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Objective: Valid and reliable instruments to measure therapy
skills are necessary to investigate these skills as mechanisms
of change in cognitive-behavioral therapy (CBT) and interper-
sonal psychotherapy (IPT) for depression. The authors tested two
measures of the skills patients with depression acquire in CBT
and IPT.

Methods: Using data from 202 Dutch patients with depres-
sion, the authors conducted a psychometric evaluation of
the Dutch translation of the Competencies of Cognitive Ther-
apy Scale–Self-Report (CCTS-SR) and an initial psychometric
evaluation of the newly developed Interpersonal Psycho-
therapy Skills Scale–Self-Report (IPSS-SR).

Results: A confirmatory factor analysis (CFA) resulted in a fit
outside the acceptable range for the one-factor model of the
CCTS-SR. For the IPSS-SR, an exploratory factor analysis and
a CFA led to a four-factor solution that provided the best fit
compared with other models, although it remained outside

the acceptable range. Both instruments showed excellent
internal consistency. Correlations between theCCTS-SR and
IPSS-SR were small to moderate. Fewer depressive symp-
toms and higher levels of behavioral activation were related
to higher scores on the IPSS-SR and CCTS-SR, while higher
levels of education and fewer dysfunctional thoughts were
related to higher scores on the IPSS-SR.

Conclusions: Interpreting CBT and IPT skills as unidimen-
sional concepts should be cautioned against until future
studies have investigated the factor structure of the CCTS-
SR and IPSS-SR across the course of CBT and IPT for de-
pression. Further implications for psychometric research and
future directions related to increasing knowledge about the
role of therapy skills in psychotherapies for depression are
discussed.
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Interpersonal psychotherapy (IPT) and cognitive-behavioral
therapy (CBT) are both effective treatments for depression
(1–3), but their mechanisms of action are not well understood.
Because roughly half of patients respond to treatment, and
relapse rates are high (4, 5), there is a need to develop new
therapies or to refine existing treatment strategies. To in-
form such efforts, it is important to understand the mecha-
nisms responsible for the reduction of depressive symptoms
in current treatments (6–8). Although it has been proposed
that CBT achieves its effects by changing dysfunctional
cognitive structures, empirical findings have been mixed
(9–11). One possible reason for these inconsistent findings is
that some previous studies primarily focused on the role of
changing dysfunctional thoughts and beliefs, but neglected
another important potential change mechanism, namely the
skills patients acquire during therapy, which can then be
used in their daily lives. CBT skills have been proposed as a
possible mechanism of therapeutic outcome, accounting for
CBT’s acute and enduring effects (12–16).Moreover, learning

of these skills may not be limited to CBT, and honing these
skills may be important in other forms of psychotherapy as
well. However, before we can investigate the role of acquiring

HIGHLIGHTS

• Valid and reliable instruments are needed to measure
patients’ acquisition of therapy skills in psychotherapy for
depression.

• This study presents the psychometric evaluation of the
Dutch translation of the Competencies of Cognitive Ther-
apy Scale–Self-Report and the development and initial
psychometric evaluation of the newly developed Inter-
personal Psychotherapy Skills Scale–Self-Report.

• Both instruments showed high internal consistency, but
fit of the factor structures was outside the acceptable
range; therefore, interpretation of cognitive-behavioral
therapy and interpersonal therapy skills as unidimensional
concepts should be made with caution.
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skills in psychotherapy for depression, we need valid and
reliable ways to measure these skills.

MEASURING CBT SKILLS

Even in the early days of CBT, it was proposed that com-
pensatory skills, defined as the ability to challenge depres-
sive, dysfunctional thoughts or beliefs, might form the central
process that is responsible for the treatment’s therapeutic
effects (12). Moreover, cognitive change involving the acti-
vation of other more functional schemas (and deactivation
of the dysfunctional ones) might be explained as a result of
the repeated use of these skills. More recently, Strunk and
colleagues (17) used the term “CBT skills” to refer to the
ability to reevaluate the accuracy of one’s automatic thoughts
and engage proactively in pleasurable activities, which is
thought to reduce depressive symptoms and help patients
cope more adaptively.

Previous studies have used different instruments to mea-
sure CBT skills. Unfortunately, some are time-consuming (15,
18), and others focus primarily on skill use frequency (19). To
better address future research questions, a brief self-report
questionnaire was constructed to measure the self-reported
use frequency and quality of CBT skills: the Competencies
of Cognitive Therapy Scale—Self-Report (CCTS-SR) (17).
An initial evaluation of this questionnaire, conducted with
an exploratory factor analysis (EFA), supported a one-factor
solution in a sample of patients with depression and showed
that CBT skills as measured by the CCTS-SR were lower in
patients with depression before the start of treatment than in
healthy control patients, but that this difference vanished after
treatment. Furthermore, greater gains in CCTS-SR scores
were related togreater reductions indepression, theCCTS-SR
was concurrently related to another instrument (i.e., Ways of
Responding) assessing these skills when the analyses were
controlled for depressive symptoms (17), and the acquisition
of cognitive therapy skills as measured by the CCTS-SR me-
diated change in depression during internet-guided CBT (20).
However, further psychometric evaluation is needed to sup-
port the use of the CCTS-SR in further research and clinical
settings.

MEASURING IPT SKILLS

In contrast with mechanism research in CBT, research on
mechanisms of change in IPT is in its infancy (21). Central to
IPT is the understanding of the mutual relation between
interpersonal relationships and depressive symptoms and
the focus on one of four interpersonal problem areas. During
its first phase, IPT mostly focuses on establishing the ther-
apeutic alliance and exploring depressive symptoms. Addi-
tionally, patients and therapists decide which of four
interpersonal problem areas will be addressed during the
second phase of therapy: grief, role transition, role dispute,
or interpersonal deficits (5, 22). Research shows that IPT
is associated with better social functioning (5, 23), fewer

interpersonal problems (11, 23), and improved grief symp-
toms in patientswith complicated grief (24), but the exact role
of skills in reducing depression in IPT is unclear. Similar to
findings for CBT, IPT may enable patients to develop a set of
therapy-specific skills that in turn are primarily responsible
for the long-term effects of treatment.

Therefore, in the present study, we present IPT skills as
a possible mechanism of change in IPT. We define therapy
skills in IPT as the patient’s ability to link interpersonal
events to depressive symptoms; to deal with grief, role dis-
pute, and major life changes; and to practice social skills. As
a first attempt to measure IPT skills, we developed the In-
terpersonal Psychotherapy Skills Scale–Self-Report (IPSS-
SR), which consists of five subscales reflecting the IPT
skills defined above.

AIM OF THE PRESENT STUDY

The aim of this study was twofold. First, we planned to test
the one-factor structure of the Dutch version of the
CCTS-SR using a confirmatory factor analysis (CFA). Second,
we planned to extend the concept of therapy skills beyond
CBT by developing an instrument that would enable us to in-
vestigate the potential role of patients’ acquisition of IPT skills
in IPT and by examining the underlying factor structure of the
instrument with an EFA followed by a CFA to test the resulting
factor model. In ancillary analyses, correlations between the
CCTS-SR and IPSS-SR and demographic factors (gender, age,
and education level), key baseline variables related to CBT
(dysfunctional thinking and behavioral activation), and severity
of depression were explored. We expected to find a moderate
positive correlation (0.5) between the CCTS-SR and IPSS-SR,
a correlation between the CCTS-SR and dysfunctional think-
ing and behavioral activation that would be larger than the
correlation between the IPSS-SR and either dysfunctional
thinking or behavioral activation, and a negative moderate cor-
relation (–0.5) between the CCTS-SR and IPSS-SR and severity
of depression.

METHODS

Participants
The sample consisted of 202 patients with depression who
met the following criteria: a DSM-IV diagnosis of major
depressive disorder, age$18 years, no use of antidepressants
or antidepressant use unchanged for at least 3 months prior
to study entry, sufficient knowledge of the Dutch language,
and a score.19 on the Beck Depression Inventory–II (BDI-
II). Most patients were women (62%) (N=127), and themean
age was 38.24 years (SD=12.20). A total of 10% (N=20) had
finished no education or lower education (no former edu-
cation or special lower education, primary school or practical
training school), 52% (N=105) had completed middle level
education (lower or higher general secondary education
or intermediate vocational education), and 38% (N=77) had
completed higher education (higher vocational education,
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pre-university education, or university). The patient group
was part of a treatment study described elsewhere (25).
Participants completed the measures online while assigned
to a waiting list to receive psychotherapy for depression in
one of the participating Dutch specialized mental health
organizations.

All procedures contributing to this work complied with
the ethical standards of the relevant national and institu-
tional committees on human experimentation and with the
Helsinki Declaration of 1975 and its most recent revision.
Informed consent was obtained from all participants.

Measures
CBT skills. The CCTS-SR (17) is a 29-item questionnaire
designed to assess patients’ use of CBT skills during the past
2 weeks. CBT skills were defined as the ability to reevaluate
the accuracy of one’s automatic thoughts and to engage pro-
actively in pleasurable activities. The CCTS-SR was trans-
lated into Dutch and subsequently translated back into
English by two independent researchers; inconsistent trans-
lations were then discussed and resolved. Items were rated
on a scale of 1, not at all, to 7, completely. The minimum total
score for the CCTS-SR is 29, and the maximum total score
is 203. In a previous study, Cronbach’s alpha was 0.93 for
patients with depression at baseline, and concurrent, dis-
criminative, and convergent validity were supported (17).

IPT skills. The IPSS-SR was developed by the first and
second author (SB and FP). The initial phase of develop-
ment consisted of a brainstorming session in which a first
draft was developed containing 34 items that were suggested
to be related to five themes. Subsequently, the draft ques-
tionnaire was sent to four Dutch national IPT experts, who
were not involved in the writing of the present manuscript,
and was posted on an international IPT expert forum. Ex-
perts were asked to provide feedback and to add potential
items or concepts that they thought were missing. Finally,
SB and FP merged the feedback and constructed the IPSS-
SR. Four items were deleted, and item formulations were ad-
justed according to the feedback of the experts. The original
IPSS-SR consisted of 31 items rated on a 7-point Likert scale
(1, not at all, to 7, completely) targeting patients’ use of IPT
skills during the previous 2 weeks. IPT skills were measured
with items targeting the following themes: understanding of
the relationship between interpersonal functioning and mood
(13 items—items 1, 2, 12, 13, 17, 18, 19, 22, 23, 25, 26, 30, 31), ability
to cope with grief (4 items—items 3, 8, 14, 27), ability to cope
with role dispute (5 items—items 4, 9, 15, 20, 29), ability to
cope with major life changes (5 items—items 5, 10, 16, 24, 28),
and the presence of social skills (4 items—items 6, 7, 11, 21).
The minimum total score was 31, and the maximum total
score was 217.

Depressive symptoms. The BDI-II (26) is a 21-item self-report
measure assessing severity of depressive symptoms during
the previous 2 weeks. Individual items are rated from 0 to 3.

A score of 0–13 indicates minimal depression; 14–19, mild
depression; 20–28, moderate depression; and 29–63, severe
depression. Several studies have shown that the BDI-II is a
psychometrically valid instrument and have reported Cron-
bach’s alphas between 0.73 and 0.95 (26, 27). Cronbach’s alpha
for the present sample was 0.87.

Automatic negative thoughts.The Cognition Checklist (CCL)
(28) investigates patients’ automatic thoughts and cognitions
related to anxiety and depression. The scale consists of
26 items rated on a 5-point Likert scale and is divided into
depression (CCL-D, 14 items) and anxiety (CCL-A, 12 items)
subscales. In previous research, mean scores of patients
with depression were 24.53 (SD=10.70) and 14.96 (SD=9.12)
on the CCL-D and CCL-A, respectively. Coefficients alphas
for the CCL-D and CCL-A were 0.93 and 0.91, respectively,
for patients with a variety ofDSM-III diagnoses. Convergent
and discriminant validity were supported (28). Cronbach’s
alpha for the total score of the present sample was 0.92.

Behavioral activation. The Behavioral Activation for Depres-
sion Scale (BADS) (29) is a 25-item questionnaire designed
to measure behaviors responsible for change in depressive
symptoms. Items are answered on a 7-point Likert scale. In
previous research, patients with depression had an mean
score of 72.63 (SD=20.03). Cronbach’s alphawas shown to be
0.79, and further internal consistency and validity were sup-
ported (29, 30). Cronbach’s alpha for the present sample
was 0.86.

Analytic Strategy
A detailed description of statistical procedures is presented
in Appendix A of the online supplement. First, we conducted
a CFA on the Dutch version of the CCTS-SR. Second, we used
an EFA to investigate the factor structure of the IPSS-SR,
followed by a CFA to test the factor solution that resulted
from the EFA and to compare this factor solution to the
theory-based factor solution targeted to five themes. Third,
we computed Cronbach’s alpha as an indicator of internal
consistency for both questionnaires. Fourth, using the final
versions of the CCTS-SR and IPSS-SR, we tested the cor-
relations between the skills learned in therapy and the pa-
tients’ demographic characteristics (age, education level,
and sex), dysfunctional thinking, behavioral activation prac-
tices, and depressive symptoms.

RESULTS

Descriptive statistics for demographic characteristics (age,
education level, sex), severity of depression, and scores on
dysfunctional thinking and behavioral activation measures
are shown in Table 1.

Internal Consistency andFactor Structure of theCCTS-SR
For the CCTS-SR, the initial CFA showed a poor fit for the
one-factor solution (see Table 2, model 1). Subsequently, we
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investigated whether model fit could be improved by deleting
items with factor loadings ,0.3 and inspecting the modifi-
cation indices. No items had factor loadings ,0.3. Modifica-
tion indices pointed to a high error covariance between items
2 and 3, 13 and 14, and 17 and 18, suggesting that these pairs of
items shared a common variance unrelated to the one-factor
model. Inspection of the items suggested that the similarity
between items 13 and 14 and items 17 and 18 might be re-
sponsible for the high error covariance, and we therefore
decided to delete items 13 and 18. Items 2 and 3 were retained
as distinct items. For the chi-square test, deleting items 13
and 18 resulted in a better model fit for the patients with
depression, but fit on the Comparative Fit Index (CFI),
Tucker-Lewis Index (TLI), and root mean square error of
approximation (RMSEA) remained outside the acceptable
range (see Table 2, model 2). The internal consistency of
the CCTS-SR was acceptable. Cronbach’s alpha was 0.91 for
both the original version of the questionnaire and for the
version without items 13 and 18. Tucker’s coefficient of con-
gruence was 0.97, indicating that the one-factor solution in
our study was highly similar to the one-factor solution re-
ported by Strunk and colleagues (17).

Factor loadings for each model and for the English and
Dutch versions of the CCTS-SR can be found in Appendixes
B–D of the online supplement. Mean and standard devia-
tions for both the 29-item and 27-item versions of the ques-
tionnaire can be found in Table 3.

Internal Consistency andFactor Structure of the IPSS-SR
The results of the EFA of the IPSS-SR showed a Kaiser-
Meyer-Olkin (KMO) score of 0.86, indicating that the data
matrix was valid for the factor analysis (31). Seven eigen-
values .1 were identified, and the parallel analysis pointed
to six factors. The scree plot pointed to the presence of three
to seven factors. These initial solutions can be found in Ap-
pendixes E–G of the online supplement. On the basis of
the values in the parallel analysis (four eigenvalues.1, with
the remaining eigenvalues ,1 and closer to the randomly
created values) and the scree test, we decided to retain four
factors in the final model and to test it by using a CFA. We
conducted a second EFA with all 31 items forced into four
factors (see Appendix H of the online supplement for the
factor loadings). We deleted items 11 and 21 because their
factor loadings were ,0.3 for the factors in the pattern
matrix. No items had cross-loadings less than a 0.15 differ-
ence from an item’s highest factor loading in the pattern
matrix. We conducted a third EFA without items 11 and 21
and by forcing themodel to retain four factors (see Appendix
I of the online supplement for the factor loadings). Sub-
sequently, we tested this four-factor structure by using a
CFA and compared it with the original five-factor solution

TABLE 1. Demographic characteristics, severity of depression,
and baseline characteristics of 202 patients with depressiona

Variable M SD

Demographic characteristic
Sex (% female) 62.4
Age 38.24 12.20
Education levelb

Lower (%) 10
Middle (%) 51.9
Higher (%) 38.1

Baseline assessment of
treatment-specific targets
CBTskills:CCTS-SR (29 items) 80.64 22.28
IPT skills: IPSS-SR (31 items) 107.78 24.10
Behavioral activation: BADS 68.42 19.95
Dysfunctional thoughts: CCL 44.81 17.78

Anxiety 17.64 9.30
Depression 27.17 11.04

Depression
BDI-II 34.70 10.02

a BADS, Behavioral Activation for Depression Scale; BDI-II, Beck Depression
Inventory II; CBT, cognitive behavioral therapy; CCL, Cognition Checklist;
CCTS-SR, Competencies of Cognitive Therapy Scale–Self-Report; IPSS-SR,
Interpersonal Psychotherapy Skills Scale–Self-Report; IPT, interpersonal
therapy. All variables were measured at baseline only. Possible scores on the
CCTS-SR range from29 to 203,with higher scores indicatingmoreCBT skills.
Possible scores on the IPSS-SR (31 items) range from 31 to 217, with higher
scores indicating more IPT skills. Possible scores on the BADS range from 0 to
150, with higher scores indicating more behavioral activation. Possible scores
on the CCL range from 0 to 104 (CCL-depression: 0–56 and CCL-anxiety:
0–48), with higher scores indicating more dysfunctional thoughts. Possible
scores on the BDI-II range from 0 to 63, with higher scores indicating greater
severity of depression.

b Lower education level was defined as no former education, special lower edu-
cation, primary school, or practical training school. Middle education level
was defined as completing lower or higher general secondary education or
intermediate vocational education. Higher education was defined as com-
pleting higher vocational education, pre-university education, or university.

TABLE 2. Fit indices of the confirmatory factor analysis of the
CCTS-SR and IPSS-SR in 202 patients with depressiona

Model x2 df CFI TLI RMSEA

CCTS-SR
1. 29-item 1-factor solution 1,440.16 377 .80 .78 .11
2. 27-item 1-factor solution 889.58 324 .88 .87 .09

IPSS-SR
3. 4-factor solution 1,161.13 371 .82 .80 .10
4. Theory-based 5-factor

solution
1,894.34 424 .68 .65 .13

5. 3-factor solution 1,125.55 374 .83 .81 .10
6. 6-factor solution 1,124.71 419 .85 .83 .09
7. 7-factor solutionb

8. Higher order factor
solutionb

9. 5-factor model 1,162.56 424 .84 .83 .09
10. Model 9 merged into

4 factors
1,537.72 428 .76 .74 .11

11. Final 4-factor solution 832.48 269 .85 .84 .10

a CCTS-SR, Competencies of Cognitive Therapy Scale–Self-Report; CFI,
Comparative Fit Index; IPSS-SR, Interpersonal Psychotherapy Skills Scale–
Self-Report; RMSEA, root mean square error of approximation; TLI, Tucker-
Lewis Index. Model fit was tested with the chi-square test (i.e., a nonsignificant
effect or x2: df values of less than 3:1 suggest good model fit); the CFI fit is
considered adequate if the value is ..90 and good if ..95; the TLI is con-
sidered adequate if the value is..90, and..95 indicates good fit; RMSEA cut-
off value is ,.08, and better is ,.05. The higher-order and seven-factor
structure could not be estimated because of high correlations between
factors. All p values ,.01.

b Could not be estimated.
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that was expected based on the development of the IPSS-SR.
The four-factor model resulted in mediocre model fit, but the
theoretically based five-factor solution showed even worse
fit (Table 2, models 3 and 4). Therefore, we decided to addi-
tionally explore and test three-, six-, and seven-factor models
and a higher-order solution model (i.e., in this type of model,
one higher order factor is modeled to explain the correlations
between the theoretically based five factors). Before testing
the solutions by using a CFA for each potential factor solution,
the number of factors was forced into the EFA to identify
items that should be deleted because of low factor loadings
(,0.3) or cross-loadings with less than a 0.15 difference from
an item’s highest factor loading in the pattern matrix. The
higher-order structure and seven-factor solutions (both
models including all items) could not be estimated, the three-
factor model (in this model, items 11 and 19 had been deleted
due to a factor loading,0.3) showedno better fit, but the six-
factor structure (this model included all items) showed
better fit compared with the initial four-factor model (Table
2, models 5–8). However, output of the six-factor model
indicated a correlation.1 between the first and sixth factor,
and we therefore decided to merge these factors into the
first factor. Face validity of the five remaining factors was
inspected and considered low for one of the factors (factor 5,
items 10, 16, 17, 22, 24 and 25) (for the test of this model, see
Table 2, model 9). Scaling these items under factors they
seemed to belong to (factor 3, items 10, 16, 24; factor 2, items
17, 22, and 25) increased face validity but did not improve
fit (Table 2, model 10), and we therefore decided to delete these
items. Deleting the items led to better fit (Table 3, model 11),
although mediocre results were shown on the CFI, TLI, and
RMSEA. The remaining four factors were “communication
skills and social support” (factor 1), “understandingmy own
feelings” (factor 2), “coping with grief and major life change”
(factor 3), and “understanding feelings of others” (factor 4).

Cronbach’s alpha was 0.88 for the final 25-item version
of the IPSS-SR. The final factor loadings and the original and
final versions of the IPSS-SR can be found inAppendixes J–M
of the online supplement. Means and standard deviations
for the final IPSS-SR total- and subscale scores are shown
inTable3.Pearsoncorrelationsbetween the IPSS-SR total and
subscales scores are shown in Table 4.

Relations Among Therapy Skills, Demographic Factors,
Behavioral Activation, Dysfunctional Thinking, and
Depressive Symptoms
We found a moderate and positive correlation between the
CCTS-SR and the IPSS-SR (r=0.41); patients with depression
who had higher scores on the CTSS-SR tended to also have
higher scores on the IPSS-SR. As shown in Table 5, the
CCTS-SR and IPSS-SR scores were not correlated with age,
but higher education level was related to higher IPSS-SR
scores. Higher scores on both the CCTS-SR and the IPSS-SR
total, and on the first, third, and fourth factor scores were
related to lower scores on the BDI-II and to higher scores on
the BADS. Lower scores on the CCL were related to higher

total scores on the IPSS-SR and to higher scores on the first,
third, and fourth factors of the IPSS-SR.

DISCUSSION

The aim of this study was to extend the previous psycho-
metric evaluation of the CCTS-SR by testing the one-factor
structure with a CFA of the Dutch translation. We also de-
veloped and investigated the initial structure validity of an
instrument thatwould enable us to investigate the role of IPT
skills in psychotherapy for depression. The CFA of the
CCTS-SR resulted in poor fit, which was slightly improved,
but still outside the acceptable range, when we deleted two
items that were highly similar. For the IPSS-SR, the best fit
was reached in a model with a four-factor solution, although
fit remained outside the acceptable range. Four factors were
identified: “communication skills and social support,” “un-
derstanding my own feelings,” “coping with grief and major
life change,” and “understanding feelings of others.” Both
instruments showed excellent internal consistency, and, as
expected, higher scores on the IPSS-SR and CCTS-SR were
related to fewer depressive symptoms. Higher levels of be-
havioral activation were related to higher scores on both
the IPSS-SR and CCTS-SR, although higher levels of edu-
cation and fewer dysfunctional thoughts were related to
higher scoreson the IPSS-SRonly.Comparedwith theCCTS-
SR, the IPSS-SR was more strongly related to baseline dys-
functional thinking and behavioral activation, which have
been hypothesized to be related to CBT for depression.
However, the IPSS-SR subscale “understanding my own
feelings”was not related to other key baseline variables or to
depression.

Three findings were in contrast to our expectations. First,
final versions of both questionnaires did not reach adequate

TABLE 3. Mean and standard deviations of the CCTS-SR and
IPSS-SRa

Variable N items M SD

CBT skills: CCTS-SR 29 80.64 22.28
CBT skills: CCTS-SR 27 74.34 20.80
IPT skills: IPSS-SR total 25 90.63 20.25
F1. Communication skills and social
support

9 28.56 8.90

F2. Understanding my own feelings 8 36.09 8.72
F3. Coping with grief and major life
change

4 11.81 4.58

F4. Understanding feelings of others 4 14.15 5.15

a CBT, cognitive behavioral therapy; CCTS-SR, Competencies of Cognitive
Therapy Scale–Self-Report; F, factor; IPSS-SR, Interpersonal Psychotherapy
Skills Scale–Self-Report; IPT, interpersonal therapy. Possible scores on the
CCTS-SR (29 items) range from29 to 203, with higher scores indicatingmore
CBT skills. Possible scores on the CCTS-SR (27 items) range from 27 to 189,
with higher scores indicating more CBT skills. Possible scores on the IPSS-SR
(25 items) range from 25 to 175, with higher scores indicating more IPT skills.
Possible scores on F1 range from 9 to 63, with higher scores indicating better
functioning on the IPSS-SR subscale. Possible scores on F2 range from 8 to 56,
with higher scores indicating better functioning on the IPSS-SR subscale.
Possible scores on F3 range from 4 to 28, with higher scores indicating better
functioning on the IPSS-SR subscale. Possible scores on F4 range from 4 to 28,
with higher scores indicating better functioning on the IPSS-SR subscale.
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fit in the CFA. In other words, our theory about the factor
structure of the questionnaires was not confirmed in our
analyses of the structure of the models. One possible ex-
planation for these findings is that the instruments each
targeted different elements of therapy skills, and the di-
mensionality in the scales was too high to reach adequate fit
for both final factor solutions, even when modeling four sub-
scales in the IPSS-SR. This explanation is consistent with
the simulation study of Beauducel and Wittmann (32), which
showed that the CFI and TLI (with,0.90 and,0.95 criteria)
are likely to lead to rejection of the model when overall factor
loadings are low (0.40–0.50) and when models include
variables that also load on a second factor, although these
loadings are often not modeled in CFA models (this seems
often to be the case in models that measure psychological
constructs; see also 33, 34). On the other hand, Beauducel
and Wittman (32) showed that the RMSEA (with a ,0.08/
0.06 criterion) and x2/degrees of freedom (with a ,2 cri-
terion) criteria seem suitable for studies including these
types of models. Our models did not show good fit on these
two criteria. The CCTS-SR includes items focused on the
skill to cope with dysfunctional thinking and on how to in-
crease behavioral activation, and therefore a one-factor so-
lution might not have been the best model for structuring
the data. For the IPSS-SR, although we were able to identify
four factors, the fit remained outside the acceptable range.
It is possible that the number of items was too low to find
factors for all the elements involved in the construct of IPT
skills. In addition, the present sample had severe depression
on average and was only tested at baseline. Our results,
therefore, are limited to such a sample before the start of
treatment. It is possible that testing structural validity in
the same participants after treatment or in patients with
a broader range of depression scores might lead to a differ-
ent factor structure of the scales. Second, although it is
plausible that better IPT skills are moderately related to less

dysfunctional thinking and both IPT and CBT skills to more
behavioral activation, in contrast to our expectations, the
CCTS-SR was not related to dysfunctional thinking, a
construct that has been hypothesized to be related to the
ability to identify and challenge dysfunctional thoughts.
However, our results show only the correlations between
baseline assessments of treatment-specific targets. The
relations between these constructs may become more sa-
lient when the relations between change in the constructs
from pre- to posttreatment are investigated. Third, the
subscale “understanding my own feelings” in the IPSS-SR
was not related to other treatment-specific targets or to
depression at all. These data may suggest that although the
factor “understanding my own feelings”may be an element
of IPT skills, it may not be related to severity of depression
or to the other targets that have been suggested to be im-
portant in CBT and IPT.

Recommendations for Further Psychometric Research
First, future psychometric studies should investigate the
factor structure of the IPSS-SR and CCTS-SR and test
whether the structure of the scales can be strengthened by
developing and adding new items to measure the different
elements of the scales or by allowing items to load on multiple
factors (if theoretically plausible). Also, the structure of the
IPSS-SR should be tested in other samples to see whether
the results from this sample translate to samples with more
variation in and less severe depression. Second, construct
validity should be further evaluated by investigatingwhether
the scores on the measures are related to scores on similar
measures (e.g., scores on the CCTS-SR should be compared
with scores on observational instruments that measure CBT
skills to measure convergent validity; scores on the IPSS-SR
should be compared with instruments that measure other
established psychological constructs, such as mindfulness,
reflective functioning, or interpersonal functioning, to
measure discriminant validity). In addition, follow-up stud-
ies should determine whether the IPSS-SR factor “un-
derstanding my own feelings” is a relevant part of the IPSS-SR
or whether it relates more closely to other psychological
constructs (e.g., reflective functioning). Third, future studies
should investigate how the CCTS-SR and IPSS-SR perform
psychometrically in the context of a randomized controlled
trial focused on mechanisms of change and whether these
instruments can play a role in explaining change or outcomes
in psychotherapy for depression. Fourth, future studies
should show that improvement of skills learned in therapy
is not merely a reflection of symptom change or increased
knowledge about the constructs. Fifth, the test-retest re-
liability of both measures should be investigated to ensure
that changes over time in therapy skills are not just a result of
measurement error.

Recommendations forResearch onTreatmentProcesses
The CCTS-SR and IPSS-SR should be included in future
treatment studies to investigate whether patients’ therapy

TABLE 4. Pearson correlations between IPSS-SR total score and
subscalesa

Scale Total F1 F2 F3 F4

IPSS-SR total 1.00
F1. Communication skills
and social support

.84** 1.00

F2. Understanding my own
feelings

.76** .43** 1.00

F3. Coping with grief and
major life change

.51** .30** .18** 1.00

F4. Understanding feelings of
others

.73** .57** .38** .28** 1.00

a F, factor; IPSS-SR, Interpersonal Psychotherapy Skills Scale–Self-Report.
Possible scores on the IPSS-SR range from 25 to 175, with higher scores
indicatingmore IPT skills. Possible scoresonF1 range from9 to63,withhigher
scores indicating better functioning on the IPSS-SR subscale. Possible scores
on F2 range from 8 to 56, with higher scores indicating better functioning on
the IPSS-SR subscale. Possible scores on F3 range from 4 to 28, with higher
scores indicating better functioning on the IPSS-SR subscale. Possible scores
on F4 range from 4 to 28, with higher scores indicating better functioning
on the IPSS-SR subscale.

*p,.05, **p,.01.
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skills change over time or pre-
dict relapse of depression.
Moreover, showing that scores
on the CCTS-SR improve dur-
ingCBTmore than during IPT,
or the reverse, would provide
evidence for the specific roles
of CBT and IPT skills. Studies
should further investigate how
acquisition of CBT skills may
translate to change in behav-
ioral activation and dysfunc-
tional thinking. Future research
should test whether therapy
skills act as amediator between
treatment and outcome while
also evaluating whether scores
on the CCTS-SR and IPSS-SR
change before depressive symp-
tom changes occur. Probably
the strongest test of the role of
therapy skills would be to ex-
aminetheeffectof therapyskills
in an experimental setting in
whicha therapyskill acquisition
procedure is isolated and the
direct effects of the pro-
cedure on the CCTS-SR and IPSS-SR scores and depressive
outcome can be tested. Such an experimental studymight also
provide the opportunity to find out whether and how the
acquisition of CBT skills may translate to less dysfunctional
thinking and more behavioral activation.

Strengths and Limitations
Because mechanisms research has been scarce in the field
of IPT for depression, a strength of the present study is that
the development of the IPSS-SR might serve as a next
step toward investigating what change mechanisms may
be involved in the effects of IPT. Also, this study was the
first to translate and investigate the use of the CCTS-SR
in the Dutch population. A major limitation of the analysis
was that only baseline data were available. In addition, the
methods were limited because the factor solution found in the
EFA was not cross-validated by using another sample during
the CFA. Because fit of the factor structures was outside
the acceptable range, interpretation of scores from the CCTS-
SR,andIPTskillsasrepresentedbythefoursubscales, shouldbe
madewith caution. Future studies are needed to investigate the
factor structure of these measures in samples with broader
variance in depression severity and in relation to pre- to
posttreatment change in psychotherapy for depression.

CONCLUSIONS

The role of therapy skills as a mechanism of change in psy-
chotherapy for depression seems promising, but before we

can investigate thismechanism,weneed valid instruments to
measure these skills. The present study represents progress
in theeffort to identify psychometrically soundapproaches to
assessing the skills imparted by therapists during CBT and
IPT. The next steps are to extend research on the factor
structureandconstruct validityof theCCTS-SRandIPSS-SR,
to examine how the CCTS-SR and IPSS-SR perform psy-
chometrically in the context of a randomized controlled trial
focused on mechanisms of change, and to enhance our
knowledge of the role of therapy skills as mechanisms of
change in psychotherapy for depression.
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TABLE 5. Pearson correlations among therapy skills, demographic factors, treatment-specific
targets, and symptoms of depression in patients with depressiona

Patient CCTS-SR CCTS-SR IPSS-SR
characteristic (29 items) (27 items) (25 items) F1 F2 F3 F4

CBT skills
CCTS-SR (29 items) — .99** .41** .35** .32** .14* .32**
CCTS-SR (27 items) .99** — .39** .35** .31** .14* .31**

IPT skills
IPSS-SR (25 items) .41** .39** — .84** .76** .51** .73**

Age .08 .10 –.01 .02 .04 –.03 –.14*
Level of education .02 .02 .24** .22** .18** .14* .19**
Dysfunctional thoughts
CCL –.08 –.07 –.46** –.49** –.11 –.42** –.41**

Behavioral activation
BADS .15* .14 .38** .45** .09 .26** .34**

Depressive symptoms
BDI-II –.15* –.13 –.41** –.43** –.11 –.33** –.36**

a BADS, Behavioral Activation for Depression Scale; BDI-II, Beck Depression Inventory II; CBT, cognitive-behavioral
therapy; CCL, Cognition Checklist; CCTS-SR, Competencies of Cognitive Therapy Scale–Self-Report; F1 (factor 1),
communicationskills andsocial support; F2 (factor2), understandingmyownfeelings;F3 (factor3), copingwithgrief and
major life change; F4 (factor 4), understanding feelings of others; IPSS-SR, Interpersonal Psychotherapy Skills
Scale–Self-Report; IPT, interpersonal therapy. Possible scores on the CCTS-SR (29 items) range from 29 to 203, with
higher scores indicating more CBT skills. Possible scores on the CCTS-SR (27 items) range from 27 to 189, with higher
scores indicating more CBT skills. Possible scores on the IPSS-SR (25 items) range from 25 to 175, with higher scores
indicating more IPT skills. Possible scores on the CCL range from 0 to 104 (CCL-depression: 0–56 and CCL-anxiety:
0–48), with higher scores indicating more dysfunctional thoughts. Possible scores on the BADS range from 0 to 150,
with higher scores indicating more behavioral activation. Possible scores on the BDI-II range from 0 to 63, with higher
scores indicating more severe depression. Spearman correlations were reported for educational level.

*p,.05, **p,.01.
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