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ABSTRACT

Evidence-based cognitive-behaviour therapy for eating disorders 
(CBT-ED) differs from other forms of CBT for psychological disor-
ders, making existing generic CBT measures of therapist compe-
tence inadequate for evaluating CBT-ED. This study developed and 
piloted the reliability of a novel measure of therapist competence in 
this domain—the Cognitive Behaviour Therapy Scale for Eating 
Disorders (CBTS-ED). Initially, a team of CBT-ED experts developed 
a 26-item measure, with general (i.e. present in every session) and 
specific (context- or case-dependent) items. To determine statistical 
properties of the measure, nine CBT-ED experts and eight non- 
experts independently observed six role-played mock CBT-ED ther-
apy sessions, rating the therapists’ performance using the CBTS-ED. 
The inter-item consistency (Cronbach’s alpha and McDonald’s 
omega) and inter-rater reliability (ICC) were assessed, as appropri-
ate to the clustering of the items. The CBTS-ED demonstrated good 
internal consistency and moderate/good inter-rater reliability for 
the general items, at least comparable to existing generic CBT 
scales in other domains. An updated version is proposed, where 
five of the 16 “specific” items are reallocated to the general group. 
These preliminary results suggest that the CBTS-ED can be used 
effectively across both expert and non-expert raters, though less 
experienced raters might benefit from additional training in its use.
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Introduction

Cognitive-behavioural therapy for eating disorders (CBT-ED) is one of the treatments 
recommended by the National Institute for Health and Care Excellence (NICE, 2017) for 
adults with anorexia nervosa, and is the only approach recommended for adults with binge- 
eating disorder, bulimia nervosa, and related presentations. When therapists deliver the 
treatment competently in routine clinical settings, delivering manual-based treatment 
under supervision, CBT-ED has demonstrated strong levels of effectiveness in a range of 
eating disorders (Byrne et al., 2011; Knott et al., 2015; Mountford et al., 2021; Signorini et al.,  
2018; Turner et al., 2015), comparable to outcomes in controlled research settings (e.g. 
Fairburn et al., 2009, 2015). However, as with National Institute for Health and Care 
Excellence, 2017 all therapies for all psychological disorders, CBT-ED is not a universal 
solution, as it is not effective for all patients, and the degree to which it is delivered 
competently is likely to influence that level of effectiveness.
Recovery and remission rates vary (e.g. Atwood & Friedman, 2020; Lampard & 

Sharbanee, 2015; Moberg et al., 2021; Södersten et al., 2017; Waller, 2016). In addition 
to client factors and overall treatment effectiveness, therapists’ competence, manifesting 
as a lack of requisite skills in, and fidelity to, the CBT-ED model and treatment tasks, may 
impact outcome. It has been demonstrated that simple adherence to treatment protocols 
is not related to clinical outcomes, but that therapist competence and fidelity/integrity are 
associated with outcomes across adult psychotherapies, particularly for cognitive- 
behavioural therapy (Power et al., 2022). Therefore, an important element in improving 
the effectiveness of CBT-ED might require attending to therapists’ competence, in terms 
of both their skills and their standard of implementation.
Competence is defined in different ways in the psychotherapy literature. For example, 

Waltz et al. (1993) state that competence is based on the clinician’s understanding of the 
relevance of specific intervention methods, their skill in delivering interventions, and their 
ability to use those methods in a way that ensures that the potential outcomes are as expected. 
Cooper et al. (2015) use a similar definition, based on the combination of theoretical and 
applied knowledge of treatments, as well as the ability to apply it in practice. In contrast, Muse 
and McManus (2013, 2022) refer less overtly to outcomes, defining competence as “the 
degree to which a [practitioner] demonstrates the general therapeutic and treatment-specific 
knowledge and skills required to appropriately deliver CBT interventions”. Thus, competence 
as defined here is not simply a matter of knowing what skills should be implemented, but 
delivering those techniques skilfully and appropriately.
Taking a somewhat broader view, Rodriguez-Quintana et al. (2021) summarise the 

necessary elements of competence as being: 1) knowledge of the empirically supported 
treatment; 2) knowledge about when and how to use the skills that make up that therapy; 3) 
belief in the value of the therapy; and 4) the actual implementation of the skills. They suggest 
that these four elements all need to be assessed when training therapists to be competent, 
though they also stress the context and setting of the therapy (e.g. being able to apply it in 
schools vs clinics). Clearly, without all four of these components, there is the danger that 
clinicians will “drift” from the competent delivery of therapy, due to their lack of knowledge 
about or understanding of the appropriate intervention and when it should be delivered for 
the individual patient, or due to reluctance to deliver specific interventions (Waller, 2009; 
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Waller & Turner, 2016). Therefore, competence should be regarded as involving all four of 
the elements identified by Rodriguez-Quintana et al. (2021).
Given this diversity in definitions of competence in psychological therapies (e.g. 

whether it should be measured by achievement of outcomes; distinctions between 
knowledge and implementation; the need to implement the skills appropriately and in 
context), it is perhaps unsurprising that a link between competence and outcomes is not 
always found in clinical research. For example, while Power et al. (2022) showed an 
overall association between rated competence and clinical outcomes, there was a high 
level of heterogeneity, indicating a substantial proportion of individual studies did not 
show that effect, even showing effects that were in the opposite direction (e.g. Barber 
et al., 2008; Gibbons et al., 2010). For example, a moderator analysis showed that 
competence was associated with positive clinical outcomes when using cognitive therapy 
and when working with anxiety disorders, but with negative clinical outcomes when 
using emotion-focused therapy and when working with substance use and addictions.
While the construct of therapist competence can be operationalised in the way identified 

by Rodriguez-Quintana et al. (2022), measurement of those elements is not equally mean-
ingful. For example, measures of more academic knowledge would be immediately relevant 
to the first three of those criteria and are very scalable (e.g. Cooper et al., 2015), but they do 
not ensure that the clinician delivers the therapy. Similarly, clinicians could have the 
necessary skills, but might deliver them inappropriately (knowing how to deliver the therapy, 
but not using the skills as or when appropriate). Finally, clinicians might have the necessary 
academic knowledge, but not the belief in the value or appropriateness of the intervention 
(e.g. Addis & Krasnow, 2000), so that the methods are not used. These discrepancies can 
mean that the therapy’s delivery is rendered ineffective or even harmful (Waller & Turner,  
2016). Consequently, the majority of measures of therapist competence do not focus on 
knowledge but are based on observation of the appropriate behavioural delivery of the 
therapy skills (the fourth of Rodriguez-Quintana et al.’s [2022] criteria). It is implied that 
the ability to deliver an observable skill in the right way at the right time means that the 
individual clinician has an implicit or explicit knowledge base about the skills, the evidence, 
and the value of the therapy.
In CBT more widely, several tools have been developed to assess therapist competence 

using this observer-based approach, and these tools have been used in training and 
monitoring therapist skills. The most extensively used of these tools is the Cognitive 
Therapy Scale-Revised (CTS-R; Blackburn et al., 2001), developed to evaluate compe-
tence when working with anxiety and depression. The CTS-R assesses both adherence to 
therapy method and skill of the therapist in doing so. Raters evaluate recorded or directly 
observed therapy sessions, assessing general and cognitive therapy-specific skills (e.g. 
agenda-setting, eliciting key cognitions).
The CTS-R has important limitations (Muse & McManus, 2013). It was developed for 

depression and anxiety rather than other disorders, making its wider use problematic 
(Barber et al., 2007; Roth, 2016). It has limited and variable inter-rater reliability. For 
example, Loades and Armstrong (2016) found Intraclass Correlation Coefficients (ICCs) 
that varied from 0.40 to 0.98, with only a moderate median of 0.65 (Koo & Li, 2016). 
Consequently, other transdiagnostic observational measures of clinician competence 
have been developed (e.g. Muse & McManus, 2013; Sudak, 2015). For example, the 
Assessment of Core CBT Skills scale (Muse et al., 2017) has better psychometric 
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properties than the CTS-R and shows good validity of self-ratings relative to observer 
ratings. Another alternative measure is the Cognitive Behavioral Therapy Competence 
Scale (CCS; Rodriguez-Quintana et al., 2021202), which was developed for young people, 
and which also has strong psychometric properties. The Cognitive Therapy Adherence 
and Competence Scale (CTACS; Barber et al., 2003) adds further domains of clinician 
activity to those measured by the CTS-R. There have also been developments of validated 
alternative versions of the CTS-R, including a brief version (Alfonsson et al., 2022).
These transdiagnostic measures have limited utility for rating skills in specific dis-

orders because competence frameworks differ from one disorder to another, though they 
also contain common elements (e.g. Roth & Pilling, 2007). Consequently, other CBT 
competence measures have been developed with specific diagnoses and populations in 
mind, including measures specific to: social phobia (Cognitive Therapy Competence 
Scale for Social Phobia [CTCS-SP] - von Consbruch et al., 2012); anxiety disorders in 
young people (Competence and Adherence Scale for Cognitive Behavioral Therapy 
[CAS-CBT] - Bjaastad et al., 2016); young people with post-traumatic stress disorder 
(Gutermann et al., 2015); and psychosis (Haddock et al., 2001). These disorder-specific 
measures have generally reported good psychometric properties, supporting their use 
with those disorders. To date, however, there is no comparable measure of observed 
competence in CBT-ED, limiting our ability to understand the link between competence 
and outcomes of CBT for patients with eating disorders.
The need for a disorder-specific measure of competence in CBT-ED is underpinned 

by the nature of CBT-ED itself. As with other measures of competence based on specific 
disorders, some CBT competences and metacompetences are generic enough to be 
relevant to eating disorders as much as to any other disorder (e.g. agenda-setting, 
questioning, homework-setting). However, others are more specific to the pathology 
and change methods of eating disorders (e.g. changes in eating patterns, body image 
interventions, weighing, addressing bingeing and compensatory behaviours). Existing 
measures such as the CTS-R are not capable of identifying the need to work with these 
tasks of therapy. Consequently, more generic measures yield relatively high competence 
scores without the therapist using any eating disorder-oriented assessment and change 
methods. This is problematic, as such disorder-specific methods are commonly omitted 
by therapists who state that they are delivering CBT-ED (e.g. Cowdrey & Waller, 2015; 
Mulkens et al., 2018; Wallace & von Ranson, 2011; Waller et al., 2012). Achieving the 
goals of improving therapist delivery of CBT-ED would be greatly assisted by effective 
and reliable methods of measuring competence, to support training, supervision, self- 
monitoring, and clinical research.
Of most importance in clinical practice is establishing that therapists have the 

required skills to implement CBT-ED, and that they consistently employ these skills 
to deliver high quality evidence-based treatment. Assessing the former requires an 
assessment of the capacity of the therapist, while assessing the latter requires an 
assessment of the quality of the actual therapy or sessions delivered (Fairburn & 
Cooper, 2011). Studies to date have focused on the first of these assessment targets in 
the field of eating disorders. For one form of CBT-ED, enhanced CBT (CBT-E; 
Fairburn, 2008), two measures of therapist skill have been developed. One is 
a highly scalable online applied knowledge measure (Cooper et al., 2015), and the 
other is a performance-based measure involving role-plays that can be rated by non- 
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experts (Cooper et al., 2017). Reaching a predefined competence cut-off on the online 
measure predicts similar levels of competence to the performance-based measure 
(Cooper et al., 2017). These measures aim to assess a wide range of skills and are 
potentially useful for research purposes and for assessing the outcome of scalable 
training. However, by their very nature, they do not assess the quality of therapy 
delivered, but simply the therapist’s potential to deliver it, as they do not allow for 
direct observation of the therapist using their skills to deliver the treatment. Taking 
a different perspective, self-rating checklists can be used relatively easily. Serfaty et al. 
(2020) have highlighted the practical and economic value of measuring therapy 
quality in cognitive therapy for depression using such checklists, reporting promising 
levels of agreement between therapists’ self-report and the report of an independent 
expert. However, while such a checklist has recently been developed for CBT-E 
(Bailey-Straebler et al., 2022), it has yet to be evaluated.
To summarise, therapists and supervisors need an observation-based tool to assess 

clinician competence in delivering CBT-ED (Mulkens & Waller, 2021; Power et al.,  
2022). Existing measures such as the CTS-R (Blackburn et al., 2001) and the Cognitive 
Therapy Adherence and Competence Scale (CTACS; Barber et al., 2003) are not suitable 
for that specific purpose, as they do not assess CBT-ED specific competences (Muse & 
McManus, 2013). This study aimed to develop a disorder-specific measure to assess CBT- 
ED competence directly—the CBTS-ED—and to test its preliminary psychometric prop-
erties (focusing on reliability). We also aimed to identify which items should be carried 
forwards into future iterations of the measure.

Method

Design

This study was designed to develop the new CBTS-ED and to test its reliability. A fully 
crossed design was utilised with the same set of raters rating each therapist. Recruited 
participants were therapists working in the field of eating disorders.
Phase 1 was the preliminary development of the CBTS-ED, a measure designed to be used 

across different evidence-based CBT-ED models (e.g. CBT-BN – Fairburn et al., 1993; CBT-E 
- Fairburn, 2008; CBT for EDs – Waller et al., 2007; CBT-T - Waller et al., 2018). This early 
version of the measure consisted of general CBT-ED items, relevant across all sessions and 
rated every time (Part A), and CBT-ED session-specific items, rated only when relevant to the 
session being observed (Part B). To enable this process, the team developed a set of mock 
CBT-ED therapy session video recordings (“vignettes”).
Phase 2 aimed to assess a key psychometric property of the CBTS-ED—namely its 

inter-rater reliability. More specifically, we evaluated the inter-rater reliability between 
expert and non-expert raters (Intraclass Correlation Coefficients; ICC) and the internal 
consistency (Cronbach’s alpha and McDonald’s omega) of Part A. The inter-rater 
reliability (ICC) for Part B mean scores was also assessed, and we identified any Part 
B items that can be rated consistently depending on the session being observed. Any Part 
B items that might be better placed in the “general” part of the measure (Part A) were 
identified. It was hypothesised that the inter-rater reliability and the internal consistency 
of the scales would be acceptable to strong.
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Ethical considerations

This study was reviewed and approved by the University of Sheffield Ethics Committee 
(039900).

Phase 1: development of the CBTS-ED and material for ratings

The CBTS-ED was developed by an international group of 10 clinical researchers, all of 
whom had extensive experience in the delivery and training/supervision of CBT-ED. The 
authors generated items for the measure through an iterative process of nomination, 
collapsing similar items into one, and reviewing and agreeing on the wording to ensure 
that each item reflected good CBT-ED practice. For example, open weighing of patients 
was nominated and agreed as a key competence, then several variants were proposed on 
how to word the item, these were merged into a single item, and the wording was refined 
until the team agreed on the version to be used. Thus, in keeping with the different forms 
of evidence-based CBT-ED, with different theoretical backgrounds and content, items 
were developed on a phenomenological basis (rather than being based on a single 
theoretical model), so that they would represent that range of forms of CBT-ED. Items 
were assumed to have equal weight at this early point, in the absence of factor loadings 
that might indicate otherwise.

Scoring system and final measure

The scale for scoring items was based on that used in the CTS-R, though the rating term 
“incompetent” was not used as it was agreed that this was not a constructive descriptor 
for training or supervision purposes and might deter raters from using the lowest mark 
on the scale. Instead, the term “no evidence” was used. Mirroring the CTS-R, each item 
was scored from 0–6 (any midpoint scoring was rounded down), with each score relating 
to a qualitative definition, agreed upon by the expert team. No effort was made to identify 
cut-off scores at this early stage in the CBTS-ED’s development, as such cut-offs would be 
speculative before a subsequent validation stage.
The CBTS-ED was designed to be used as an observational instrument to assess 

therapy quality in the delivery of CBT-ED. The final set of 26 items is detailed in 
Table 1. The scoring manual and scoresheet are included as supplementary materials.
The generated items were grouped into two types. The first group (“General”) 

were general competences that one would expect to see evidenced during every 
session (e.g. collaborative engagement; measurement of progress and outcomes). 
The second group (“Specific”) consisted of specific items reflecting competences 
that one would expect to see in CBT-ED, but not in every session (e.g. focus on 
early behavioural change) or with every patient (e.g. focus on weight regain). These 
groups became Parts A and B of the new measure, respectively. Part A consists of 
10 items, with each rated from 0 = no evidence to 6 = expert. Part B has 16 items 
rated 0 = no evidence to 6 = expert. As Part B items are not all relevant to rate in 
every session, any item in Part B can be scored as “not relevant”, and thus have no 
score assigned to it.
The overall score for Part A is the total of the relevant 10 “general” item scores, divided 

by 10 to give an item mean score (possible range = 0–6, where a higher score indicates 
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stronger competence). While all Part A items should be completed, in the case of error in 
completion, up to two items can be missing and the scale can still be scored, using pro- 
rating to yield an overall item mean score. Again, for Part B (“Specific”), scoring can still 
be applied if up to two items are accidentally omitted in the scoring (i.e. not scored at all, 
rather than being rated as “not relevant”). The overall score for Part B is the item mean 
score for the number of items identified as relevant and scored.

Experimental material for ratings

To determine the reliability of CBTS-ED ratings, a series of videotaped role-plays, or 
“vignettes” were developed, designed to simulate CBT-ED sessions, for independent 
ratings. Whilst the CBTS-ED will need to be tested in real therapy sessions in the future, 
in the first instance it was important to pilot the measure to gain an understanding of the 
items that would remain in the updated version to test with real sessions later. It is also 
important to note that the video-recordings were of role-plays based on therapy sessions 
that spanned different stages of CBT-ED (sessions 2–16), as different competences are 
more likely to be used at different points in the therapy (e.g. body image work, which 
tends to come later in CBT-ED). Therefore, it was not expected that all role-plays would 
encompass every Part B competences, though the competences in Part A should be 
present in all sessions.
Three experienced eating disorders therapists role-played CBT-ED therapists, and two 

actors (not therapists) role-played adult patients with different eating disorder presenta-
tions (e.g. atypical anorexia nervosa and binge-eating disorder), yielding six videos/ 

Table 1. Items of the cognitive-behavioural therapy scale for eating disorders (CBTS-ED).

Item Description

Part A: General CBT-ED competences and meta-competences (rate all items every time)
1 Starts session well
2 Selection and use of core assessment, progress and outcome measures
3 Enhances patient’s self-efficacy
4 Engages patient in collaborative work
5 Appropriate pacing and efficient use of time
6 Clarity and honesty in communication style
7 Combines firmness and empathy
8 Weighs the patient collaboratively and openly
9 Stresses 168-hour-per-week therapy
10 Summarises sessions collaboratively

Part B: Specific CBT-ED competences and meta-competences (rate items relevant to the session being observed)
11 Addresses essential or non-negotiable aspects of treatment
12 Focuses on early behavioural change
13 Elicits and validates patient’s emotions
14 Uses individualised formulation
15 Retains or re-establishes focus on treating issues that maintain the eating disorder
16 Provides appropriate psychoeducation
17 Guidance on necessary dietary change
18 Monitor eating and other behaviour
19 Regular and sufficient eating
20 Prioritise weight regain
21 Encourages change/do things differently
22 Behaviour experiments or surveys
23 Works with different levels of cognition/belief
24 Works with emotional states
25 Addresses negative body image
26 Handling of endings and relapse prevention
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vignettes as experimental materials (each of approximately 50 minutes). The vignettes 
were filmed remotely over an online platform (due to COVID restrictions in place at the 
time). The video recordings are available on request from the authors.

Phase 2: reliability of the CBTS-ED

Following the development of the CBTS-ED and the experimental materials, a group of 
expert and non-expert therapists were asked to rate all six of the vignettes.

Rater characteristics

A total of 17 participants were recruited. Approximately half of the sample were those 
involved in the development of the CBTS-ED. The remaining participants were recruited 
through professional contacts of those in the CBTS-ED development team (e.g. collea-
gues, trainee therapists in their service etc.). All participants were therapists working in 
the field of eating disorders (15 female, one male, and one did not provide gender data). 
The rating therapists’ mean age was 37.53 years (SD = 10.44; range = 26–58 years). The 
number of years qualified ranged from 0 to 36 years (mean = 12.89, SD = 11.06).
Raters were broadly categorised into two groups, nine experts (52.9%) and eight non- 

experts (47.1%). Expert raters were those who were involved in the development of the 
CBTS-ED measure and are highly experienced in the field of eating disorders (10 to 40  
years of experience). Non-experts were recruited through professional contacts of those 
in the CBTS-ED development team. Non-experts worked with eating disorders but had 
limited experience. For example, assistant psychologists or trainee therapists with no 
more than four years of experience in the field. Participants in both groups were recruited 
from a range of countries, including the UK, USA, Canada, and Australia.

Procedure

Each rater was sent the six vignettes to observe and rate independently. Raters were also 
sent a copy of the CBTS-ED measure and a spreadsheet to record scores on. Raters were 
not trained in how to use the measure, as such training is not routinely available for such 
competence ratings. Given that lack of such routine training, we decided that the rating 
materials would be made available for participants, rather than undertaking full training 
of the raters. It will be necessary to conduct a separate study in the future to evaluate the 
effect of training in the CBTS-ED.

Data analysis

All analyses were conducted using IBM SPSS Statistics 26 or 28. Due to missing data in 
one case, a total of 96 completed CBTS-ED ratings were available (16 participants 
completing six ratings each).

Part A of the CBTS-ED. Internal consistency of the Part A items was examined 
using Cronbach’s alpha and McDonald’s omega. Inter-rater reliability for total 
scores and individual CBTS-ED items were determined using Intraclass 
Correlation Coefficients (ICC). Koo and Li’s (2016) guidance on selection and 
reporting of appropriate ICC methods was used to determine the ICC model used. 
ICC estimates and their 95% confidence intervals were calculated based on 
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a mean-rating of k raters, absolute agreement, two-way random-effects model, as 
the raters were a random selection from a larger population with similar char-
acteristics (i.e. clinicians with varying years of experience in working with eating 
disorders), and rated all vignettes. ICCs were calculated across all raters com-
bined, expert raters only, and non-expert raters only. ICCs of .75 and above are 
considered good levels of rater agreement (Koo & Li, 2016). It is important to 
note that different forms of ICC can give different results. For example, absolute 
agreement can give smaller ICCs than the “consistency” definition (Koo & Li,  
2016). Therefore, our use of the absolute agreement method means that a lower 
ICC value can be sufficient to describe agreement as “good” than if we had used 
the consistency method.

Part B of the CBTS-ED. Inter-rater reliability for total mean Part B scores was deter-
mined using ICC (as above), and was calculated across all raters combined, expert raters 
only, and non-expert raters only. As not all Part B items are rated every time, the inter- 
rater agreement on each item could not be assessed in the same way as Part A. Instead, 
items were included if they were identified as being relevant to the vignette being 
observed by the majority of raters across the vignettes. The means, standard deviations, 
and range of scores for each of the Part B items across the vignettes are presented in the 
supplementary materials.

Results

The results will be described in two parts, addressing the reliability of each of the two 
sections of the measure. It should be noted that the mean scores on the two sections were 
strongly positively correlated (Kendall’s tau-b = .867, n = 6, p = .015). Therefore, levels of 
competence on the general and the context dependent elements were strongly associated.

Universal CBT-ED competence: part A of the CBTS-ED

Table 2 shows Part A item mean scores and standard deviations on the competence 
ratings for all raters across the vignettes.

Table 2. Part a item mean scores and standard deviations for all raters across all vignettes (N = 16).

CBTS-ED Part A Item Mean (SD)

A1. Starts session well 4.60 1.45
A2. Selection and use of core assessment, progress and outcome measures 2.75 1.86
A3. Enhances patient’s self-efficacy 4.71 1.40
A4. Engages patient in collaborative work 4.88 1.22
A5. Appropriate pacing and efficient use of time 4.67 1.38
A6. Clarity and honesty in communication style 5.07 1.20
A7. Combines firmness and empathy 4.65 1.47
A8. Weighs the patient collaboratively and openly 2.60 2.03
A9. Stresses 168-hour-per-week therapy 3.88 1.95
A10. Summarises sessions collaboratively 4.08 1.69
Total 10-item Part A mean score (SD) 4.19 1.57
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Internal consistency

Cronbach’s alpha and McDonald’s omega were high (α and ω = .876), indicating that the 
scale has strong internal consistency. Removing individual items did not improve the 
alpha or omega coefficients. The alpha and omega levels were equally strong for expert 
raters (α = 0.870, ω = .869) and non-experts (α = .884, ω = .887).

Inter-rater reliability for total mean scores

Table 3 shows the ICCs for mean CBTS-ED Part A competence ratings across all raters, 
expert-raters only, and non-expert raters only. Agreement between all raters was good, 
with an ICC of 0.87. Agreement between expert raters was excellent, with an ICC of 0.90. 
Non-expert agreement was moderate, with an ICC of 0.57, suggesting that there are items 
that non-experts are less likely to agree on. However, it was noted that one non-expert 
rater consistently rated most of the vignettes lower than the other non-experts. A similar 
pattern has been found for the CTS-R (Blackburn et al., 2001), where some individuals 
were identified as outliers, whose scores might inappropriately bias conclusions. Removal 
of that one non-expert outlier raised that group’s inter-rater reliability to a much stronger 
ICC = 0.71, p = 0.002.

Inter-rater reliability for individual items

Table 4 shows ICCs for each individual Part A item of the CBTS-ED across all raters, 
expert raters only, and non-expert raters only. The ICCs across all raters ranged from 
0.64 (A6. Clarity and honesty in communication style) to 0.91 (A1. Starts session well), 
indicating moderate to excellent inter-rater reliability. When assessing agreement among 
expert raters only, ICCs also demonstrated moderate to excellent inter-rater reliability, 
from 0.65 (Item A6) to 0.91 (Item A1), except for item A8 (Weighs the patient collabora-

tively and openly) which had a low ICC of 0.07, indicating poor reliability (possibly due to 
it being unclear whether weighing was assumed to have been done, as it was not role- 
played in the sessions, which were online due to COVID restrictions). Agreement among 
non-expert raters varied widely from −0.06 (Item A6) to 0.78 (A9. Stresses 168-hour-per- 
week therapy). Non-expert agreement was poor on items A3 (Enhances patient’s self- 
efficacy) to A6 but was moderate to good on the remaining Part A items.

Summary

Overall, Part A of the CBTS-ED demonstrates good reliability, with high Cronbach’s 
alpha and McDonald’s omega coefficients and moderate to good levels of inter-rater 
agreement on ratings of competence on most items. Item A6 (Clarity and honesty in 
communication style) demonstrated consistently poorer ICC values across all raters, 

Table 3. Intraclass correlation coefficients for total mean CBTS-ED Part 
A scores.

Rater group ICC [95% CI] Significance

All raters (n = 16) 0.87 [0.68–0.98] <.001
Experts-only (n = 8) 0.90 [0.71–0.98] <.001
Non-experts only (n = 8) 0.57 [0.09–0.92] .009
Non-experts only (n = 7)a 0.71 [0.28–0.95] .002

aLow scoring non-expert rater removed.
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expert raters and non-expert raters, suggesting this item requires refinement or removal. 
The higher level of inter-rater agreement among experts compared to non-experts 
suggests that experience in the field enhances agreement. However, item A8 (Weighs 

the patient collaboratively and openly) is the exception, with expert agreement being 
much poorer than non-expert agreement.

Situational CBT-ED competence: part B of the CBTS-ED

To assess the reliability of Part B of the competence measure, the inter-rater reliability for 
total mean scores was assessed using ICC. As not all Part B items are rated every time, 
internal consistency and ICC for individual items could not be computed. Instead, the 
concordance among raters on which items should or should not have been rated was 
assessed, based on the case or session type.

Inter-rater reliability for total mean scores

Table 5 shows the ICCs for total mean CBTS-ED Part B scores across all raters, expert 
raters only, and non-expert raters only. Agreement between all raters was good, with an 

Table 4. Intraclass correlation coefficients for individual CBTS-ED Part A items.

All raters (n = 16) Experts only (n = 8)
Non-experts only 

(n = 8)
Non-experts only 

(n = 7)a

CBTS-ED Part A items ICC [95% CI] ICC [95% CI] ICC [95% CI] ICC [95% CI]

A1. Starts session well 0.91 [0.77–0.99]*** 0.91 [0.74–0.99]*** 0.74 [0.32–0.95]** 0.77 [0.37–0.96]**
A2. Appropriate selection of 
core assessment, progress & 
outcome measures

0.81 [0.53–0.97]*** 0.80 [0.48–0.97]*** 0.55 [0.09–0.91]** 0.56 [0.09–0.91]**

A3. Enhances patient’s  
self-efficacy

0.77 [0.43–0.96]*** 0.79 [0.41–0.97]** 0.24 [−0.44–0.84] 0.39 [−0.63–0.90]

A4. Engages patient in 
collaborative work

0.80 [0.51–0.97]*** 0.79 [0.45–0.97]*** 0.37 [−0.26–0.87] 0.61 [−0.04–0.93]

A5. Appropriate pacing and 
efficient use of time

0.77 [0.43–0.96]*** 0.83 [0.54–0.97]*** 0.01 [−0.84–0.79] 0.46 [−0.33–0.91]

A6. Clarity and honesty in 
communication style

0.64 [0.15–0.94]** 0.75 [0.37–0.96]*** −0.06 [−1.37–0.80] 0.35 [−0.93–0.90]

A7. Combines firmness and 
empathy

0.83 [0.56–0.97]*** 0.65 [0.04–0.94]* 0.74 [0.26–0.96]** 0.87 [0.63–0.98]***

A8. Weighs the patient 
collaboratively and openly

0.65 [0.28–0.93]*** 0.07 [−0.23–0.68] 0.62 [0.19–0.92]*** 0.67 [0.24–0.94]***

A9. Stresses 168-hour-per- 
week therapy

0.89 [0.72–0.98]*** 0.88 [0.66–0.98]*** 0.78 [0.43–0.96]*** 0.79 [0.43–0.96]***

A10. Summarises sessions 
collaboratively

0.89 [0.70–0.98]*** 0.86 [0.60–0.98]*** 0.75 [0.32–0.96]** 0.74 [0.29–0.96]**

aLow scoring non-expert rater removed; *p < .025; **p < .01, ***p < .001.

Table 5. Intraclass correlation coefficients for total mean CBTS-ED Part 
B scores.

Rater group ICC [95% CI] Significance

All raters (n = 16) 0.87 [0.67–0.98] <.001
Experts-only (n = 8) 0.82 [0.52–0.97] <.001
Non-experts only (n = 8) 0.65 [0.10–0.94] .015
Non-experts only (n = 7)a 0.78 [0.36–0.96] .003

aLow scoring non-expert rater removed.
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ICC of 0.87. Agreement between expert raters was also good, with an ICC of 0.82. Non- 
expert agreement was moderate, with an ICC of 0.65, suggesting that there are items that 
non-experts tend not to agree on.

Individual part B items – concordance on which items should be rated

The number of raters who rated each Part B item across the vignettes is shown in Table 6. 
As Part B items are only rated when relevant to the session being observed, it is important 
that raters can agree on which items are relevant to the vignette they are observing. Our 
operational definition of rater agreement is whether most raters (≥80%) agreed on 
whether an item was relevant to competences that were related to the vignette being 
observed on at least four out of the six vignettes. Items in bold (Table 6) indicate those 
where most raters either agreed the item was relevant to the session (≥80% raters rating 
item), or agreed it was not relevant (≤20% raters rating item). The five items with poor 
agreement were B1 (Addresses essential or non-negotiable aspects of treatment), B5 
(Retains or re-establishes focus on treating issues that maintain the eating disorder), B9 
(Regular and sufficient eating), B13 (Works with different levels of cognition/belief) and 
B14 (Works with emotional states). This suggests that raters generally agreed on whether 
the remaining Part B items should or should not have been rated, depending on the 
vignette and the relevant competences.
Due to how Part B items are rated, ICCs could not be calculated for each item to assess 

the inter-rater reliability of the scores. Therefore, the means, standard deviations, and 
range of each item score for all the vignettes can be found in the supplementary materials.

Table 6. Number of raters (n = 17) rating each CBTS-ED Part B item for each vignette. Items in bold 
indicate ≥80% of raters agreeing to either rate or to not rate them on at least 4/6 vignettes. Circled 
items are those where regardless of the case or session type being observed, they had high numbers 
of raters (≥80%) agreeing that they should be rated on at least 4/6 vignettes.

Vignette

CBTS-ED Part B Item 1 2 3a 4a 5 6

B1. Addresses essential or non-negotiable aspects of treatment 11 15 6 5 7 16
B2. Focuses on early behavioural change 17 14 0 7 2 11
B3. Elicits and validates patient’s emotions 13 15 11 16 16 16
B4. Uses individualised formulation 17 17 2 14 14 17
B5. Retains or re-establishes focus on treating issues that maintain the eating disorder 6 9 5 10 5 11
B6. Provides appropriate psychoeducation 16 16 12 14 14 17
B7. Guidance on necessary dietary change 14 10 2 3 0 14
B8. Monitor eating and other behaviour 16 17 8 16 7 15
B9. Regular and sufficient eating 15 9 4 9 1 17
B10. Prioritise weight regain 7 2 1 1 0 17
B11. Encourages change/do things differently 17 17 11 12 17 17
B12. Behaviour experiments or surveys 1 0 16 2 17 9
B13. Works with different levels of cognition/belief 11 9 6 8 14 11
B14. Works with emotional states 1 8 8 14 8 5
B15. Addresses negative body image 0 3 13 2 15 1
B16. Handling of endings and relapse prevention 0 1 15 1 2 1

aDue to missing data, n = 16. 
Vignette 1 –addressing early dietary change in a patient with BED; Vignette 2 –addressing restrictive eating in a patient 
with atypical AN; Vignette 3 –preparing for the end of therapy for a patient with BN; Vignette 4 –addressing emotional 
triggers in a patient with BN; Vignette 5 –addressing body image distress in an overweight patient with BED; Vignette 
6 –addressing compensatory behaviours in a low weight patient.
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Individual part B items – items to be brought into part A

Table 6 indicates that five items are rated relatively consistently over most of the vignettes 
(B3 – Elicits and validates patient’s emotions; B4 – Uses individualised formulation; B6 – 
Provides appropriate psychoeducation; B8 – Monitor eating and other behaviour; B11 – 
Encourages change/do things differently). That is, regardless of the case or session type, 
these items had high numbers of raters (≥80%) who agreed that the competences should 
be rated. Vignette 3 was the exception, with fewer raters agreeing on rating these items. 
However, vignette 3 demonstrated a therapist preparing for the end of therapy. Thus, it is 
unlikely that a therapist would be expected to demonstrate all the competences outlined 
in these five Part B items. Therefore, we conclude that these five Part B items (3, 4, 6, 8, 
11) should be brought into the ’general’ part of the measure (Part A) in future iterations 
of the measure, rather than being treated as “situation-specific” items. This final version 
of the measure can be found in. The ICCs for mean item scores on the 15-item Part A are 
given in Table 7, which shows very similar levels of agreement in each group to that 
shown in the original 10-item version, with very strong overall inter-rater reliability 
(ICC = 0.87).

Discussion

The measurement of therapist competence is a complex matter, where concepts need to 
be more clearly defined and measured in a way that is suited to the specific clinical and 
training need (Serfaty et al., 2020). Observation-based measures of therapist competence 
and quality/fidelity have the potential to act as a benchmark for less intensive measures in 
the future. The current study aimed to develop a new measure to rate therapist compe-
tence in CBT-ED delivery across different models—the Cognitive Behavioural Therapy 
Scale for Eating Disorders (CBTS-ED)—and to pilot its inter-rater reliability. The study 
also aimed to identify CBTS-ED items that should be retained in the final version of the 
measure and identify those requiring refinement or removal.
The original Part A of the CBTS-ED, assessing “general” elements of competence that 

are relevant across all sessions, demonstrated good psychometric properties, with strong 
internal consistency and moderate to good inter-rater reliability (Tables 3 and 4). Non- 
expert raters were generally less consistent in their ratings compared to experts, suggest-
ing that experience in the field of eating disorders improves agreement on competence 
ratings. With regards to Part B, assessing “specific” aspects of competence that are only 
relevant to some parts of treatment, six out of the 16 Part B items were not consistently 
rated and should be dropped from the measure. In contrast, five of the Part B items were 

Table 7. Intraclass correlation coefficients for total mean scores on the refined 
15-item Part a of the CBTS-ED, using ratings from the current study.

Rater group ICC [95% CI] Significance

All raters (n = 16) 0.87 [0.67–0.98] <.001
Experts-only (n = 8) 0.88 [0.66–0.98] <.001
Non-experts only (n = 8) 0.56 [−0.003–0.91] .025
Non-experts only (n = 7)a 0.71 [0.24–0.95] .005

aLow scoring non-expert rater removed. 
Cronbach’s alpha, McDonald’s omega and individual item ICCs could not be calculated on the 
five additional Part A items, due to missing data.
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rated by the majority of raters across most of the vignettes, and therefore would be better 
placed in the “general” part of the measure, to be rated every session regardless of the 
session or case type. These updated 15 items are presented in, for future development and 
use. This 15-item Part A has strong inter-rater reliability.
The findings show that the disorder-specific CBTS-ED compares well with existing 

and widely utilised generic measures such as the CTS-R (Blackburn et al., 2001) and the 
CTACS (Barber et al., 2003) suggesting that the CBTS-ED is a useful specific addition to 
our ability to work with eating disorders. In particular, its inter-rater reliability indices 
appear broadly similar to those of the CTS-R (Blackburn et al., 2001), used with anxiety 
and depression. Individual ICC values are also comparable to those of the CTS-R and the 
CTACS, with most of the CBTS-ED ICC scores at the upper end of the ranges described 
in those measures (−0.14 to 0.84 – Blackburn et al., 2001; 0.34 to 0.92 – Barber et al.,  
2003). The one exception is CBTS-ED item A6, which could not be reliably rated by non- 
experts.
Whilst this study has provided information on the psychometric properties of the 

CBTS-ED, it has some limitations. First, the expert raters included those involved with 
the development of the CBTS-ED, and so they were considerably more familiar with the 
items than the non-experts, potentially explaining their larger ICC values (Table 4). 
However, this difference also suggests that training in the use of the CBTS-ED could 
improve consensus among less experienced raters. Improved reliability with experience 
has been demonstrated in the CTS-R, with overall agreement among raters on therapist 
competence significantly improving following training (Reichelt et al., 2003). This need 
for training does therefore add to the resources required to use such an approach reliably. 
Nevertheless, despite the lack of training on the CBTS-ED, non-experts still demon-
strated acceptable levels of agreement regarding CBT-ED competences, comparable to 
those using the 13-item CTS-R (Blackburn et al., 2001).
The iterative process of generation of the items in this study was carried out by a set of 

CBT-ED experts, with experience in delivering a range of evidence-based cognitive- 
behavioural therapies with eating disorder patients. However, such an approach can 
result in excessive conformity, and future work of this sort might benefit from a wider set 
of participants, using a more structured method of generating key items, such as a Delphi 
study. Furthermore, the development of this and other competence scales would benefit 
from checking the comprehensibility of expert-generated items among individuals who 
are non-experts, to ensure the clinical validity of the items.
The current pilot study based its findings on a smaller number of videotaped 

sessions than other studies (102 videotapes in the CTS-R psychometrics study – 
Blackburn et al., 2001, p. 134 audiotapes in the CTACS study – Barber et al., 2003). 
Having only a few sessions might have led to a lack of variation in rater scores, 
which can influence ICC in determining inter-rater agreement. Higher ICC values 
can result from a more heterogenous sample compared to a homogenous one, 
despite similar levels of agreement (Costa-Santos et al., 2011; Müller & Büttner,  
1994). This appeared to be the case on several Part A items when assessing 
agreement among non-experts, where the ICCs were small despite the distribution 
of rater scores of therapist competence appearing similar across each vignette. 
Furthermore, the recordings were from online “sessions”, and therefore some 
interventions (e.g. weighing, use of measures) were harder to observe. Overall, it 
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can be concluded that this preliminary development work on the CBTS-ED needs to 
be extended to show that the findings are replicable over a substantially larger 
number of tapes and live sessions, to evaluate the measure comprehensively. The 
context for such work (e.g. out-patient vs more intensive care) should also be 
considered, in keeping with Rodriguez-Quintana et al. (2021) suggestion that con-
text might require consideration in assessing competence.
It is noteworthy that several of the CBTS-ED items measure relatively generic com-

petences, which are like those in other measures. This is to be expected, given the similar 
cognitive behavioural theoretical basis that underpins a range of disorders and treat-
ments. However, it is possible that other CBT-ED skills might be considered for inclusion 
in future versions. Finally, it would have been beneficial to interview the rater who was 
considered an outlier, to understand the limitations on the generalisability of the scoring 
of the CBTS-ED. However, as all raters were anonymous, it was not possible to identify 
the rater in order to interview them. Future qualitative research into the scoring of the 
CBTS-ED is needed.
Further verification of the psychometric properties of the revised version of the CBTS- 

ED (15 general items: 11 specific items) using a larger sample of recorded sessions is 
required. This should include live sessions across the range of eating disorder presenta-
tions, and at various time points in therapy to demonstrate the utility of the measure.
The present findings suggest that a further refined and validated version of the CBTS- 

ED (e.g. validating skills against training input and against patient outcomes) could be 
a valuable tool to evaluate clinician competence, and hence the quality of CBT-ED 
delivered. Such validation research should investigate the construct validity of the CBTS- 
ED using factor analysis. When factor loadings are available in that way, it is possible that 
they will demonstrate that some of the competences identified here are more influential 
than others (e.g. a generic competence such as “Engages the patient in collaborative 
work” might be more powerful in influencing overall outcomes than “Weighs the patient 
collaboratively and openly”. At that stage, it might be more clinically valid to weight 
items according to their factor loading, rather than assuming equal importance, as has 
been done here.
Future research should also consider the utility of the CBTS-ED in demonstrating 

whether improved competence scores are associated with improved training, supervi-
sion, and patient outcomes. The potential of any such measure to enhance clinical 
outcomes is a critical issue (Power et al., 2022). The CBTS-ED has the potential to 
identify therapists who are delivering CBT-ED competently and skilfully, which is 
important in terms of training and supervision. Conversely, the measure could identify 
those with lower competence, and who would benefit from further support or training, 
giving patients the best chances of recovery.

Conclusion

This pilot study has described the development and initial reliability of a therapist-rated 
direct measure of competence in the delivery of CBT-ED—the CBTS-ED. The study 
presents promising results regarding the inter-rater reliability of the measure and the key 
items to retain, but also indicates future refinements and directions for clinical research 
in eating disorders.
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