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Abstract
We describe the development and psychometric properties of a new measure called the Skills of
Cognitive Therapy (SoCT) in depressed adults and their cognitive therapists. The eight-item SoCT
assesses patients' understanding and use of basic cognitive therapy (CT) skills rated from the
perspectives of both observers (SoCT-O; therapists in this report) and patients (SoCT-P). Ratings
of patients’ skill usage are made on 5-point Likert-type scales ranging from 1 ("never") to 5
("always or when needed”). Higher scores reflect greater patient skill in applying cognitive
therapy principles and coping strategies. To develop this scale, we used a 33-item pool, rated by
both patients and their therapists at the middle and end of CT (Ns = 359–416), and evaluated the
reliability and concurrent and predictive validity of both versions of the scale. The SoCT has
excellent internal consistency reliability and moderate correlations between the observer and
patient versions. Importantly, the SoCT showed good predictive validity for response when
collected at the midpoint of acute phase CT. Considering both patients’ self-ratings and clinicians’
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SoCT ratings, the odds ratio for responding to CT was 2.6. We discuss the practical utility of the
SoCT, as well as its theoretical importance in research of patient CT skills (e.g., acquisition,
comprehension, and generalization) as putative moderators or mechanisms of symptom change in
the therapy.
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Introduction
“Learning” is hypothesized to be a mechanism of change in most psychotherapy. While the
theories underlying each school of psychotherapy differ with respect to what is taught and
learned, most posit that learning promotes some form of change. If behavioral scientists can
specify and measure what therapists teach and patients learn in psychotherapy, then
investigators can begin to identify the key mechanisms facilitating or impeding change.

In cognitive and behavioral therapies for depression (CT, BT, and CBT), a primary goal is to
teach patients to recognize and alter relations between emotions, thoughts, and behavior in
order to relieve emotional distress and symptoms. A basic hypothesis underlying CT for
depression is that the more skill patients show in acquiring, comprehending, using, and
generalizing fundamental CT skills (which we label as general patient CT skill), the better
the outcome of treatment will be (Jarrett, Vittengl, & Clark, 2008). Thus, the levels of
patients’ CT skill comprehension and generalization are mechanisms hypothesized to
promote the change process.

Currently, there are few measures available that attempt to assess all of the components of
patients’ CT skill level (e.g., comprehension and usage). The Cognitive Therapy Awareness
Scale (CTAS; Wright et al., 2002) is a 40-item multiple choice measure evaluating patients’
recognition of automatic thoughts and categorization of logical errors. Although the CTAS
assesses comprehension of CT-relevant constructs, it does not assess the patient’s actual use
or generalization of CT skills.

The Ways of Responding (WOR; Barber & DeRubeis, 1992; 2001) assesses patients’
“amount and quality” of compensatory skills (which is conceptualized as a type of coping
skill) by applying content-analytic methods to rate respondent narratives. Patients are
prompted to imagine themselves in problematic vignettes in which they are thinking
particular negative thoughts. They then rate how vividly they can imagine the scenario and
write down what they would do and think in these situations.

In contrast to the WOR, which appears to tap skill comprehension, Strunk, DeRubeis, Chiu,
and Alvarez (2007) created the Performance of Cognitive Therapy Skills Scale (PCTS) to
assess not only patients’ skill comprehension but also their usage or performance. Observers
were trained to rate patients’ CT skill use across three domains: behavioral activation, work
on automatic thoughts, and/or schema or core-beliefs. Thirty-five outpatient responders to
CT for moderate to severe depression showed increased skill usage as assessed by mean
PCTS scores by the end of acute phase CT. Interestingly, scores on the WOR and PCTS
appeared uncorrelated, suggesting, in this small sample, that skill comprehension and usage
may be unrelated. Because the PCTS ratings rely on videotape review and content-analytic
methods by raters, the PCTS is impractical for most practitioners to use and likewise may be
difficult for researchers to use in large samples.
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Other investigators have developed measures of distinct constructs that have been
hypothesized to relate to patient CT skill, making them candidates for moderators or
mechanisms of symptom change during CT. Examples include pretreatment use of other
coping skills as measured by the Self Help Inventory (SHI; Burns & Nolen-Hoeksma, 1991),
measures of homework compliance (e.g., Callan et al., 2010; Gaynor, Lawrence, & Nelson-
Gray, 2006; and Kazantzis, Deane, & Ronan, 2004), as well as therapist competence, often
measured by the Cognitive Therapy Scale (CTS; Vallis, Shaw, & Dobson, 1986), or
therapist adherence to CT, measured by the Collaborative Study Psychotherapy Rating Scale
(CSPRS; Hollon, 1984; Webb, DeRubeis, & Barber, 2010). Each of these relevant
constructs and instruments are important, but they do not directly assess the patients’ level
of skill in understanding and applying CT fundamentals.

Thus, there appears to be an unmet need for a reliable, practical, and efficient measure of
patients’ comprehension and use of CT tools and skills that will be valid for tracking and
understanding processes of change in CT. To fill this gap, we developed a new eight-item
measure, the Skills of Cognitive Therapy (SoCT), and describe its development, content,
and psychometric properties here. The SoCT-Patient Version (SoCT-P) is a self-report
questionnaire that reflects patients’ perception of their own skill level.1 The observer
version of the SoCT (SoCT-O) is intended to reflect observers’ perception of patients’ skills
and can be used by treating therapists, raters, or training supervisors who watch sessions,
videotapes, or read transcripts. The same eight items are administered in both the SoCT-P
and the SoCT-O, but the items are rephrased to apply to ratings by the patient or by an
observer (i.e., here the therapist). In this article, we report on relations among the SoCT and
measures of depressive symptoms and cognitive content over the course of acute phase CT.
We report on both the SoCT-P and -O, with therapists as observers. In addition to examining
the psychometric properties of the SoCT, we tested the hypothesis that greater patient CT
skill at the midpoint of acute phase CT predicts improved depressive symptoms at the end of
CT.

Method
Data were drawn from an ongoing, two-site clinical trial comparing acute phase CT
responders randomized to continuation-phase CT, fluoxetine, or pill placebo (called the
Continuation Phase Cognitive Therapy Relapse Prevention [C-CT-RP] Trial, [Jarrett &
Thase, 2010]). In developing the SoCT, we used data collected from the diagnostic
evaluation and acute phase of CT. Thus, here we summarize methods relevant to the current
analyses. We emphasize that during acute phase CT protocol, patients were not prescribed
antidepressant medications. We refer readers to Jarrett and Thase (2010) for additional detail
regarding the context in which the SoCT was developed. All methods were approved
annually by the local Institutional Review Boards (IRBs) and by the trial’s Data Safety and
Monitoring Board (DSMB). All patients provided written informed consent.

Participants
Patients were both self- and practitioner-referred to the Department of Psychiatry,
Psychosocial Research and Depression Clinic at The University of Texas Southwestern
Medical Center at Dallas (Principal Investigator: Robin B. Jarrett, Ph.D.) and to the Mood
Disorders Treatment Research Program at the Western Psychiatric Institute and Clinic of the
University of Pittsburgh Medical Center (Principal Investigators: Michael E. Thase, M.D.
and Edward Friedman, M.D.). Recruitment methods included ads on the Internet and in

1As explained subsequently, the final measure contains one item directly assessing understanding of CT principles and seven items
assessing use of CT tools or skills. Because understanding is implicit in the use of CT tools/skills, for simplicity’s sake, hereafter, we
refer primarily to the use or application of these skills, rather than always repeating “understanding” as well.
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newspapers, churches, hospitals, clinics, and other community settings. Sampled patients (N
= 523) were outpatients with recurrent MDD diagnosed by the Structured Clinical Interview
for DSM-IV (SCID-I; First, Spitzer, Gibbon, & Williams, 1996) who: (a) remitted between
depressive episodes, had at least one prior episode with complete inter-episode recovery, or
had antecedent dysthymic disorder; and (b) had a score of ≥ 14 on the 17-item Hamilton
Rating Scale for Depression (HRSD-17; Hamilton, 1960; Williams, 1988). Excluded
patients: (a) had severe or poorly controlled concurrent medical disorders that may cause
depression or require medication that could cause depressive symptoms; (b) had concurrent
DSM-IV psychotic or organic mental disorders, bipolar disorder, active alcohol or drug
dependence, primary (i.e., predominant) obsessive compulsive disorder or eating disorders;
(c) scored < 14 on the 17-item HRSD at either the initial or a second interview; (d) could not
complete questionnaires written in English; (e) were an active suicide risk; (f) had
previously not responded to a trial of at least 8 weeks of CT conducted by a certified
therapist; (g) had previously not responded to ≥ 6 weeks of 40 mg of fluoxetine; (h) were
pregnant or planned to become pregnant during the first 11 months after intake; or (i) did not
provide informed consent. When needed, we also collected a physical exam and laboratory
data to make certain that patients were diagnostically eligible. Patients who were taking
psychotropic medications were able to participate if they discontinued the medication, were
unmedicated for at least one week before entering the study, and agreed to maintain
medication-free status.

Of the 523 patients who consented to the study, 410 completed acute phase CT; 395 patients
attended the blinded evaluation used to define post acute phase CT response (see below).
The current analyses include patients for whom self- and therapist-reported SoCT data were
available at the middle and end of CT (Ns ranged from 359 to 416).

Acute Phase Cognitive Therapy (CT)
Acute phase CT consisted of a 16–20 individual session protocol (Beck, Rush, Shaw, &
Emery, 1979) with the aim of reducing depressive symptoms and teaching CT skills.
Patients could complete sessions over a maximum of 14 weeks, to allow for missed
appointments to be rescheduled. Sessions 1–8 occurred twice weekly. Thereafter, patients
who experienced < 40% reduction in HRSD-17 scores (compared to HRSD-17 scores from
the diagnostic assessment) were categorized as “late responders” and continued receiving
twice weekly sessions for a total of 20 sessions. Patients who experienced ≥ 40% reduction
in HRSD-17 scores were categorized as “early responders” and began receiving once
weekly sessions for a total of 16 sessions. The four additional CT sessions were provided to
give late responders a better chance of experiencing symptom reduction, which also would
increase the likelihood that they would be eligible to continue into the next phase of the
study relevant to preventing relapse. Patients were not paid for their participation. Sessions
were videotaped. No pharmacotherapy was prescribed.

Cognitive Therapists
The 15 therapists (7 in Dallas; 8 in Pittsburgh) included 11 women and 4 men. At the Dallas
site, all therapists were doctoral level and, at the Pittsburgh site, 3 were doctoral level; the
remaining therapists were masters level. Before therapists treated protocol patients, they
demonstrated proficiency in: (a) CT, as defined by the site supervisors’ judgment and by
maintaining CTS scores ≥ 40; and (b) their clinician ratings for the HRSD-17 and DSM-IV
diagnoses of Major Depressive Disorder (MDD). Experienced faculty members led the
weekly group supervision sessions at each site and were available for individual case
consultation. The supervisory groups watched and completed the CTS for randomly
selected, videotaped sessions. Therapy supervisors and their teams used the CTS to provide
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feedback to therapists. The Principal Investigators and DSMB monitored the quality of the
CTS scores across sites and time.

Measures
Major Depressive Episode (MDE)—The Current Major Depressive Disorder section of
the SCID-I for DSM-IV was administered at the diagnostic evaluation, three times during
acute phase CT, within 7 days of the last acute phase CT session, and any time a patient
exited the protocol. Reliability between raters using the previous version of the SCID has
been adequate (major depressive disorder kappa = .72; Riskind, Beck, Berchick, Brown, &
Steer, 1987). In the current dataset, inter-rater reliability for diagnoses of major depressive
episodes was moderate. In a sample of 39 patients rated by 4 to 21 clinicians each, the
median kappa of all pairwise comparisons was .53 while the uncorrected percent agreement
among raters was 88%.

Depression Symptom Severity—Symptom severity measures included the 17-item
HRSD, 30-item Inventory of Depressive Symptomatology—Self Report (IDS-SR; Rush et
al., 1986), and the 21-item Beck Depression Inventory (BDI; Beck, Ward, Mendelson,
Mock, & Erbaugh, 1961). Clinicians administered the HRSD-17 at the diagnostic
evaluation, follow-up interview, weekly during acute phase treatment, within 7 days of the
last acute phase CT session, and any time a patient exited the protocol. Patients completed
the BDI and IDS-SR at diagnostic evaluation, weekly during acute phase treatment, within 7
days of the last acute phase CT session, and any time they exited the protocol. Higher scores
on the HRSD-17, IDS-SR, and BDI indicate more severe depressive symptoms, and the
reliability and validity of the measures for assessing depression symptom severity is well
established in clinical research (e.g., Vittengl, Clark, Kraft, & Jarrett, 2005). Past research
indicates that these measures mark the same underlying construct during acute phase CT
(Vittengl et al., 2005) and so can be aggregated to provide a robust symptom index. In the
current dataset, we standardized measures based on the distribution of scores at the first
acute phase CT session, computed the mean of the patient reports (BDI and IDS-SR), and
averaged the patient-report mean with the clinician-rated HRSD-17. Alpha internal
consistency reliability computed for the two-index, patient-clinician composite was high at
the assessments used in the current analyses: session 1 (.80), session 11 (.90), and at the end
of acute phase CT (.90).

Dysfunctional Attitudes Scale (DAS)—The DAS (Form A; Weissman, 1979) is a 40-
item self-report measure of dysfunctional thoughts. Patients respond on 7-point Likert scales
(ranging from “agree very much” to “disagree very much”) to statements about self-concept,
happiness, perfectionism, and thoughts and feelings relevant to depression. Higher scores
indicate more dysfunctional attitudes with greater severity. The validity of the DAS for
assessing depressive cognition is supported by its ability to distinguish persons diagnosed
with depression versus non-depressed controls (Otto et al., 2007; Nelson, Stern, & Cicchetti,
1992). Alpha internal consistency reliability was high at the assessments used in the current
analyses: intake (.93), after acute phase CT session 11 (.94), and at the end of acute phase
CT (.94).

Attributional Style Questionnaire (ASQ)—We used a revised, shortened version
(Dykema, Bergbower, Doctora & Peterson, 1996) of the original ASQ (Peterson et al.,
1982), in which patients generate causes for 12 hypothetical negative events and rate the
extent to which the causes are stable (vs. unstable) and global (vs. specific). Respondents
rate the 24 items (12 for each scale) from −3 to 3; higher total scores reflect more
depressogenic (i.e., stable and global) attributions. Higher scores have been correlated with
both acute and chronic depression (Riso et al., 2003) and lower than average rehabilitation
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in cardiac patients (Bennett & Elliott, 2005). The stable and global scales, respectively,
demonstrated good internal consistency at the assessments used in the current analyses:
intake (.81, .79), after acute phase CT session 11 (.85, .81), and at the end of acute phase CT
(.86, .84).

Beck Hopelessness Scale (BHS)—The BHS measures an individual’s negative
expectancies about the future (Beck & Steer, 1988; Beck, Weissman, Lester, & Trexler,
1974). The scale consists of 20 true/false items; higher total scores mark greater
hopelessness. Higher scores on the BHS correlate with greater severity of depression (Beck,
Kovacs, & Weissman, 1975) and suicidality (Beck, Steer, Kovacs, & Garrison, 1985). The
BHS demonstrated high internal consistency at the assessments used in the current analyses:
intake (.89), after acute phase CT session 11 (.90), and at the end of acute phase CT (.92).

Self-Control Schedule (SCS)—The SCS assesses use of self-control methods to solve
behavioral problems (Rosenbaum, 1980) and may be viewed as a measure of learned
resourcefulness. Respondents rate 36 items involving use of cognitive strategies, problem-
solving strategies, delay of gratification, and belief in one’s ability to regulate internal events
on 6-point Likert-type scales ranging from +3 (very characteristic of me) to −3 (very
uncharacteristic of me). Higher SCS scores reflect resourcefulness and correlate with higher
confidence (Akgun, 2004), lower scores on the BDI (Slessareva & Muraven, 2004), and
response to CT among patients with more severe depressive symptoms (Burns, Rude,
Simons, Bates, & Thase, 1994). The SCS demonstrated good internal consistency at the
assessments used in the current analyses: intake (.85), after acute phase CT session 11 (.87),
and at the end of acute phase CT (.89).

Development of the SoCT Item Pool
The first author (RBJ) drafted the original SoCT pool and instructions to the respondents.
The 33-item pool (Jarrett & Kraft, 1998) was finalized after the cadre of cognitive therapists
at The University of Texas Southwestern Medical Center at Dallas’s Psychosocial Research
and Depression Clinic thoroughly evaluated and provided feedback which was used to
revise the draft instrument as follows.

The expert cognitive therapists were asked to suggest revisions to the original item pool
content–including both item wording and domain coverage—to ensure that the measure
assessed patient skills they considered important in CT. Subsequently, the therapists rated
the revised 33 items after watching up to four cognitive therapy sessions to verify that items
addressed observable behaviors. Some items were reworded, but all 33 items were retained
and no items were added, because the experts verified that after the rewordings, the item
pool had excellent content validity in terms of addressing all the important skills taught in
cognitive therapy.

Skills of Cognitive Therapy (SoCT)—Patients and CT therapists rated 33 candidate
items reflecting patients' understanding and use of basic cognitive therapy skills from 1
("never") to 5 ("always or when needed”). Patients and therapists completed the SoCT after
acute phase CT session 11 (i.e., midpoint of acute phase) and again at the end of acute phase
CT, using the time frame "over the last month.”

Patients completed the SoCT-P before a given therapy session started, whereas therapists
completed the SoCT-O after the therapy session ended. Both raters considered how often the
patient had used the tool or skill from CT over the “past month.” The interval of the “past
month” was selected because: (a) we reasoned that CT skills would develop over a longer
interval than days or, perhaps, weeks, and skill assessment needed to mirror skill
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development; (b) we wanted both patients and therapists to consider use of skills between
therapy sessions; and (c) some CT skills might be used only intermittently, so a relatively
long time period was needed to allow for the opportunity for all targeted skills to be used.

Acute phase CT response—Response at the end of acute phase CT was defined as the
absence of MDE and an HRSD-17 score of ≤ 12, as assessed by an independent, blinded
evaluator. Seventy-four percent (n=292/395) of patients were considered responders in this
post-treatment, blinded evaluation.

Results
Selection of SoCT Scale Items

To inform item selection, we submitted the 33 candidate items to principal axis factor
analyses using half the sample, randomly selected. We then verified the internal consistency
reliability of the final scale in the second half of the sample. Separate factor analyses for
patients’ and therapists’ ratings, at both the midpoint and end of acute phase CT, supported
1-factor solutions (see Table 1). In all analyses, the first factor was very large (accounting
for 66–82% of the common variance), and all items loaded highly (> .50) on it, and inter-
item correlations were moderate to high (medians = .42–.69).

Because the factor analysis indicated that any relatively small subset of the items would
produce a unidimensional scale with high internal consistency reliability, final selection of
items was completed with the goals of maximizing content validity and the possibility of
future testing of cross-modal convergent validity, that is, via correlating the measure with
observable behaviors. More specifically, we selected items (a) to ensure coverage of a wide
range of important CT skills (e.g., understanding connections of mood to thoughts and
dysfunctional assumptions; testing the validity of negative cognitive content; engaging in
positive activities) and (b) with behavioral content that may be easier to observe and score
reliably (e.g., in future studies of CT session video recordings). The eight selected items (see
Appendix) consisted of one item assessing understanding of the important basic principles
of CT and seven items assessing various CT tools and skills, and formed an internally
consistent scale in the halves of both the therapist and patient samples that were reserved for
replication (alpha range .89 to .93; see Table 1). We used this scale in all further analyses.
The scale is scored by averaging the eight items, with possible total scores ranging from 1 to
5. Higher scores indicate greater patient CT skill usage and understanding.

Skill Level and Changes Over Time
Both patients and therapists, at the middle and end of acute phase CT, reported that the
patients demonstrated CT skills between “half” and “most” of the time, on average (means
between 3 and 4; see Table 2). A repeated-measures multilevel model showed that patients
rated themselves higher in skill than did therapists (F[1,1137] = 29.50, p < .01, d = 0.17) and
that SoCT scores increased from the middle to the end of acute phase CT (F[1,1145] =
73.95, p < .01, d = 0.28). The rater × time interaction, however, was not significant
(F[1,1134] = 0.49, p = .48, d = 0.05), indicating that patients’ and therapists’ scores
increased about equally during acute phase CT. Study site (Dallas vs. Pittsburgh) did not
predict SoCT scores as a main effect or interaction with rater or time (ps > .05) and was
excluded from the final model.

Congruence between therapists’ and patients’ ratings was moderate at both the middle (.43)
and end (.44) of CT (see Table 3). Correlations from the middle to end of CT were
moderately strong for both therapist (.72) and patient (.67) ratings, consistent with some
individual differences in skill growth during the last half of acute phase treatment.
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Relations of SoCT Scores with Depressive Symptoms and Cognitive Content
As shown in Table 4, depressive symptoms and cognitive content assessed before CT were
largely unrelated to SoCT ratings at the middle and end of CT. Thus, CT skill development
was largely independent of initial levels of depressive symptoms and cognitions. The
exception to this pattern was that greater self-reported learned resourcefulness (as measured
by the Self-Control Schedule) predicted greater self-reported (but not therapist-reported) CT
skill.

By mid-CT, and again at the end of CT, the SoCT related widely to the depressive symptom
and cognitive content measures. Patients with higher SoCT scores had lower depressive
symptoms, greater odds of response, lower dysfunctional attitudes, less hopelessness, higher
learned resourcefulness, and fewer stable and global attributions for negative events. Not
surprisingly, correlations tended to be stronger at the same, compared to across, assessment
times.

Therapist- and Patient-Rated SoCT: Independent and Aggregate Predictions
Both patient- and therapist-rated SoCT scores obtained at the middle and end of CT
predicted depression and cognitive content at the end of CT (see Table 4). We explored
patient- and therapist-rated SoCT scores’ independent and aggregate predictive power to
understand further the overlap and divergence between the two skill-rating perspectives. As
shown in Table 5, both patient and therapist SoCT scores contributed uniquely to prediction
of depressive symptoms and response to CT. An index formed from the average of patient
and therapist SoCT ratings (see Table 5) predicted depressive symptoms and CT response at
the end of CT slightly better than did patient and therapist ratings alone (see Table 4).

In contrast, patient SoCT ratings taken at the middle and end of CT largely dominated
therapist SoCT ratings in predicting patient-reported cognitive content measures assessed at
the end of CT (see Table 5). All 10 correlations between patient SoCT ratings at the middle
and end of CT remained significant predictors of the cognitive content variables at the end
of CT when controlling therapist SoCT ratings, whereas controlling patient SoCT ratings
reduced 8 of 10 therapist SoCT predictions into the non-significant range. The two
exceptions were smaller but still significant predictions of the hopelessness measure from
the therapist-rated SoCT (at the middle and end of CT) when controlling patient ratings.
Further, averaged therapist and patient SoCT ratings (see Table 5) were typically slightly
weaker predictors of the cognitive content measures than were patient SoCT ratings alone
(see Table 4).

Odds of Response to CT based on SoCT Scores
To clarify patient, therapist, and aggregate SoCT ratings’ prediction of CT response, we
computed the expected odds of response at the end of CT from selected SoCT score levels at
the middle and end of CT (see Table 6). We include confidence intervals to highlight the
need for replication of our findings with this new instrument. Higher SoCT scores at both
time points predicted greater odds of response most clearly, but other patterns were also
noteworthy. For example, lower SoCT scores (≤ 2.25) at the middle of CT were less
predictive of non-response than were comparably low scores at the end of CT. In addition,
higher SoCT scores (≥ 4.50) were associated with high to very high odds, but did not
guarantee response. Finally, averaging patients’ and therapists’ scores yielded predictions of
somewhat lower response rates with low SoCT scores (≤ 2.25) and slightly higher response
rates with high SoCT scores (≥ 4.50), compared to either patients’ or therapists’ scores
alone. This pattern is consistent with the aggregate SoCT’s stronger prediction of depressive
symptoms and response (see Tables 4 and 5).
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Discussion
The field continues to search for moderators and mechanisms of symptom change in
cognitive therapy for depression and yet has limited technologies to measure some of the
most important variables hypothesized to affect change, such as patient cognitive therapy
skill level. We report on the development of the SoCT as a reliable and valid measure of
patient acquisition, comprehension, and generalization of CT skill in a large sample
(collected over an eight and a half-year period) from the perspectives of patients and their
therapists. The SoCT fills a unique niche as a short measure with both self-report and
observer versions and can reduce assessment burden, compared to existing alternatives. The
observer version is designed for use by therapists or other reliable raters knowledgeable of
cognitive therapy principles (e.g., trainees or supervisors who are trained to criterion on
rating patient CT skills while watching videotaped sessions or reading transcripts).

Results from this large sample of depressed patients and their therapists suggested that on
average patients used CT skills “most” to “half” of the time and that skills increased over the
course of CT. Although therapists tended to rate patient skill levels lower than the patients
themselves, the two types of ratings converged moderately. Skill development in CT
appeared to increase independent of pretreatment levels of depressive symptoms and
negative cognition, but, not surprisingly, self-reported skill was positively related to pre-
treatment levels of patient-reported learned resourcefulness. Skills of Cognitive Therapy
(SoCT) scores from both patients and therapists at the midpoint and end of CT predicted the
probability of response to cognitive therapy, which may have important implications for
improving clinical care. We reported parameters (i.e., SoCT-P and -O solely vs. in
combination and distinct criterion scores) that influence the strength of the prediction.

The generalizability of these findings is limited by the characteristics of the patient sample
(i.e., adults presenting with recurrent MDD) and by the characteristics of the therapists, (i.e.,
highly experienced CT therapists who participated in regular supervision). In future studies,
it will be important to evaluate the SoCT in patients with other forms of depression, in
therapists with less experience, and in diverse clinical settings. Even presuming that the
promise of the SoCT is confirmed in these cases, it is likely that the SoCT will require
adaptation for other disorders treated with CT. For example, the first item (i.e., “The patient
[I] understood that his/her [my] thoughts, feelings, and behaviors can contribute to his/her
[my] depression”) could be revised to include another primary symptom such as “anxiety.”
Similar disorder-specific revisions may be needed in items 2 and 4 when the non-mood
disorder is primary or comorbid with depression. Whether other content revisions that
pertain to cognitive therapy skills will be needed is a matter of future research.

Alternate time frames for assessing skill use may be important. In this study the respondents
rated use of CT skills “over the past month.” Other time frames, such as days or weeks,
could be evaluated. In addition, the present analyses are silent with respect to how long it
takes to develop skill or begin to use CT skills in the interval from intake to the midpoint of
CT. We did not collect a baseline SoCT because we reasoned that skills take time (and
sessions) to develop. This assumption should be evaluated in future studies.

Finally, in this preliminary study we did not develop the methods nor evaluate the
psychometrics underlying SoCT-O when observers who are not the treating therapists
provide the ratings. Thus, relations between observers’ perceptions of patient CT skill level
to that of patients and their therapists are not documented here. However, to justify the
inherent time and expense of such observer ratings of patient skill level from videotapes or
transcripts, these ratings will need to provide additional insights that are not available from
patients and/or therapists.
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The data herein suggest that the patients’ learning and use of CT compensatory strategies
(which we think of as “skill”) predict fewer symptoms at the end of acute phase CT for adult
outpatients with recurrent major depressive disorder. This result supports the hypothesis that
greater patient CT skill (measured at the midpoint) predicts improvements in depressive
symptoms (measured at the end of CT). The SoCT could be used in clinical practice to
identify patients with sub-optimal skill and to intervene with adjunctive therapeutic tools
designed to boost patient learning. We offer the SoCT for consideration in (a) practice
settings, (b) research on other psychiatric disorders, and (c) theory building and revision
regarding the moderators and mechanisms responsible for change in cognitive therapy.
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Appendix

Skills of Cognitive Therapy – Observer [Patient] Version
© 2010 Robin B. Jarrett, Ph.D., The University of Texas Southwestern Medical Center at
Dallas, all rights reserved2

Directions – For each statement below, circle the number that best indicates how often the
patient [you] used tools or skills from cognitive therapy during the past month, where:

1. Never

2. Almost Never

3. Half the Time

4. Most of the Time

5. Always or When Needed

1. The patient [I] understood that his/her [my] thoughts, feelings, and behaviors can contribute
to his/her [my] depression.

1 2 3 4 5

2. The patient [I] examined his/her [my] underlying assumptions (or schema) and how they
contributed to his/her [my] depression.

1 2 3 4 5

3. The patient [I] identified automatic negative thoughts and completed thought records. 1 2 3 4 5

4. The patient [I] scheduled and participated in activities which improved his/her [my] mood. 1 2 3 4 5

5. The patient [I] looked for alternative explanations when he/she [I] had negative thoughts. 1 2 3 4 5

6. The patient [I] weighed the evidence for and against negative thoughts. 1 2 3 4 5

7. The patient [I] tested negative automatic thoughts or beliefs by setting up experiments. 1 2 3 4 5

8. The patient [I] stated his/her [my] thoughts in ways that could be tested. 1 2 3 4 5

2The SoCT may be reproduced and used free-of-charge for non-commercial research and in
clinical practice if administered at no charge to test respondents. All copies of the SoCT
must contain the following copyright notice: © 2010 Robin B. Jarrett, Ph.D., The
University of Texas Southwestern Medical Center at Dallas, all rights reserved;
reproduced with permission.
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Table 1

Principal Axis Factor Analysis of SoCT Item Pool

33-Item Pool in Development Sample 8-Item Scale

Assessment Eigenvalues
for First and

Second Factors

Loadings on
First Factor:

Median (Range)

Inter-Item
Correlation:

Median (Range)

Alpha in
Replication

Sample

Therapist (Mid-Acute Phase CT) 20.8; 2.4 .80 (.65–.87) .61 (.25–.96) .90

Therapist (End of Acute Phase CT) 23.1; 1.9 .85 (.72–.92) .69 (.36–.95) .93

Patient (Mid-Acute Phase CT) 14.3; 3.1 .65 (.52–.81) .42 (.12–.83) .86

Patient (End of Acute Phase CT) 16.7; 2.8 .73 (.60–.80) .49 (.24–.92) .89

Note. SoCT = Skills of Cognitive Therapy; CT = Cognitive Therapy.
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Table 3

Test-Retest and Convergent Correlations Among SoCT Assessments

Assessment 1 2 3

1. Patient Mid-CT ---

2. Patient End of CT .67 ---

3. Therapist Mid-CT .43 .35 ---

4. Therapist End of CT .39 .44 .72

Note. Ns=344–384. SoCT = Skills of Cognitive Therapy; CT = Cognitive Therapy. All correlations p < .01.
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Table 4

Correlations of Depressive Symptoms and Cognitive Content Measures with SoCT Assessments

SoCT Assessment

Measure Patient
Mid-Acute
Phase CT

Therapist
Mid-Acute
Phase CT

Patient
End Acute
Phase CT

Therapist
End Acute
Phase CT

Early/Pre-CT

 Depression Symptoms Aggregate −.07 −.13 .05 −.07

 Dysfunctional Attitudes Scale −.08 −.02 −.10 −.09

 Beck Hopelessness Scale −.07 .01 −.09 −.05

 Self-Control Schedule .29* .03 .25* .06

 Attributional Style Quest. - Stable −.09 −.01 −.07 −.08

 Attributional Style Quest. - Global −.12 −.10 −.05 −.12

Mid-CT

 Depression Symptoms Aggregate −.38* −.41* −.26* −.27*

 Dysfunctional Attitudes Scale −.37* −.16* −.29* −.21*

 Beck Hopelessness Scale −.39* −.30* −.36* −.31*

 Self-Control Schedule .43* .22* .41* .23*

 Attributional Style Quest. - Stable −.25* −.17* −.25* −.15*

 Attributional Style Quest. - Global −.32* −.17* −.29* −.15*

End of CT

 Depression Symptoms Aggregate −.31* −.31* −.49* −.39*

 Response
   (no MDE and HRSD-17 ≤ 12)

.17*

(OR=1.9*)
.21*

(OR=2.1*)
.35*

(OR=3.5*)
.31*

(OR=2.6*)

 Dysfunctional Attitudes Scale −.32* −.14* −.45* −.22*

 Beck Hopelessness Scale −.33* −.25* −.48* −.35*

 Self-Control Schedule .40* .17* .55* .27*

 Attributional Style Quest. - Stable −.25* −.15* −.33* −.21*

 Attributional Style Quest. - Global −.25* −.18* −.28* −.16*

Note. Ns=336–416. Primary values are Pearson’s r. Symptoms aggregate is the mean of one clinician-rated report (17-item Hamilton Rating Scale
for Depression) and the average of two patient-rated reports (Beck Depression Inventory; Inventory of Depressive Symptomatology-Self Report)
standardized relative to the first CT session assessment.

SoCT = Skills of Cognitive Therapy; CT = Cognitive Therapy; MDE = Major Depressive Episode; OR = odds ratio from logistic regression with
response as the dichotomous outcome variable.

*
p < .01.
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