phases may result in
different effects on the therapists, this design was chosen to enable statistical analyses,
see below. The therapists informed patients in their caseload about the study and
recruited two patients who agreed to be recorded but no additional data was collected
from these patients. To be included, patients were required to fulfill the criteria of at least
one DSM-5 diagnosis except for severe disorders such as schizophrenia, development
disorder or personality disorder and being able to attend to regular treatment with CBT.
During each week of the study, the therapist provided audio recorded treatment sessions

Table 1. Participant training, CBT experience and clinical context.
Participant Education Years of CBT experience Clinical setting CTS-R focus areas for supervision

A Counselor 7 Primary psychiatric care Agenda Setting and Adherence
Collaboration
Guided Discovery

B Psychologist 3 Primary care Eliciting Emotional Expression
Conceptual Integration
Homework Setting

C Psychologist 3 Specialist psychiatric care Pacing and Efficient Use of Time
Eliciting Emotional Expression
Eliciting Key Cognitions

D Psychologist 1 Primary psychiatric care Agenda Setting and Adherence
Eliciting Key Cognitions
Guided Discovery

E Psychologist 2 Specialist psychiatric care Feedback
Eliciting Emotional Expression
Guided Discovery

F Counselor 1 Primary psychiatric care Collaboration
Guided Discovery
Application Of Change Methods

CTS-R = Cognitive Therapy Rating Scale Revised.
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from these patients to their supervisor who scrutinized the recordings in order to identify
important issues for supervision. The recordings did not have to come from the same
patient each week since the supervision was not case-focused but competence-focused
(see below). In total, the therapists recorded 126 sessions from 15 different patients. All
participating therapists as well as the patients who were recorded provided written
informed consent. The study was approved by the Regional Ethics Committee Board
(no. 2017/1643-31/5).

All session recordings were gathered at study end and each was given a random code
number before being randomly sent for third-party coding. The recordings were coded
according to the CTS-R by two trained psychotherapists with long experience of using
the CTS-R and who were blinded to participating therapists, study hypotheses, study
phases and the order of recorded sessions. To avoid inter-rater reliability issues with the
coding instrument, all sessions from a participating therapist was coded by the same
coder. Since the present study used a within-subject design, this procedure was deemed
to produce the most reliable results.

Intervention

The intervention was delivered by one supervisor with advanced training in CBT, more
than ten years of clinical work experience and several years of experience with clinical
supervision and therapist training. The study intervention consisted of standardized
clinical supervision that was conducted in weekly sessions during phase B for each
participant, with each session lasting 50–60 minutes. Before the study, a supervision
protocol was produced with detailed instructions for each session. The supervision
protocol empathized three major themes for supervision; (1) the supervision should be
structured and focus on the CTS-R competencies described in the protocol, (2) the
supervisor should make use of collaborative exploration, e.g., through Socratic question-
ing, to support reflective learning and help identify ways to improve supervisees’ com-
petencies, and (3) the supervisor should rely on modeling and role-play to facilitate
learning through experience-based training rather than through verbal instructions. The
protocol had 13 modules, corresponding to the 12 items in the CTS-R and an introduc-
tion module. The introduction module provided overall instructions and a supervision
framework for supervisors. It described the overall structure of each supervision session,
except for the first session, please see below. The introductory module also provided
instructions on how to make a baseline assessment of the supervisee’s CBT competencies
and map potential areas for development. In the 12 main supervision modules, the
corresponding item from the CTS-R were briefly described and explained with typical
examples and suggestions. For example, module 1 addressed item 1 of the CTS-R,
Agenda Setting & Adherence, and included a brief rationale and description of how
agenda setting and structure is commonly used in CBT and provided several examples of
how to set and manage an agenda. The module also included several examples on how
supervisees may struggle with agenda-setting and examples on how supervisors may
discuss this topic and suggestions for modeling and roleplaying agenda setting and
adhering to the session structure. The instructions emphasized the importance of exer-
cising these behaviors during the supervision session and rehearsing with the supervisee
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rather than discussing them. The module ended with suggestions of suitable assignments
for the supervisee but underscored that the tasks should be developed collaboratively.

Before the first supervision session at the start of phase B, the supervisor listened to the
therapist’s baseline session recordings and evaluated their CBT competence profile with
strengths and weaknesses based on the CTS-R. In parallel, each therapist was provided
with a CTS-R checklist before the first supervision session and asked to make a self-
evaluation of their competence profile. During the first supervision session, the therapist
and the supervisor discussed their evaluations of the therapist’s competence profile and
identified and ranked the three competencies that should be the focus for supervision
sessions. These three focus areas of the CTS-R remained throughout the supervision
period but the therapist and supervisor were free to allocate time to each item as they
deemed necessary.

The structure for the subsequent supervision sessions is described in Figure 1. Before
each supervision session, the supervisor listened to the latest treatment sessions record-
ings to be able to provide feedback to the supervisee regarding the chosen focus items.
During the supervision sessions, the supervisor used the three selected modules from the
supervisor protocol and explored ways for the supervisee to train these competencies
with patients. During each supervision session, the focus was on modeling and roleplay-
ing based on the chosen focus competencies for each supervisee. The sessions ended with
collaboratively deciding on the supervisees’ assignments and how to train the focus
competencies in clinical work until the next supervision session.

All supervision sessions were recorded and a random sample of 30 recordings was
selected by the first author to assess intervention fidelity. Of these recordings, 26 (87%)
included skills training with role-playing and 30 (100%) included modeling. Overall, 25
(83%) of the scrutinized supervision sessions were assessed as adhering very closely to the
prescribed structure and content.

Analyses

In single-case research, results are easier to interpret if baseline phases are stable (i.e.,
showing low degrees of trend and variability). The CTS-R scores from phase A of each
participant therefore underwent a visual inspection before analyses to assess adequate
stability. The CTS-R scores were then analyzed for each phase for each participant and
the difference in phase means (Δ; MB—MA) was used as the test statistic. Both the total

1. Check-in

2. Agenda setting

3. Follow-up from last session and homework

4. Supervisee report and supervisor feedback on recorded session

5. Problem solving or repetition of previous material

6. Modelling and/or role-play of the chosen focus competences

7. Collaborative homework assignment

8. Summary and supervisee feedback

Figure 1. Supervision session structure.
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score of the CTS-R and the scores of the three chosen focus competencies for each
participant was analyzed with randomization tests.

Randomization test is a type of permutation test that does not require parametric data and
is robust to non-normal data distributions and autocorrelation and can therefore be suitable
for single-case studies (T. R. Kratochwill & Levin, 2010). Similar to Fisher’s exact test,
randomization tests are based on comparing the ranking of data in two sets
(T. R. Kratochwill & Levin, 2010). When used in single-case research, the data points in
both phases can be ranked and compared to all possible permutations of data in the sets. This
provides a p-value that indicates how unlikely the given result is provided there are no
systematic differences between phases, please see B. E. Wampold and Furlong (1981) for
examples of this procedure. The null hypothesis in this analysis was that the obtained mean
difference between phases would not be different and the exact p-value could be calculated by
comparing the proportion of all possible mean differences that are smaller than the obtained
mean difference between phases. The analytic procedures suggested by Dugard et al. (2011)
were followed for the randomization test and all analyses were conducted in Microsoft Excel.
The study design resulted in 4096 possible permutations which was deemed adequate for
statistical testing. To increase precision, Monte Carlo random sampling procedures are often
used and in this study, the CTS-R scores for each recorded session, each participant and each
phase was calculated and the aggregated difference obtained was compared with the result of
a random sample from the data distribution (n = 1000).

Effect sizes for phase differences were assessed using Non-overlap of all Pairs (NAP)
calculations (Manolov et al., 2016; R. I. Parker et al., 2011). NAP was calculated by
comparing each data point in phase A with each data point in phase B and the resulting
NAP was the proportion of all comparisons with no overlap between data points.
R. I. Parker and Vannest (2009) suggest that NAP values are adjusted for chance level
agreement and that resulting NAP <.65 equals a small effect size, NAP = .66—.92 equals
a medium effect size and NAP = .93–1.0 equals a strong effect size.

The secondary self-reported measures were summarized descriptively.

Results

Primary outcomes

The CTS-R total scores and focus items scores for each participant’s phases are shown in
Table 2. The mean increase was m = 3.53 for the total scores and m = 0.71 for the individual
focus items. Visual inspection revealed that the total scores and the scores of the three chosen
focus competencies for each participant all increased during the supervision phases compared
to the baseline phases and that variance was limited, see Supplement A. The randomization
tests showed that the aggregated differences between phases were statistically significant for
both the total scores (Δ = 21.2, p= .005) and the focus competencies (Δ= 4.21, p = .002) of the
CTS-R. In a post-hoc analysis, differences between phase scores in the CTS-R items that were
not in focus, i.e. the remaining nine items that had not been the focus of the supervision, were
also investigated and found to be non-significant (p > .05). NAP-values ranged from .18 to .94
for the CTS-R total scores and from .37 to .94 for the focus items. The combinedNAPwas .48
for the total scores and .68 for the focus items which correspond to small andmedium effects
sizes respectively.
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Secondary outcomes

The mean and range of the SWAI (M = 62.4, range 54–72) and SSQ-8 (M = 19.6, range
18–21), indicated a high degree of satisfaction with the supervision. The participants
reported medium levels of work-related fatigue and stress on the CBI both before
(M = 53.0) and after (M = 54.2) the study period. In the free text feedback after the study,
all six participating therapists reported being satisfied with the structure of the standardized
and manualized supervision format. Participants were especially satisfied with the concrete
feedback and practical training during supervision sessions. The most common suggestion
for future development was to include even more role-play during supervision. The most
common negative feedback was increased self-criticism and workload.

Discussion

The main aim of the present study was to investigate whether structured and manualized
clinical supervision could affect CBT competence and the results showed that rater-
assessed CBT competence was significantly higher in the supervision phase compared to
the baseline phase without supervision. The aggregated numerical increase in CTS-R
total scores was modest (Δ = 21.2) but consistent across all six participants. The same
aggregated pattern could be seen for the three focus items (Δ = 4.21) which also increased
for all participants. The difference between the weak effect size seen in the total scores
and the moderate effect size seen for the focus areas was expected given that more skills
improvement should be seen in the areas targeted by supervision. Interestingly, the
scores of the non-focus items did not statistically change between baseline and super-
vision phases which indicates that the supervision had a specific effect on the focused
items that did not generalize to other competencies.

Compared to the study by Rakovshik et al. (2016), the effects of supervision were more
modest in the current study. The effect of supervision in the Rakovshik study was a mean
item improvement of 1.23 points on the CTS compared to 0.71 on the focus items of the
CTS-R in this study. There may be several reasons for this difference, the simplest being
that supervision was of higher quality in the study by Rakovshik et al. However, quality of
supervision is difficult to assess and is seldom reported in supervision research which
suggests another area for further methodological improvement (D. L. Milne & Reiser,
2011). Further, the participants in the current study had a higher mean baseline CBT
competence than the participants in the Rakovshik et al study so there may have been less
room for improvement. It is also possible that standardized supervision is less effective

Table 2. Observer-rated CTS-R scores for each participant in each phase and phase differences.
CTS-R total score

Mean (SD)
CTS-R focus items

Mean (SD)

Participant Phase A Phase B Change score Δ NAP Phase A Phase B Change score Δ NAP

A 23.3 (4.9) 23.9 (6.9) 0.6 .18 1.8 (0.51) 2.3 (0.75) 0.50 .44
B 44.8 (3.3) 49.5 (2.9) 4.7 .81 3.7 (0.51) 4.6 (0.62) 0.85 .89
C 33.5 (3.0) 36.9 (3.9) 3.4 .47 2.3 (0.50) 3.0 (0.78) 0.75 .94
D 44.3 (5.3) 45.1 (4.1) 0.8 .20 3.4 (1.1) 3.9 (0.70) 0.50 .37
E 22.7 (6.0) 32.3 (3.6) 9.6 .94 1.9 (0.6) 2.9 (0.3) 1.0 .91
F 39.5 (4.3) 41.7 (4.8) 2.2 .25 3.1 (0.50) 3.8 (0.73) 0.64 .56

CTS-R = Cognitive Therapy Rating Scale Revised, NAP = Non-overlap of All Pairs.
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than more individualized supervision, though this has to be confirmed in comparative
studies. CBT competence in the Rakovshik et al. study was assessed by one of the authors
and though measures were taken to blind the rater it is still possible that the ratings could
have been biased. In the current study all therapy sessions were rated by third-part raters
who were blinded to study conditions. The fidelity check showed that supervision was
overall compliant to the supervision protocol. It is therefore somewhat surprising that the
intervention developed for the current study with the specific aim to target the compe-
tencies modeled in the CTS-R did not have a larger impact on CTS-R scores. More
explorative studies may be needed to identify optimal methods for skills training as well
as methods for implementing skills in clinical practice. Live supervision may for example,
provide a context in which the distance from learning and practice is much shorter than
in delayed supervision (F. Weck et al., 2016; Jakob et al., 2013). In the current study, the
most commonly chosen item for development items from the CTS-R was Guided
Discovery which was chosen by four participants. Though it is not possible to draw
any conclusions from this limited sample, it is possible that some competence areas are
more suitable for traditional delayed video-based supervision while other areas may be
more suitable for live supervision or other forms of skills training. It is also possible that
some competencies require more training than others and that supervision may need to
be tailored to fit each therapist’s needs better.

The secondary aims of this study were to evaluate the standardized supervision
protocol, study procedures and overall feasibility of conducting experimental studies in
supervision. The participants overall reported moderate levels of work-related stress and
the feedback after the study end was generally very positive regarding the supervision.
The most common feedback was a wish for even more focus on skills training through
modeling and role-play. There was also very positive feedback on the overall structure
and focus on specific skills of the supervision. This suggests that experiential learning
methods may be perceived positively by supervisees and not be as aversive as some
supervisors may fear. There was very little negative feedback and all participants reported
they would recommend the intervention to a colleague. The participants only suggested
minor improvements in the supervision protocol and the overall study procedure and
technological solutions for recording and sessions and reporting data were deemed
adequate. Overall, this study shows that experimental studies in supervision are feasible
and that full size randomized controlled studies can be planned and designed upon the
methods used in this pilot study.

There are still very few empirical studies on the effects of clinical supervision on
psychotherapy competence but the present study provides some evidence that super-
vision can be an effective way to improve therapists’ skills (Alfonsson et al., 2018). Results
from single-case studies should be interpreted with caution as generalizability is lower
than for large randomized controlled studies. Also, it is not possible to explore possible
moderating variables in single-case designs so future large scale studies may analyze
potential predictor variables, such as therapists’ training. However, the results of this
study can be seen as a proof-of-concept since the supervision unanimously improved
participants’ CTS-R scores. The participants in this study had only basic training in
psychotherapy but three of them still showed a high level of baseline CBT competence.
This could be a result of the recruitment procedure for this study since advertisements
may attract therapists who are already interested in developing their skills and actively
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seeking to improve their competence. Whether the effects of supervision also hold in
other training settings and other populations needs to be investigated. To our knowledge,
supervision format, structure and content vary greatly in the clinical context and that
supervision as it is commonly set up may have very different effects than the ones seen in
this study. For example, the supervision experiential learning methods emphasized in
this study, such as roleplaying, seems to be scarcely used case-focused clinical supervision
and in this regard the supervision provided in this study may differ from standard
practice. Also, therapists were instructed to reflect upon their competencies based on self-
evaluation on the CTS-R before supervision and this may have affected their behavior.
The impact of such specific features of the current intervention cannot be assessed in this
study but may be the target of future research. In this study, supervisors were also able to
listen to session recordings and this may seldom be the case in clinical contexts. Finally, it
is important to remember that CBT competence was narrowly defined by the content of
the CTS-R in this study and that clinical supervision may target other aspects of
psychotherapy competence such as ethical and legal issues, that are not covered by the
CTS-R.

There is a continued need for large and rigorous empirical studies on the effects of
clinical supervision, especially on patient outcomes. Previous efforts have been hampered
by small but important design flaws and unexpected confounding effects that make it
impossible to draw firm conclusions (e.g., Bambling et al., 2006; F. Weck et al., 2016).
There is therefore a need to confirm that CBT competence as modeled in instruments
such as the CTS-R is beneficial for patients since studies in this area have shown mixed
results (Webb et al., 2010). To provide some context, in the studies by Kazantzis et al.
(2018) and by Liness et al. (2019), a 1-point increase on the CTS-R was associated with
a 0.58-point improvement on the BDI and a 0.76-point improvement on the PHQ-9
respectively. Patient outcome data was not collected in the present study but the 3.53-
point mean increase on the CTS-R could have had a marginal impact on patients’
symptomology, though this is of course speculative. It is also largely unknown whether
other treatment factors, such as following an evidence-based treatment protocol, are
more important than therapist competence. There is a need to compare different super-
vision formats, such as individual versus group supervision and delayed video-based
supervision versus live bug-in-the-ear supervision. There is a need to identify the optimal
intensity and length of supervision for example, by comparing short intensive super-
vision with prolonged but less frequent supervision. Further, there is a need to investigate
whether there is a causal link from clinical supervision to therapist competence and
patient outcomes. The training structure of psychotherapists relies on this assumption
but there are at present very little empirical support for this standpoint. Overall, there is
a need for more high-quality empirical research in this field to promote evidence-based
training in psychotherapy. In conclusion, the present study provides some evidence that
structured manualized supervision can improve CBT competence but the results need to
be replicated and extended in future larger studies.
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