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HYPOTHESIS: For cognitive behavioural therapy, acquisition and maintenance of
psychotherapeutic and supervisory competencies is crucial.
METHODS: The PubMed, Web of Science and Scopus databases were searched for
articles containing the following keywords: cognitive-behavioural therapy, competencies, therapeutic relationship, intervention, technique, training, supervision,
self-reflection, empirically supported, transference, countertransference, scheme
of therapy, dialectical behaviour therapy. The search was performed by repeating the words in different combinations with no language or time limitations.
The articles were sorted and key articles listed in reference lists were searched. In
addition, original texts by A.T. Beck, J. Beck, C. Padesky, M. Linehan, R. Leahy,
J. Young, W. Kuyken and others were used. The resources were confronted with
our own psychotherapeutic and supervisory experiences and only most relevant
information was included in the text. Thus, the article is a review with conclusions
concerned with competencies in cognitive behavioural therapy.
RESULTS: For cognitive behavioural therapy, four domains of competencies in
psychotherapy are crucial – relationship, case assessment and conceptualization,
self-reflection and intervention. These may be divided into foundational, specific
and supervisory. The foundational competencies include recognition of empirical basis for a clinical approach, good interpersonal skills, ability to establish and
maintain the therapeutic relationship, self-reflection, sensitivity to a difference
and ethical behaviour. The specific competencies involve the skill of case conceptualization in terms of maladaptive beliefs and patterns of behaviour, ability to
think scientifically and teach this to the patient, structure therapy and sessions,
assign and check homework, etc. The supervisor’s competencies include multiple
responsibilities in supporting the supervisee, identification and processing of
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the therapist’s problems with the patient, continuous development, increasing the supervisee’s
self-reflection, serving as an example and being as
effective as possible in the role of a clinical instructor.
CONCLUSION: Both the literature and our own experiences underline the importance of competencies
in cognitive behavioural therapy and supervision.

with modelling and reflective practice, were perceived
to be most effective in enhancing procedural skills. Selfexperiential work and reflective practice were seen as
particularly helpful in improving reflective capability
and interpersonal skills. In CBT, self-experiential work
and self-reflection lead to increased empathy (BennettLevy et al. 2003).

INTRODUCTION

THE CUBE MODEL AND ITS APPLICATION
IN CBT

Acquisition and maintenance of professional competencies is one of the basic values of a psychotherapist’s
education, irrespective of the therapeutic approach he
or she was trained in. In cognitive behavioural therapy
(CBT), there is increasing evidence of a significant
association between the level of therapeutic competencies and treatment outcome (Grey et al. 2008; Kuyken &
Tsivrikos 2009; Trepka et al. 2004). During their training, therapists are expected to acquire knowledge and
skills to help them better understand patients’ signs and
problems, clearly conceptualize the association between
internal and external aspects of problems, and competently use the acquired knowledge to guide patients
towards solving their problems in order to relieve them
from the signs of their mental disorders. High levels of
their competencies are psychotherapists’ duties towards
both individual patients and the entire society which
has the right to request the competencies from them.
Apart from psychotherapy training itself, containing
the theoretical, practical and supervisory components,
it is the therapists’ duty to maintain their competencies through continuous lifelong education (Newman
2010). Competent psychotherapy requires, among
other things, the ability to incorporate into therapy upto-date knowledge of diagnostics, assessment methods
and therapeutic interventions, interpersonal relational
and communicational skills, sense of timing, ethical
judgement, self-awareness, acumen in collaborating
with clients and colleagues, sensitivity toward diversity
issues, a respect for scientific methods of inquiry, etc.
(Kaslow 2004, Kaslow et al. 2008). Competencies in
psychotherapy are usually defined in several areas: good
knowledge of theory, professional conduct towards
patients, ability to use specific therapeutic strategies,
skills needed to maintain a therapeutic relationship,
skills aimed at achieving a change, adherence to ethical
norms, etc. (Beitman & Yue 1999, Beck et al. 2008). In a
questionnaire distributed to 120 experienced CBT therapists, Bennett-Levy et al. (2009) asked which training
or supervision methods in their experience had been
most effective in enhancing different types of therapyrelevant knowledge or skills. It was found that different
training methods were perceived to be differentially
effective. For example, reading, lectures, talks and modelling were perceived to be most useful for the acquisition of declarative knowledge, while enactive learning
strategies (role-play, self-experiential work), together
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The need to clearly delineate the psychotherapist’s competencies resulted in formulation of the so-called cube
model (Rodolfa et al. 2005), which examines expertise
in conducting psychotherapy across three basic dimensions. These include: (1) foundational competencies,
(2) functional competencies, and (3) developmental
perspective. In each dimension, attitudes, knowledge
and skills may be defined (see Table 1).
(1) Foundational competencies
Foundational competencies are necessary for all
modalities of psychotherapy and comprise the broad
concept of professionalism such as adherence to ethical
standards, a willingness to self-reflect and self-correct,
cross-cultural sensitivity and interdisciplinary collaboration (Havrdová 1999, Havrdová 2008, Newman
2010). Rodolfa et al. (2005) attempted to classify these
competencies and defined 4 foundational competencies
in psychotherapy that are also crucial for CBT. These
are: (a) therapeutic/supervisory relationship, (b) case
conceptualization, (c) application of therapeutic interventions, and (d) self-reflection.
a. The psychotherapist’s foundational competency is
the ability to establish, develop and maintain the therapeutic relationship (Safran & Muran 2000; Young
et al. 2003; Hardy et al. 2007). Sometimes, CBT is
viewed as therapy typically having numerous therapeutic techniques available. However, this notion is
misleading. In addition to individual case conceptualization, the prerequisite for applying any therapeutic strategy is also a well-established therapeutic
relationship (Kimmerling et al. 2000; Leahy 2003;
Hoffart et al. 2006; Hardy et al. 2007; Spinhoven et
al. 2007; Gilbert & Leahy 2007; Prasko et al. 2010a).
This has been recently shown in a research study
of patients with avoidant and obsessive-compulsive
personality disorders, where the most important predictor for successful therapy was a good therapeutic
relationship (Strauss et al. 2006). It is also apparent in
the treatment of depressive patients. When identical
standard strategies were used, patients who established a better therapeutic relationship had better
outcomes (DeRubeis et al. 2005). Therefore, practising skills potentially improving the therapeutic relationship is one of the cornerstones of CBT training
and supervision (Praško et al. 2010; 2011). Without
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establishing a therapeutic relationship, a specific
therapeutic intervention is usually impossible. The
ability to develop a therapeutic alliance is associated with the intrinsic ability of humans to establish
high-quality relationships with individuals, groups
or families. This ability gives rise to learned skills:
• To develop a therapeutic alliance – an atmosphere of safety and understanding (listen to the
patient, express one’s understanding, validate his
or her emotional state, reflect, strengthen, maintain hope, etc.) (Rogers 1967;Patterson 1984;
Bennett-Levy 2006; Greenberg 2007; Thwaites
& Bennett-Levy 2007).
• Respect and tolerance for and sensitivity to differences (cultural, value, racial, etc.). Understanding other cultures, values, expectations
and attitudes is crucial for treating people with
a cultural or social background different from
that of the therapist. In various cultures, cognitive schemata may be adaptive or maladaptive to
varying extents, depending on the others’ expectations (Nisbett 2003; Tseng & Streltzer 2004).
This sensitivity is also important when treating
patients from generations far apart in age since
attitudes to oneself and others are established in
different ways in various generations.
• To titrate the patient’s anxiety in a way that
enables cooperation but also mobilizes the
patient for a change.
• To help the patient relax, find the courage to face
challenges, be patient even though the result is
only apparent after some time, become authentic, open, trusting, withstand failure, criticism
and disappointment without feeling a sense of
injustice or as a victim.
• At the same time, the therapist is an example
of how to relate to other people in an active,
authentic, positive, encouraging, kind and tolerant way.
b. Case conceptualization is the ability to understand
problems and signs from the point of view of the past
and present context. This ability is based on studying the theory but it may only be developed through
practical experiences of working with patients, most
significantly developed by systematic supervision
(Armstrong & Freeston 2003). Good conceptualization stems from understanding and respecting
the scientific basis of therapy. A competent CBT
therapist has sufficient knowledge of the scientific
basis of the cognitive theory of mental illness but
is also aware of the limitations of current scientific
knowledge (Clark et al. 1999). It is important that
he or she knows the latest developments in CBT,
both in research and practical application, in order
to be able to work with schemata, use behavioural
experiments, work with imagination flexibly when
processing traumatic emotions from childhood,
trauma overwriting, work with attentiveness and

meta-cognitions, etc. A competent CBT therapist
also views his or her work, similar to scientific work,
with healthy scepticism. Each case conceptualization is in fact a hypothesis and strategy selection is a
method, the result of which is seen as a measurable
outcome. In CBT, case conceptualization involves
behavioural, functional and cognitive analyses, mapping current signs in the categories of antecedents,
cognitions, emotions, behaviour, consequences and
interpersonal relations, determination of predisposing and precipitating factors and mapping core schemata and conditional assumptions that are related to
the current problems.
c. Therapists’ interventions should stem from case
conceptualization. They are designed to relieve
patients’ suffering and promote their health, modify
their conditions for the benefit of themselves, their
families and those around them. Adequate selection
of therapeutic interventions requires continuous
growth of therapists’ knowledge, such as learning
about the latest discoveries in the field, advances
in therapy, knowing ethical and legal norms, and
resolving individual and cultural variations (Vargas
et al. 2008; Koocher et al. 2008). Cognitive behavioural therapy is typically characterized by careful
training of individual interventions by role-playing
and their use in supervision with the help of audio
or video feedback (Prasko et al. 2011a).
d. Self-reflection is a complex process of realizing the
therapist’s own cognitions and attitudes, emotions
and behaviours toward the patient, and how these
are related to his or her personal core schemata and
conditional assumptions, and their potential modification when working on oneself or in supervision.
From the CBT perspective, self-reflection requires
(Hoffart et al. 2002; Aubuchon & Malatesta 2003;
Kaslow et al. 2008; Prasko et al. 2010b):
• developed ability to realize, observe and think
about the therapist’s own experiencing;
• ability to maintain distance from oneself, knowing one’s own emotions, ability to be true to
oneself and to have no illusions, willingness to
admit one’s own limitations and blind spots,
ability to withstand criticisms and learn from it,
willingness to be supervised, desire for further
understanding one’s role in the treatment of a
particular client;
• ability to understand which reactions of the
therapist are related to countertransference;
• therapeutic use of one’s own thinking, emotional, bodily and imaginative experiences in
interaction with the client.
(2) Specific competencies
Specific competencies represent specific skills and
knowledge such as diagnosis and assessment, guiding
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Tab. 1. Competencies in CBT divided into foundational, functional and developmental for attitudes, knowledge and skills (adapted from
Prasko et al. 2011).

ATITUDES

KNOWLEDGE

FOUNDATIONAL COMPETENCIES

FUNCTIONAL COMPETENCIES

DEVELOPMENTAL
PERSPECTIVE

•
•
•
•
•
•
•
•
•
•

Good relationship with people
Humanism
Optimism
Curiosity and need to understand
Respect for differences
Humanity, kindness, tolerance
Need for self-development
Regard for truth
Humility
Tenacity

•

•

•
•
•

•
Knowledge of psychopathology
Diagnosis and diagnostic criteria
Knowledge of psychological theories
of personality and psychopathology
•
Knowledge of the main
psychotherapeutic schools, their
theories and practices
Case formulation
The patient’s indication for
psychotherapy

Understanding the learning theory and individual •
methods used to achieve changes in thinking,
attitudes, behaviour, emotions and bodily
reactions.
Understanding the CBT model in individual
disorders (depression, individual anxiety
disorders, somatoform disorders, eating disorders,
psychoses, relationship problems, etc.)

Gradually increasing
ability to understand in
a more comprehensive
way throughout both
training and therapy

•
Creating safe atmosphere
Empathetic listening
Expressing acceptance
Validation of the patient’s emotional •
conditions
Strengthening of the patient
Congruence
•
Strengthening hope
Establishing and maintaining the
•
therapeutic relationship
Conducting a supportive interview
Conducting a motivational interview •
Titration of anxiety
Self-reflection

•
Working in a CBT model based on case
conceptualization and the ability to share it with
the client
Ability to guide therapeutic sessions in a
structured manner (psychoeducation, evaluation,
measurement, drawing up an agenda, feedback,
assigning and discussing homework, etc.)
Ability to conceptualize a disorder in a CBT model
and share the model with the client
Guiding the client in planning activities and
structuring time
Identification of automatic thoughts and making
them conscious with the patient, conducting
Socratic dialogue. Cognitive restructuring, using
recording of automatic thoughts
Preparing and guiding exposure therapy
(education, making graduated steps, patient
facilitation, flooding, exposure in imagination,
interoceptive exposure, exposure with response
inhibition)
Planning and performing behavioural experiments
with the client
One’s own communication skills and guiding the
patient in training social skills, communication
and assertiveness
Solving problems with the patient
Working with core schemata and conditional
assumptions
Processing of traumatic emotions from the past
Trauma overwriting in imagination

Acquiring skills from
simple to more complex
and from foundational
to functional

•
•
•
SKILLS

•
•
•
•
•
•
•
•
•
•
•
•

•
•

Respect for scientific knowledge in the field;
scientificity and objectivity
Purposefulness and planning
Analytical, systemic and holistic approach

•

•

•
•
•
•
•
•

therapy and supervision, the ability to structure sessions, assign adequate homework to patients and use
them to develop the patients’ skills to solve their problems, conceptualize patients’ problems in terms of dysfunctional attitudes and behaviour patterns. An integral
part of competent cognitive behavioural therapy is the
use of empirical approaches to therapy. Examples of
such methods are behavioural activation (e.g. Dimi-
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•

Accepting unfinished
business
Acknowledging
changes over time
Accepting continued
self-education

djian et al. 2008), rational meaning reframing (e.g.
Strunk et al. 2007), gradual and interoceptive exposure
in patients with panic attacks (e.g. Addis et al. 2006),
exposure and ritual prevention for OCD (e.g. Wilhelm
& Steketee 2006), repeated processing of trauma combined with a change of meaning of the event in PTSD
(e.g. Resick et al. 2008) and a long list of others. These
CBT procedures are most competently performed only
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if the therapist is experienced and knows, based on his
or her case conceptualization, when to use the skills and
uses them sensitively, in the right time and with a high
level of professionalism, uses adequate scales to assess
the patient’s condition prior to and after intervention
to find out if it is beneficial for the patient, ensures
generalization of what the patient learns during intervention by systematically assigning homework. Selection of an intervention or its preference to others may
also be related to transference and countertransference
relationships that the therapist should be aware of or
should learn about in a beneficial way during his or her
supervision (Linehan & Kehreer 1993; Beck et al. 2004;
Newman & Beck 2009). Although extensive results of
CBT studies paint a very encouraging picture (Butler
et al. 2006), much work still has to be done to develop
strategies that would help patients resistant to various
therapeutic approaches including pharmacotherapy
(Coffman et al. 2007). The fact that many very effective approaches are available in CBT does not mean,
however, that an individual therapist is able to use them
appropriately if needed by a patient. Especially in case of
more complicated and resistant patients, the difference
between therapists may be enormous. Some therapists
directly refuse more complicated patients (borderline
patients, those with hypochondriasis or personality
disorders, etc.) and claim that CBT is not indicated
in these patients although studies clearly suggest that
it is indicated more than any other possible psychotherapeutic approaches. Also the fact that numerous
very effective CBT methods for resistant patients have
only been introduced in recent years leads to the fact
that therapists who do not follow the latest trends and
do not participate in additional workshops are usually
unable to use them. The situation is even more serious
in the Czech Republic and other former Eastern Bloc
countries where routine tracking the latest developments worldwide by reading journal or internet articles
in English is not a part of educational culture. On the
other hand, it is impossible for every therapist to be
able to deal with any problem, knowing all therapeutic
options that could be used (Dobson & Dobson 2009).
Nevertheless, the level of CBT therapist’s competence
is positively associated with the rate of improvement
in therapy, as shown by several studies of depression
(Kuyken et al. 2009; Trepka et al. 2004).
What interconnects the individual elements of
effective and competent CBT is empirical thinking.
The ability to arrange clinical data in a reliable and
meaningful way, as well as the ability to formulate and
verify hypotheses and select appropriate interventions
resulting from the hypotheses are the most important
characteristics of empirically oriented therapists. Additionally, one of typical features of CBT is that in its
course, patients learn to think more empirically, how to
distinguish subjective impressions from objective data,
how to follow important aspects of their own functioning, how to decrease the tendency to ascribe causative

influences to accidental circumstances, and how to formulate hypotheses that they may systematically verify
by behavioural experiments or other adequate means.
One of the most obvious examples of clinical empiricism is case formulation as a set of hypotheses (Beck et
al. 1979; Kuyken et al. 2009) to be tested and revised
if new information appears that rejects some of the
hypothesis.
a. Core techniques. A CBT therapist needs to be proficient in several basic cognitive behavioural techniques and skills, to teach some of them to his or her
patients. These include:
• self-observation – used to obtain data on the
most important situations, thoughts, behaviour,
emotions and consequences;
• guided discovery – asking questions that help
explore alternative meanings and evaluations;
• creating new ways of behaviour by role-play
during sessions or homework such as behavioural experiments;
• planning of activities rightly assumed to provide the patient with feelings of joy, success and
meaningfulness;
• relaxation and controlled breathing to reduce
tension, anxiety, anger or strong reactions
in in vivo and interoceptive exposure or in
imagination;
• performing and using the existing skills and
homework in new situations to increase the
chance to maintain the therapeutic effect.
Similarly, the CBT therapist must be able to reflect
his or her own skills and maintain the ability to apply
them naturally and continuously, at any time necessary
for the patient’s therapy (Bennett-Levy 2006). If a philosophy of cooperation is applied, the therapist should
guide the patient in a structured manner by asking
questions and formulating hypotheses, not only listen
to him or her passively or, which is the other extreme,
give authoritative orders. There are numerous other
CBT techniques that may be derived from the above
core techniques. An overview of these techniques is
beyond the range of this text but may be found in some
other resources (e.g. Leahy & Holland 2000; Freeman
et al. 2005).
b. Achieving and maintaining functional competencies in CBT. The basic assumption for the therapist
to master the necessary skills in an optimal way
is a sufficient amount of work. A good cognitive
behavioural therapist should attempt to apply his
or her skills during every session with a patient. A
necessary but not sufficient condition for achieving
and maintaining therapeutic skills is an adequate
number of actively treated patients. These skills,
however, must have been previously learned by
role-play during training and repeatedly improved
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during supervision and rehearsed by their application to one’s own problems (Newman 2010).
Even experienced therapists stop using certain
strategies actively. This phenomenon, referred to as
therapeutic drift, is a certain form of safety behaviour, with the therapist gradually losing the courage
to apply certain therapeutic strategies (Waller 2009).
Alternatively, it is more comfortable for him or her
to just talk with the patient and reflect empathetically than to be active. For a short time, the patient
may feel better in such therapy but he or she usually
does not change the important aspects of his or her
thinking and behaviour. The therapist is concerned
that the patient will not be able to manage certain
CBT strategies (in particular exposure, role-play,
work with schemata, work with trauma in imagination, etc.). This results in the therapist’s mostly supportive, non-directive approach that prevents CBT
from being effective. If the therapist does not use
these active strategies, their application gradually
becomes less natural for him or her and he or she is
more concerned about using them.
(3) Developmental perspective
Developmental perspective focuses on which phase of
training the trainee is, what the trainee may know at
a specific phase of his or her professional growth and
what the adequate supervision in that particular phase
is (Newman 2010). There seems to be an agreement
between individual therapy schools of thought that an
issued training certificate may only guarantee the therapist’s competencies for a limited period of time and
these have to be developed throughout life (Lichtenberg
et al. 2007; Kaslow et al. 2007).

COMPETENCIES FOR THE SUPERVISORY
PROCESS IN CBT
The supervisor has numerous tasks and responsibilities to guide the supervisee, facilitate as autonomous
professional growth as possible, teach him or her therapeutic skills, follow the ethical principles, help him or
her avoid burnout, but at the same time, consider the
patient’s benefit to be most important (Linehan and
McGhee 1994, Falender and Shafranske 2007).
Foundational competencies in CBT supervision
The CBT supervisor must have identical competencies to those of the CBT therapist. Moreover, he or she
should be able to establish the supervisory relationship,
different from the therapeutic relationship in many
parameters (Praško et al. 2010a), must strengthen the
supervisee and yet provide him with enough space for
individual growth, understand well his or her influence
on and power over the supervisee and clearly realize
in which phase of his or her therapeutic development
the supervisee is (Kaslow et al. 2007). The supervisor
must be prepared to deal with cultural, ethnic or other
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differences, be sensitive and respectful to them. The
supervisor is also responsible for the supervisee’s development and his or her entrances into the supervisee’s
work through his or her recommendations. He or she
must realize both the supervisee’s and his or her own
countertransference and talk about it openly in a nonhurting manner (Praško et al. 2011b). He or she also
needs to watch the borders of the supervisory process
so that supervision does not turn into personal psychotherapy (Newman 2010). Additionally, the supervisor
is an example for the supervisee of how to make clinical decisions, think ethically, communicate in a positive sense, strengthen, understand and guide another
person, take care of one’s own growth, protect oneself
from burnout, cooperate in an interdisciplinary way
and consider other options as well.
a. Specific competencies in CBT supervision. The supervisor discusses case conceptualization with the
supervisee, guides the supervisee to further study,
shows him or her resources, discusses alternatives
to his or her approach, may teach him or her new
skills and techniques, gives him or her an opportunity to practise these skills (e.g. when working
in imagination or by role-play during supervision
sessions) (Kuyken et al. 2009; Praško et al. 2011a).
The supervisor’s tasks are to teach the supervisee
understand and treat the patient in a way ensuring the best possible therapy result, to support the
development of the therapist’s own style, to boost the
supervisee’s self-confidence, to help the supervisee
better understand his or her work with the patient
in the broadest possible context, including attitudes
to oneself, others and the world, to teach the supervisee understand attitudes, thoughts, behaviours or
emotions related to transference and countertransference (Armstrong & Freeston 2003; Waltz et al.
1993; Safranske & Falender 2008). Therefore, the
supervisor should behave in the way that he or she
requires from the supervisee, that is, show respect
and empathy, create an atmosphere of security and
acceptance, encourage and appreciate, be congruent, able to reveal hidden contracts in therapy and
inform the therapist about them in an acceptable
way, provide the therapist with other possible solutions to consider, be straightforward and optimistic
when dealing with other people (Greben & Ruskin
1994). To provide supervision, the supervisor should
be able to (Beck et al. 2008): (a) consult and stimulate, (b) monitor the administrative aspects of therapy (keeping records), set up a learning relationship,
(d) teach, develop and strengthen, (e) strengthen the
individual ability to discover and choose, (f) evaluate the decision process and alternatives, (g) monitor
professional ethical issues, and (h) provide expertise.
The supervisor’s role, however, is not only to reassure the supervisee within the safe setting of the
supervisory relationship and to facilitate the experi-
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ence of acceptance and appreciation (the necessary
foundation that further supervision steps are based
on) but also to stimulate him or her to search and
provide him or her with even a negative feedback
in a manner that is stimulating rather than critical
(Hawkins & Shohet 2004). The supervisor should
regularly listen to recorded supervisee’s sessions and
provide him or her with highly specific feedback,
aimed not at criticism but at further development of
the supervisee’s skills (Beck et al. 2008; Newman &
Beck 2008). For qualitative and quantitative evaluation of supervision, supervisees may use the socalled Cognitive Therapy Scale (CTS, Young & Beck
1980), covering all important basic components of
a CBT session (creating a session programme, setting up cooperation, focusing on key behaviours
and cognitions, understanding the problem, used
strategies for change, asking for feedback, checking and assigning homework, etc.) and assessing on
a scale from 0 to 6. If regularly used, the scale may
indicate the quality of sessions, ultimately related to
therapy results (Trepka et al. 2004). During supervision, the supervisor deals mainly with the therapist’s
understanding of and behaviour towards the patient
or with the therapist’s attitudes and emotional reactions. It is important, however, that the supervisor also reflects a broader background of what is
happening and realizes his or her own attitudes,
emotional reactions and patterns of behaviour that
interfere with the supervisory process.
b. Developmental perspective in CBT supervision.
During the supervisee’s therapeutic maturation,
supervision gradually becomes more sophisticated,
from simple case conceptualization and cognitive
restructuring, through role-play, use of imagination
and work with core schemata, to work with the therapeutic relationship and countertransference reactions. Gradually, the therapist learns to understand
a wider context of the therapeutic relationship, with
respect to the patient’s past and social background,
and to process his or her own countertransference
reactions (Henry et al. 1993; Rodenhauser 1992). As
time passes, the didactic role of supervision becomes
less important and the main methods for discovering facts and case conceptualization are guided discovery, role-play, imagination and work with one’s
own attitudes. The format of advanced supervision
is fully based on all participants’ agreement. However, the most important thing is that the supervisee
himself or herself comes with a clearly formulated
order.

CONCLUSIONS
In psychotherapy, a need has recently emerged to
clearly define the psychotherapist’s competencies
when providing psychotherapy. Cognitive behavioural
therapists may complete their training only after they
demonstrate both a high level of foundational therapeutic competencies similar to those in other areas
of psychotherapy (ability to establish the therapeutic
relationship, understand the patient, being empathetic,
supportive and non-condemning, show interest in the
patient, watch one’s borders, etc.) and a high level of
specific cognitive behavioural competencies related to
specific cognitive behavioural case conceptualization
with formulation and verification of hypotheses about
what caused and what maintains the problem, the ability to assess and measure the achieved change, apply
tailored therapeutic strategies based on individualized
case conceptualization, guide the patient, demonstrate
appropriate behaviour to him or her in both role-play
and real-life situations, provide him or her with feedback, teach him or her to evaluate his or her behaviour,
thoughts and emotions and plan strategies for controlling them, etc.
For good-quality acquisition of therapeutic knowledge, skills and attitudes, regular supervision is necessary to help the supervisee, gradually, step by step and
in accordance with the stage of his or her therapeutic
training and maturation, put everything into practice,
consider this and other options, alternatives, ethical
issues and his or her own power.

ACKNOWLEDGEMENT
Supported by grant IGA MZ CR NS 10301-3/2009
REFERENCES
1 Addis ME, Hatgis C, Cardemil E, Jacob K, Krasnow AD and Mansfield A (2006). Effectiveness of cognitive-behavioral treatment
for panic disorder versus treatment as usual in a managed care
setting: 2-year follow-up. J Consult Clin Psychology. 74: 377–385.
2 Armstrong PV and Freeston MH (2003). Conceptualising and formulating cognitive therapy supervision. In: Bruch M, Bond FW:
Beyond Diagnosis. Case Formulation Approaches in CBT. Wiley,
Chichester, 349–371.
3 Aubuchon PG and Malatesta VJ (2003). Managing the therapeutic relationship in behavior therapy: the need for a case formulation. In: Bruch M, Bond FW: Beyond Diagnosis. Case Formulation
Approaches in CBT. Wiley, Chichester, 141–166.
4 Beck AT, Rush AJ, Shaw BF, Emery G (1979). Cognitive Therapy of
Depression. New York, Guilford.
5 Beck AT, Freeman A, Davis DD and Associates (2004). Cognitive
therapy of Personality Disorder. The Guilford Press, New York.
6 Beck JS, Sarnat JE, Barenstein V (2008). Psychotherapy-based
approaches to supervision. In: Falender CA, Shafranske EP (eds):
Casebook for Clinical Supervision. American Psychiatric Association, Washington, 57–96.
7 Beitman B, Yue D: Learning Psychotherapy (1999). A TimeEfficient, Research-Based, and Outcome-Measured Training
Program. New York, Norton.

Neuroendocrinology Letters Vol. 32 No. 6 2011 • Article available online: http://node.nel.edu

787

Jan Prasko, Jana Vyskocilova, Petr Mozny, Miroslav Novotny, Milos Slepecky
8 Bennett-Levy J (2006). Therapist skills: a cognitive model of their
acquisition and refinement. Behavioural and Cognitive Psychotherapy. 34: 57–78.
9 Bennett-Levy J, Lee N, Travers K, Pohlman S and Hamernik E
(2003). Cognitive therapy from the inside: enhancing therapist
skills through practising what we preach. Behavioural and Cognitive Psychotherapy. 31: 145–163.
10 Bennett-Levy J (2006). Therapist skills: A cognitive model of their
acquisition and refinement. Behavioural and Cognitive Psychotherapy. 34: 57–78.
11 Bennett-Levy J, McManus F, Westling BE, Fennell M (2009).
Acquiring and Refining CBT Skills and Competencies: Which
Training Methods are Perceived to be Most Effective? Behavioural and Cognitive Psychotherapy. 37: 571–583.
12 Butler AC, Chapman JE, Forman EM and Beck AT (2006). The
empirical status of cognitive-behavioral therapy: A review of
meta-analyses. Clinical Psychology Review. 26: 17–31.
13 Clark DA, Beck AT, and Alford BA (1999). Scientific foundations of
cognitive theory and therapy of depression Hoboken, NJ, Wiley.
14 Coffman SJ, Martell CR, Dimidjian S, Gallop R and Hollon SD
(2007). Extreme non-response in cognitive therapy: Can behavioral activation succeed where cognitive therapy fails? J Consulting Clin Psychology, 75: 531–541.
15 DeRubeis RJ, Brotman MA and Gibbons CJ (2005). A conceptual
and methodological analysis of the nonspecifics argument. Clinical Psychology: Science and Practice. 12: 174–183.
16 Dimidjian S, Martell CR, Addis ME and Herman-Dunn R (2008).
Behavioral activation for depression. In: Barlow DH (ed): Clinical
Handbook of Psychological Disorders: A Step-by-Step treatment
manual. New York, NY: Guilford Press, 328–364.
17 Dobson D and Dobson KS (2009). Evidence-based practice of
cognitive-behavioral therapy. New York, NY: Guilford Press.
18 Falender CA and Shafranske EP (2008). Best practices of supervision. In: Falender CA, Shafranske EP (eds): Casebook for Clinical
Supervision. American Psychiatric Association, Washington,
3–16.
19 Freeman A, Felgoise SH, Nezu AM, Nezu CM and Reinecke MA
(2005). Encyclopedia of Cognitive Behavioral Therapy. New York,
NY: Springer.
20 Gilbert P and Leahy RL (2007). The Therapeutic Relationship in
Cognitive-Behavioral Therapy. London, England: RoutledgeBrunner.
21 Greben SE and Ruskin R (1994). Significant aspects of the
supervisor-supervisee relationship and interaction. In: Greben
SE, Ruskin R (eds): Clinical Perspectives of Psychotherapy Supervision. American Psychiatric Press, Washington, 1–10.
22 Greenberg LS (2007). Emotion in the relationship in emotion
focused therapy. In: Gilbert P and Leahy RL (Eds.), The Therapeutic Relationship in the Cognitive-Behavioural Psychotherapies
(pp. 43–62). London: Routledge.
23 Grey N, Salkovskis P, Quigley A, Clark DM and Ehlers A (2008).
Dissemination of cognitive therapy for panic disorder in primary
care. Behavioural and Cognitive Psychotherapy. 36: 509–520.
24 Hardy G, Cahill J and Barkham M (2007). Active ingredients of the
therapeutic relationship that promote client change: a research
perspective. In P. Gilbert and R. L. Leahy (Eds.), The Therapeutic
Relationship in the Cognitive-Behavioural Psychotherapies (pp.
24–42). London: Routledge.
25 Havrdová Z: Competencies in social work [Kompetence v praxi
sociální práce]: Praha: Osmium, 1999.
26 Havrdová Z: Many faces, one target. [Mnoho tváři, jeden cíl].
In: Havrdová Z, Hajný M (eds): Practical supervision [Praktická
supervize]. Galén, Praha 2008; 47-64.
27 Hawkins P, Shohet R (2004). Supervize v pomáhajících profesích.
Portál, Praha.
28 Henry WP, Strupp HH, Butler SF, et al. (1993). Effects of training
in time-limited psychotherapy: changes in therapist behavior. J
Consult Clin Psychol. 61: 434–4
29 Hoffart A, Hedley LM, Thornes K, Larsen SM, and Friis S (2006).
Therapists’ emotional reactions to patients as a mediator in cognitive behavioural treatment of panic disorder with agoraphobia. Cogn Behav Ther. 35(3): 174–182.

788

30 Hoffart A, Versland S and Sexton H (2002). Self-understanding,
empathy, guided discovery, and schema belief in schemafocused cognitive therapy of personality problems: a processoutcome study. Cognitive Therapy and Research. 26: 199–219.
31 Kaslow NJ, Dunn SE and Smith CO (2008). Competencies for psychologists in Academic Health Centers (AHCs). Journal of Clinical
Psychology in Medical Settings. 15: 18–27.
32 Kaslow NJ, Rubin NJ, Forrest L, et al. (2007). Recognizing, assessing, and intervening with problems of professional competence.
Professional Psychology: Research and Practice. 38: 479–492.
33 Kaslow NJ (2004). Competencies in professional psychology.
American Psychologist. 59: 774–781.
34 Kimmerling R, Zeiss A and Zeiss R (2000). Therapist emotional
responses to patients: Building a learning-based language. Cogn
Behav Pract. 7: 312–321.
35 Koocher GP, Shafranske EP, Falender CA (2008). Addressing
ethical and legal issues in clinical supervision. In: Falender CA,
Shafranske EP (eds): Casebook for Clinical Supervision. American
Psychiatric Association, Washington, 159–180.
36 Kuyken W, Padesky CA and Dudley R (2009). Collaborative Case
Conceptualization: Working Effectively with Clients in CognitiveBehavioral Therapy. New York, NY: Guilford Press.
37 Kuyken W and Tsivrikos D (2009). Therapist competence, comorbidity and cognitive-behavioural therapy for depression.
Psychotherapy and Psychosomatics. 78: 42–48.
38 Leahy RL (2003). Overcoming Resistance in Cognitive Therapy.
The Guilford Press, New York.
39 Leahy RL and Holland SJ (2000). Treatment Plans and Interventions for Depression and Anxiety. New York, NY: Guilford Press.
40 Lichtenberg JW, Portnoy SM, Bebeau MJ, Leigh IW, Nelson
PD, Rubin NJ, Kaslow NJ (2007). Challenges to the assessment
of competence and competencies. Professional Psychology:
Research and Practice. 38: 474–478.
41 Linehan MM, Kehrer CA (1993). Bordeline personality disorder.
In: Barlow, D. H. (ed.): Clinical handbook of psychological disorders. A step-by-step treatment manual. The Guilford Press, New
York, 396–441.
42 Linehan MM, McGhee DE (1994). A cognitive-behavioral model
of supervision with individual and group component. In: Greben
SE and Ruskin R (eds): Clinical Perspectives on Psychotherapy
Supervision. American Psychiatric Press, Inc. Washington DC,
165–188.
43 Newman CF and Beck AT (2008). Selecting, training, and supervising therapists in randomized controlled trials. In: Nezu AM
and Nezu CM (eds): Evidence-Based Outcome Research: A Practical Guide to Conducting Randomized Controlled Trials for Psychosocial Intervention. Oxford, England: Oxford University Press,
245–262.
44 Newman CF and Beck AT (2009). Cognitive therapy. In: Kaplan
RM and Saddock BJ (eds): Comprehensive Textbook of Psychiatry
(9th ed.), Baltimore, MD: Lippincott, Williams and Wilkins, 2857–
2873.
45 Newman CF (2010). Competency in conducting cognitivebehavioral therapy: foundational, functional, and supervisory
aspects. Psychotherapy Theory, Research, Practice, Training. 47:
12–19.
46 Nisbett RE (2003). The Geography of Thought: How Asians and
Westerners Think Differently And Why. New York, NY: Free Press.
47 Patterson CH (1984). Empathy, warmth, and genuineness in psychotherapy: a review of reviews. Psychotherapy. 21: 431–438.
48 Persons J (1989). Cognitive Therapy in Practice: A Case Formulation. New York, WW Norton.
49 Prasko J, Diveky T, Grambal A, Kamaradova D, Mozny P, Sigmundova Z, Slepecky M, Vyskocilova J (2010a). Transference and
countertransference in cognitive behavioral therapy. Biomed
Papers. 154: 189–198.
50 Prasko J, Vyskocilova J (2010b). Countertransference during
supervision in cognitive behavioral therapy. Activitas Nervosa
Superior Rediviva. 52(4): 251–260.
51 Prasko J, Vyskocilova J, Slepecky M, Novotny M (2011). Principles
of supervision in cognitive behavioural therapy. Biomedical
Papers. 155: XX. [epub ahead of print]

Copyright © 2011 Neuroendocrinology Letters ISSN 0172–780X • www.nel.edu

Competencies in cognitive behavioural therapy
52 Resick PA, Monson CM and Rizvi SL (2008). Posttraumatic stress
disorder. In. Craighead WE, Miklowitz DJ and Craighead LW (eds):
Psychopathology: History, Diagnosis, and Empirical Foundations. Hoboken, NJ: Wiley, 234–278.
53 Rodolfa E, Bent R, Eisman E, Nelson P, Rehm L and Ritchie P
(2005). A cube model for competency development: Implications for psychology educators and regulators. Professional
Psychology: Science and Practice. 36: 347–354.
54 Rodenhauser P (1992). Psychiatry residency programs: trends in
psychotherapy supervision. Am J Psychother. 46(2): 240–249.
55 Rogers CR (1967). On Becoming a Person: A Therapist’s View of
Psychotherapy. London: Constable and Company.
56 Safran JD and Muran JC (2000). Negotiating the Therapeutic Alliance: a relational treatment guide. New York: Guilford.
57 Shafranske EP and Falender CA (2008). Supervision addressing personal factors and countertransference. In: Falender CA,
Shafranske EP (eds): Casebook for Clinical Supervision. American
Psychiatric Association, Washington, 97–120.
58 Spinhoven P, Giesen-Bloo J, van Dyck R, Kooiman CG, and Arntz
A (2007). The therapeutic alliance in schema-focused therapy
and transference-focused psychotherapy for Borderline Personality Disorder. J Consul Clin Psych. 75: 104–115.
59 Strauss JL, Hayes AM, Johnson SL, Newman CF, Barber JP, Brown
GK, Beck AT (2006). Early alliance, alliance ruptures, and symptom change in cognitive therapy for avoidant and obsessivecompulsive personality disorders. J Consult Clin Psychol. 74:
337–345.

60 Strunk DR, DeRubeis RJ, Chiu AW and Alvarez J (2007). Patients’
competence in and performance of cognitive therapy skills:
Relation to the reduction of relapse risk following treatment for
depression. J Consult Clin Psychology. 75: 523–530.
61 Trepka C, Rees A, Shapiro DA, Hardy GE and Barkhan M (2004).
Therapeutic competence and outcome of cognitive therapy for
depression. Cognitive Therapy and Research. 28: 143–157.
62 Tseng WS and Streltzer J (2004). Cultural Competence in Clinical
Psychiatry. Washington, DC: American Psychiatric Press.
63 Thwaites R and Bennett-Levy J (2007). Conceptualizing Empathy
in Cognitive Behaviour Therapy: Making the Implicit Explicit.
Behavioural and Cognitive Psychotherapy. 35: 591–612.
64 Young J and Beck AT (1980). Cognitive Therapy Rating Scale
Manual. University of Pennsylvania, Philadelphia.
65 Young JE, Klosko JS and Weishaar ME (2003). Schema Therapy: a
practitioner’s guide. New York: Guilford.
66 Vargas LA, Porter N, Falender CA (2008). Supervision, culture and
context. In: Falender CA, Shafranske EP (eds): Casebook for Clinical Supervision. American Psychiatric Association, Washington,
121–136.
67 Waller G (2009). Evidence-based treatment and therapist drift.
Behaviour Research and Therapy. 47: 119–127.
68 Waltz J, Addis M, Koerner K, Jacobson N (1993). Testing the
integrity of a psychotherapy protocol assessment of adherence
and competence. J Consult Clin Psychol. 61: 620–630.
69 Wilhelm S and Steketee GS (2006). Cognitive Behavioral Treatment for Obsessive-Compulsive Disorder: A Guide for Professionals. Oakland, CA: New Harbinger.

Neuroendocrinology Letters Vol. 32 No. 6 2011 • Article available online: http://node.nel.edu

789

