
 

 

APPROVED: 

Jennifer L. Callahan, Major Professor 
C. Edward Watkins, Committee Member 
Randall J. Cox, Committee Member 
Vicki Campbell, Chair of the Department of 

Psychology 
David Holdeman, Dean of the College of Arts 

and Sciences 
Victor Prybutok, Dean of the Toulouse 

Graduate School 

ASSESSMENT OF COMPETENCIES AMONG DOCTORAL TRAINEES IN PSYCHOLOGY 

Samantha D. Price, M.S. 

Dissertation Prepared for the Degree of 

DOCTOR OF PHILOSOPHY 

UNIVERSITY OF  NORTH TEXAS 

Augus t 2017 



Price, Samantha D. Assessment of Competencies Among Doctoral Trainees in 

Psychology. Doctor of Philosophy (Clinical Psychology), August 2017, 58 pp., 8 tables, 1 figure, 

references, 53 titles.  

The recent shift to a culture of competence has permeated several areas of professional 

psychology, including competency identification, competency-based education and training, and 

competency assessment. A competency framework has also been applied to various programs 

and specialty areas within psychology, such as clinical, counseling, clinical health, school, 

cultural diversity, neuro-, gero-, child and pediatric psychology. Despite the spread of 

competency focus throughout psychology, few standardized measures of competency assessment 

have been developed. To the authors’ knowledge, only four published studies on measures of 

competency assessment in psychology currently exist. While these measures demonstrate 

significant steps in progressing the assessment of competence, three of these measures were 

designed for use within individual programs, two of these international (i.e., UK and Taiwan). 

The current study applied the seminal Competency Benchmarks, via a recently adapted 

benchmarks form (i.e., Practicum Evaluation Form; PEF), to practicum students at the University 

of North Texas. In addition to traditional supervisor ratings, the present study also involved self-, 

peer supervisor, and peer supervisee ratings to provide 360-degree evaluations. Item-response 

theory (IRT) was used to evaluate the psychometric properties of the PEF and inform potential 

revisions of this form. Supervisor ratings of competency were found to fit the Rasch model 

specified, lending support to use of the benchmarks framework as assessed by this form. Self- 

and peer-ratings were significantly correlated with supervisor ratings, indicating that there may 

be some utility to 360-degree evaluations. Finally, as predicted, foundational competencies were 

rated as significantly higher than functional competencies and competencies improved 



significantly with training. Results of the current study provide clarity about the utility of the 

PEF and inform our understanding of practicum-level competencies. 
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CHAPTER 1 

OVERVIEW OF COMPETENCY LITERATURE 

Professional psychology has begun shifting toward a “culture of competence” (Roberts, 

Borden, Christiansen, & Lopez, 2005, p. 356) since the mid-1980s. Significant work has been 

done in this relatively short time. This recent work has contributed to a greater understanding of 

competence, specifically identifying – and, to some extent, agreeing upon – areas of competence 

that professionals in psychology should attain, as well as making important progress on the 

evaluation of these competencies.  

Groundbreaking work was done at the National Council for Schools and Programs of 

Professional Psychology (NCSPP) 1986 conference, bringing competencies of training into the 

focus of professional psychology (Peterson et al., 1992; Peterson, Peterson, Abrams, & Stricker, 

1997). Six areas of core competency were identified at this conference, shifting the focus from 

concerns about content to that of possessing abilities and demonstrating performance. 

In 2002, more than 130 professional psychologists gathered at the Competencies 

Conference: Future Directions in Education and Credentialing (Kaslow, Borden, & Collins, 

2004) to discuss issues of competency identification, assessment, and education/training. Based 

on group consensus, eight competency areas were initially identified and served as the 

foundation for further discussion and refinement with specific work groups focused on distinct 

areas (e.g., developmental stages of competency). This conference was critical in propelling the 

culture of competence in psychology forward and resulted in several essential works.  

One of the most influential results of the Competencies Conference was the Cube model 

(Rodolfa, Bent, Eisman, Nelson, Rehm, & Ritchie, 2005), which delineated seven foundational 

and six functional competencies for five developmental stages of competency and highlighted 
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intersections of each of the foundational and functional competencies. Since its development, the 

Cube model has become increasingly influential. This model has informed supervision 

framework (Falender & Shafranske, 2010) and has been applied to various programs or 

specialties within psychology, such as clinical health (France et al., 2008; Kerns, Berry, 

Frantsve, & Linton, 2009; Masters, France, & Thorn, 2009), counseling (Lin & Huang, 2011), 

clinical neuropsychology (Rey-Casserly, Roper, & Bauer, 2012), primary care (McDaniel et al., 

2014), pediatric (Madan-Swain, Hankins, Gilliam, Ross, Reynolds, Milby, & Schwebel, 2012), 

clinical child (Jackson, Wu, Aylward, & Roberts, 2012), geropsychology (Molinari, 2012), 

cultural diversity (Dana, 2008), and rehabilitation (Hanson & Kerkhoff, 2011).  

Additional consequences of the Competencies Conference include ongoing discussion of 

competency identification at the Council of Chairs of Training Councils (CCTC) and initiation of 

the measurement of competencies by the American Psychological Association (APA) Board of 

Educational Affairs (BEA) task force (Kaslow et al., 2006; Leigh et al., 2007; Lichtenberg et al., 

2007). Another follow up to the Competencies Conference occurred in 2003 at a workshop of the 

Education Leadership Conference (ELC) focusing on assessment of the skills of health providers 

during training. 

Finally, another seminal product resulting from the Competencies Conferences was the 

Practicum Competencies Outline (PCO; Hatcher & Lassiter, 2007). This document used the 

Cube model as a foundation to identify areas of competence and behavioral anchors specific to 

practicum students (pre-internship). Specifically, Hatcher and Lassiter (2007) operationalized 

these competencies, outlining expected competency levels for trainees in practicum and offering 

a summary of competency domains for this developmental period. In addition to including 11 

core competencies to be developed throughout their practicum experience, the PCO also 
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included baseline competencies (i.e., those abilities trainees should possess at the start of 

practicum). 

The Executive Summary final report (Kaslow et al., 2006) from the task force of the 

American Psychological Association (APA) Assessment of Competence in Professional 

Psychology reviewed the history of the competence movement, including the Competencies 

Conference, and focused on competency assessment. This document offered guiding principles 

and recommendations (Kaslow et al., 2007) for assessing competence in psychology. Several of 

these principles and one main recommendation are salient to the current study (see Tables 1 and 

2). Nelson’s work (2007) underscored the critical transition from using course grades, multiple-

choice exams, etc. as measures of competency to using identified areas of expected integration of 

knowledge, skill, ability, and performance.  

The 2009 special issue of Training and Education in Professional Psychology focused on 

competency areas and assessment-related issues that emphasized this transition from content-

based knowledge. This issue contained two seminal documents:  “Competency Benchmarks: A 

Model for Understanding and Measuring Competence in Professional Psychology Across 

Training Levels” (“Benchmarks”; Fouad et al., 2009) and “Competency Assessment Toolkit for 

Professional Psychology” (“Toolkit”; Kaslow, Grus, Campbell, Fouad, Hatcher, & Rodolfa, 

2009). The Benchmarks outlined and described 15 competency areas encompassing both 

foundational and functional competencies, while the Toolkit (a partner to the Benchmarks) 

reviewed a variety of methods and considerations for competency assessment.  

Though other health service fields have utilized assessment of competency areas, 

psychology’s attention to this area has occurred more recently. Psychology’s lack of focus on 

competency assessment has been acknowledged by several researchers (Carraccio, Wolfsthal, 
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Englander, Ferents, & Martin, 2002; Kaslow et al., 2007; Rubin et al., 2007), and a shift toward 

competency assessment has recently gained traction. In addition to professional psychologists 

forming various task forces and workgroups (see Kaslow et al., 2006), two valuable reviews of 

methods for competency assessment have been produced (Leigh et al., 2007; Kaslow et al., 

2009) in general support of competency-based assessment. Additionally, both documents discuss 

methodology for these competency assessments with attention to psychometric concerns 

pertaining to these methods. The Toolkit (Kaslow et al., 2009) is one of the seminal documents 

resulting from psychology’s effort toward accurately evaluating the competence levels of 

trainees and professionals and focused particular attention on developmental progression (i.e., 

stages) of competency. In light of the recent progression of competency-based training, 

identification, and assessment, standardized measures of competency assessment are needed.  

Within the extant literature, there are only four existing published studies reviewing 

measures of psychology competency assessment. This is not to say that doctoral training 

programs, internship programs, or other settings have not created their own forms, but no other 

research thus far has been published on such measures or assessments of identified clinical 

competencies of psychology. In the first of these, Tweed, Graber, and Wang (2010) created a 

measure of clinical competency for assessment of clinical skills to be used by a supervisor while 

observing a trainee’s therapy sessions. Then in 2011, in order to assess readiness of candidates 

for a specific program’s pre-doctoral clinical child internship, Power, Robins, Watkins, Rourke, 

and Alderfer developed a screening measure partly based on competencies they found in the 

literature (and partly on background experiences). Lin and Huang (2013) recently designed a 

questionnaire based on both the Cube model (Rodolfa et al., 2005) and the competency 

benchmarks (Foaud et al., 2009), leading to their development of competency benchmarks for 
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counseling psychologists in Taiwan. At the same time, Hatcher and colleagues (2013b) designed 

a rating form based on the Benchmarks article to achieve practical applications of competency 

areas. These products demonstrate recent interest in competency assessment and international 

attention for the competency model in psychology. Although these recent efforts have been 

made, more work to develop and validate competency assessment measures is needed. 

Moreover, with the exception of Hatcher et al.’s (2013b) measure, the existing competency 

assessment tools were developed for specific uses or programs. However, establishing a broad 

measure of competency assessment may be more beneficial than beginning with only those 

competencies viewed as priority by an individual training program or group.  

The current study evaluated a competency assessment measure recently adapted from the 

Benchmarks article. This work was needed in order to evaluate the competencies recently 

identified by the APA Benchmarks workgroup (Fouad et al., 2009). Another important goal of 

this study was to determine if a specific measure used in the present study reflects the true 

competencies being assessed, while focusing specifically on the developmental stage of 

practicum. In addition, the present study utilized self-assessment and peer-assessments of 

competency to offer a more complete picture of trainees’ competence levels. This study has 

important implications not only for promoting the culture shift toward competency and 

competency assessment but also for potentially revising and, perhaps, promoting the use of a 

standardized and validated measure of competency.  
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CHAPTER 2 

DETAILED REVIEW OF COMPETENCE IN PSYCHOLOGY 

Over the past few decades, the field of professional psychology has undergone a 

significant movement toward a “culture of competence” (Roberts et al., 2005, p. 356). While a 

great deal of work has been done to move the field toward a model of competence and an 

emphasis on assessing specific areas of competence, there is still much work to be done. Two 

seminal works, Benchmarks (Fouad et al., 2009) and the Toolkit (Kaslow et al., 2009) provide 

the foundation for the current study and mark substantial progress in the direction of 

competency-based training and assessment in psychology. The Benchmarks article offered 15 

domains or “benchmarks” of competency along with developmental stages of professional 

psychology and behavioral anchors describing each competence at each developmental stage 

(Fouad et al., 2009). With regard to application of these benchmarks, those who support the 

competency model likely acknowledge the importance of competence assessment, not only for 

general evaluation purposes but also for further refinement of existing competencies and 

establishment of standardized competency assessment measures. The Toolkit summarizes 

various methods used to assess competencies. This document also describes which methods are 

most useful for which competencies (both broad competencies and specific components), 

whether given methods are more useful for summative or formative evaluations, and which 

developmental levels are most appropriate for each method. Despite this seminal work detailing 

the methods and relevant considerations for assessment of competence,  there has been little 

empirical research aimed at producing standardized measures for assessment of competency.  

Culture of Competence 
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One of the first widely recognized models that conceptualized competence as a focus of 

training within the field of professional psychology was initiated at the 1986 conference of the 

National Council for Schools and Programs of Professional Psychology (NCSPP; Peterson et al., 

1992; Peterson et al., 1997). At this conference, the NCSPP discussed graduate training 

curriculum and evaluation of trainees (Bourg, Bent, Callan, Jones, McHolland, & Stricker, 

1987). They identified six core competency areas for professional psychologists (i.e., 

Assessment, Intervention, Relationship, Consultation and Education, Research and Evaluation, 

and Management and Supervision [Bent, 1992; Bourg et al., 1987; Bourg et al., 1989; R. L. 

Peterson et al., 1992; Weiss, 1992]), emphasizing knowledge, ability, and skill over content. 

Researchers have discussed these six areas identified by the NCSPP and noted that these core 

areas can be used as a heuristic for professional psychology (Peterson et al., 1997).  

More steps focused on competency within professional psychology followed. A landmark 

event occurred in 2002, when over 130 psychologists with varying roles, including researchers, 

practitioners, regulators, and educators identified as experts gathered for a three-day conference 

entitled Competencies Conference: Future Directions in Education and Credentialing (Kaslow, 

Borden, & Collins, 2004). The goal of this task force was to tackle issues of competency 

identification, assessment, and training. Based on a pre-conference survey and previous work on 

competency, eight areas of competency in psychology were identified: (1) ethical, legal, and 

public policy issues, (2) intervention, (3) psychological assessment, (4) consultation and 

interdisciplinary relationships, (5) supervision, (6) professional development issues, (7) 

individual and cultural diversity, and (8) scientific foundations of psychology and research 

methods. These competency areas were used as a basis for dialogue during the Competencies 

Conference. Work groups were formed and asked to focus on defining these eight domains and 
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determining how to assess them, considering the developmental progression of competencies. 

Another group was asked to determine methods for assessing broad competence across specific 

areas of competency. Finally, an additional group was tasked with conceptualizing competency 

for specialty training. This last work group worked to define the original competency domains, 

added new competencies, and emphasized areas of intersection. The result, the Cube model 

(Rodolfa et al., 2005), was one of the primary products of the Competencies Conference and was 

the most influential competency model of that time. The Cube model outlined areas of 

foundational and functional competencies, as well as intersections of these areas. Foundational 

competencies were basic skills on which functional competencies were built. Foundational 

competencies of the Cube model are Reflective Practice/Self-Assessment, Scientific Knowledge 

and Methods, Relationships, Ethical and Legal Standards/Policy Issues, Individual and Cultural 

Diversity, and Interdisciplinary Systems. Functional competencies reflect the skills and abilities 

needed to perform psychological work. Functional competencies of the Cube model include 

Assessment/Diagnosis/Case Conceptualization, Intervention, Consultation, Research/Evaluation, 

Supervision/Teaching, and Management/Administration. On a third axis, the Cube model 

includes developmental levels of professional psychology (i.e., doctoral education, doctoral 

internship/residency, post-doctoral supervision, residency/ fellowship, continued education) for 

each of the foundational and functional competencies. Additionally, the Cube model emphasizes 

areas of intersection between foundational and functional competency areas, noting that each 

foundational competency has implications for each functional competency and vice versa.  

The Cube model has become more widely influential over time. Conceptualizations of 

supervision framework are being informed by the competency-based structure for education and 

training (Falender & Shafranske, 2010). Specific applied areas of psychology, such as clinical 
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health psychology (France et al., 2008; Kerns, et al., 2009; Masters et al., 2009) clinical 

neuropsychology (Rey-Casserly et al., 2012), and primary care psychology (McDaniel et al., 

2014), have been informed by the Cube model. In addition, the Cube model has also been 

applied to areas of pediatric psychology (Madan-Swain et al., 2012) and clinical child 

psychology (Jackson et al., 2012), geropsychology (Molinari, 2012), cultural diversity in 

psychology (Dana, 2008), and rehabilitation psychology (Hanson & Kerkhoff, 2011).    

The Competencies Conference also had other important consequences. In addition to 

producing the Cube Model, this conference placed the identification of competencies on the 

ongoing agenda for the Council of Chairs of Training Councils (CCTC). Two other results of this 

conference occurred in 2003. The American Psychological Association (APA) Board of 

Educational Affairs (BEA) task force initiated the measurement of areas of competence 

identified at the Competencies Conference and produced a comprehensive report of assessment-

related issues (Kaslow et al., 2006; Leigh et al., 2007; Lichtenberg et al., 2007). Another follow 

up to the Competencies Conference occurred in 2003 at the Education Leadership Conference 

(ELC), which held a workshop focused on assessing the skills of health providers during 

education and training. 

An additional, and seminal, outcome of the Competencies Conference was the Practicum 

Competencies Outline (PCO; Hatcher & Lassiter, 2007). The PCO development was influenced 

by works of the ELC practicum group, the NCSPP conference, and the Competencies 

Conference. The PCO extended the Competencies Conference summary and the Cube model. 

The authors identified areas of competence and behavioral anchors specific to practicum students 

(pre-internship). They operationally defined these domains of competence, outlining expected 

levels of competence for trainees at the conclusion of their practicum experience and offering a 
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summary of competency domains for this developmental period. Additionally, the authors 

utilized definitions from Dreyfus and Dreyfus (1986; describing the development of expertise) as 

they focused first on the developmental progression of competencies, specifically concentrating 

on novice, intermediate, and advanced levels from Dreyfus and Dreyfus. Metaknowledge and 

metacompetency (Weinert, 2001) make up the second principle used for developing the PCO; 

these demonstrate the importance of self-reflection and -assessment. Finally, the ability to work 

with others to solve problems comprises the third principle of PCO development. This focus is 

important because it reflects one’s ability to form and maintain positive relationships with both 

colleagues and clients.  

The PCO is comprised of two main sections. The first section identifies baseline 

competencies trainees should possess prior to starting practicum. This section is then divided into 

personality characteristics, involving seven areas (specifically personality and attitudes, 

cognitive and affective abilities, personal skills, interpersonal abilities, expressive and reflective 

skills, and knowledge of research and theory). The second portion of the PCO offers a 

comprehensive description of 11 competency areas and related skills. These include skills in the 

following areas: relationship, intervention, psychological assessment, application of research, 

consultation/collaboration, diversity, supervision, ethics, metaknowledge/metacompetencies, 

professional development, and leadership. While Hatcher and Lassiter (2007) outlined these 

several areas, they encouraged each training program to select the areas of competence to teach 

based on their own program’s educational goals. The main goals of the PCO were to systematize 

the existing descriptions of the identified competencies and to exemplify expected abilities for 

trainees at the end of their practicum experiences demonstrating preparedness for internship. 

Although these authors noted several implications of the PCO, one of the recommendations 
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particularly salient to the current study reflects assessment development. Specifically, these 

authors stated, “A natural extension of the Outline, and a critically important application, is the 

development of competency assessments for practicum trainees” (Hatcher & Lassiter, 2007, p. 

55). 

Additionally, in the 2006 Executive Summary (Kaslow et al., 2006), the APA 

Assessment of Competence in Professional Psychology task force offered guiding principles to 

consider when assessing competence (Kaslow et al., 2007). Table 1 displays these guiding 

principles and Table 2 shows the recommendations provided by this task force. With target 

competency areas taken directly from the Benchmarks article, the current study exercised several 

of these principles, including understanding competencies as broad, comprehensive, and 

developmental abilities, allowing the developmental perspective to inform assessment, and 

focusing on comprehensive assessment of foundational and functional competencies, such as 

areas of relationships, professional development, and diversity. Additionally, the use of self-

assessment and multiple raters is a unique aspect of the current study consistent with these 

principles. The primary goal of the current study reflected the principle of “reliable, valid, and 

practical methodologies” (Kaslow et al., 2006, p. 120) and the recommendation to conduct 

research fostering the creation of statistically rigorous instruments of competency assessment. 

The principles and recommendations underscore the utility of studies (such as this one) that 

evaluate the fidelity level of competency assessment measures. 
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Table 1 

Principles Offered by the 2006 APA Task Force on the Assessment of Competence in Professional Psychology: Executive Summary 

Note. Principles with asterisks denote topics reflected in the current study. 

Principles 
1 The career-long assessment of competence requires a major culture shift* 
2 It is essential that competencies be conceptualized as generic, wholistic, and developmental abilities 
3 A developmental perspective must undergird the assessment of competence 

4 Assessment approaches must integrate formative (i.e., ongoing corrective feedback for further development) and summative  
     (i.e., conclusive evaluations for progression and gatekeeping purposes) evaluations* 

5 There needs to be collaboration across constituency groups in creating coherence and continuity in strategies for evaluating 
     competencies* 

6 The assessment of competence must reflect fidelity to practice and must incorporate reliable, valid, and practical  
     methodologies 

7 Generic and specialty foundational and functional competencies must be evaluated in a comprehensive competency  
  assessment* 

8 Assessment of competence should be a multi-trait, multi-method, and multi-informant process* 
9 Self-reflection and self-assessment are key components of the assessment of competence and need to be taught and 

     encouraged  
10 The comprehensive assessment of competence must include a focus on interpersonal functioning and professional 

     development  
11 The assessment of competence must be sensitive to and highlight the importance of individual and cultural diversity 

12 Multimodal methods of assessment are needed to ensure the development and maintenance of ethical practice skills, which 
      underlie all professional activities and performance* 

13 It is important to assess capability in addition to competency* 
14 When competence problems are identified through assessment, it is important to have strategies in place for their 

       remediation and management* 
15 Evaluators must be trained in effective methodologies for the ongoing assessment of competence* 
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Table 2 

Recommendations Offered by the 2006 APA Task Force on the Assessment of Competence in Professional Psychology: Executive 

Summary 

Note. Recommendation with asterisk denotes a primary focus of the current study.

Recommendations 

1 It is recommended that there be a culture shift within the profession toward a high value on the assessment of competence
    across the professional life-span  

2 It is recommended that workgroups be formed to further define competencies within professional psychology and to
    enhance the assessment of competence within professional psychology based upon the Guiding Principles  

3 It is recommended that research be conducted to facilitate the development of psychometrically sound and comprehensive
    assessment strategies that have appropriate levels of fidelity* 

4 It is recommended that this report be reviewed by relevant groups and recommendations instituted by these groups 

5 It is recommended that collaborative models for competence assessment be developed and best practices shared with the
    public  

6 It is recommended that a conference on the assessment of competence be held 

7 It is recommended that a web-based presentation of best practices be developed 

8 It is recommended that an assessment toolbox for professional psychology be created 

9 It is that recommended that consideration be given to the value, design, and implementation of planned/structured
    assessment of competence post-licensure 
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In 2007, Nelson discussed the major shift toward emphasizing trainees’ learning 

outcomes rather than curriculum where “examination of knowledge is a necessary but 

insufficient assessment” (p. 3). This echoes the movement toward a culture of competence and 

highlights the need for a combination of knowledge, ability, skill, and performance to 

demonstrate preparedness for professional practice. In line with this relatively new 

conceptualization of competency, course grades cannot be considered a measure of competency 

when evaluating training outcomes; it is necessary that trainees and practicing psychologists 

demonstrate these abilities.  

In 2009, the series of articles in the Training and Education in Professional Psychology 

special issue focused on clinical competency marked a significant advancement in the field’s 

shift to competence. Specifically, the seminal article, Benchmarks (Fouad et al., 2009) 

substantially progressed the culture of competence. Using the Cube model as a foundation, the 

Benchmarks workgroup classified benchmarks for 15 areas of core competency across three 

developmental stages of education and training. They operationally defined each area of 

competency, broke each down into essential components, and provided behavioral anchors for 

each essential component (aiding future measurement of these areas, and they did this for 

multiple training domains.  

In conjunction with the Benchmarks, authors of the Toolkit outlined various assessment 

methods (e.g., 360-degree evaluations, case presentation reviews) and considerations of the 

implementation and psychometrics as well as the strengths and weaknesses of each method 

(Kaslow et al., 2009). DeMers (2009) highlighted challenges with competency assessment, 

noting, “…many groups will need to experiment with subsets of these instruments to assess 

different competencies in different contexts and for different purposes” (p. S68). These recent 
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studies offer evidence for the recent transition toward a culture of competence in professional 

psychology that is focused on competency-based evaluation. 

Kenkel (2009) reviewed the series of articles marking a significant shift toward the 

culture of competence (e.g., Toolkit, Benchmarks) and identified four key factors that should 

contribute to the advancement of this culture: (1) endorsement of the competency-based model, 

(2) a game plan articulating when these competencies will be reached and who will be 

responsible for their teaching and assessment, (3) availability of a number of tools/means for 

assessing competencies, and (4) organizational structures and culture supporting the application 

of a competency-based approach to training in psychology.  

Additionally, significant work has been produced in recent years propelling the 

application of competency models to practice. For example, recent work by Rodolfa and 

colleagues (2013) has focused on a competency model centered on practice and emphasizing the 

broad spectrum of competencies for use by licensing boards and for programs training students 

for practice. Furthermore, researchers have recently progressed from the broad field of 

professional psychology to applying competency models to specialty areas within psychology, 

such as primary care (McDaniel et al., 2014), clinical health (France et al., 2008; Kerns et al., 

2009; Masters et al., 2009), counseling (Lin & Huang, 2011), clinical neuropsychology (Rey-

Casserly, Roper, & Bauer, 2012), geropsychology (Molinari, 2012), cultural diversity (Dana, 

2008), rehabilitation (Hanson & Kerkhoff, 2011), and  pediatric and (Madan-Swain, Hankins, 

Gilliam, Ross, Reynolds, Milby, & Schwebel, 2012) and clinical child psychology (Jackson, Wu, 

Aylward, & Roberts, 2012). 

Assessment of Competence 

Competency assessment has been studied a great deal both in the psychology field and in 
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other fields (see Kaslow et al., 2006). Peterson and colleagues (1997) noted that critical aspects 

of the evaluation practice include procedures that involve students’ self-assessment, peer 

assessment, and supervisor assessment (in addition to supervision and direct observation), and 

delegates of NCSPP supported competency-based evaluations as well (Peterson et al., 1997).  

The APA Task Force on the Assessment of Competence in Professional Psychology emphasized 

benefits of focusing on assessment in their executive summary document (Kaslow et al., 2006):  

… it is essential that there be a shift to a culture that promotes and ensures both an
institutionalized and internalized assessment of that competence at all phases of the 
professional life-span, from beginning graduate student to retirement. The assessment 
of competence fosters learning, evaluates progress, assists in determining the 
effectiveness of the curriculum and training program, advances the field, and protects 
the public (Kaslow, 2004). Compelling methodologies for assessing competence 
must be developed to advance our education and training programs before 
standards can be imposed for certification within the profession. (Peterson, 2003)  

Continuing with this focus, Schulte and Daly also emphasize the significance of valid 

instruments to assess competency as well as valid and reliable decision-making stemming from 

assessments of competency (Bieschke, Bell, Davis, Hatcher, Peterson, & Rodolfa, 2009), and 

Bieschke and colleagues (2009) urged psychologists to put the Benchmarks article into practice. 

Rubin and colleagues (2007), also citing Carraccio, Wolfsthal, Englander, Ferents, and Martin 

(2002), noted a “lack of appropriate evaluation strategies appears to be one of the forces that 

accounts for considerable lags in professions between the initiation of the competency-based 

movement and widespread adoption of a culture of competence and its assessment” (p. 459–

460). Specifically, Kaslow et al. (2007) acknowledged a lack of self-assessments in relation to 

other fields and indicated that this area may require more attention. Leigh and colleagues (2007) 

provided a valuable review of competency assessment models within psychology as well as other 

health service fields (i.e., medical, nursing, dentistry). They also discussed methods (but not 

specific measures) for assessment (e.g., Objective Structured Clinical Examination, 360-degree 
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evaluation) and considered psychometric issues for these. Likewise, Kaslow and colleagues 

(2009; Toolkit), as noted above, engaged in a similar and important undertaking of assessment 

methods giving attention to their appropriateness for developmental level, psychometrics, 

strengths and weaknesses, etc. It is clear that greater efforts toward assessment are still needed to 

put the models and methods of competency into practice. 

Existing Measures of Competency 

While essential efforts have been made considering potential methods for assessment of 

competence, little work on development and evaluation of standardized measures has been done. 

However, important work has recently begun to emerge into the literature. In the UK, Tweed, 

Graber, & Wang (2010) created a measure of clinical competence. The Clinical Skills 

Assessment Rating Form (CSA‑RF), a formal assessment measure of therapeutic clinical skills 

in vivo, was designed for use with observations (i.e., videotaped or live clinical contact) in the 

clinical psychology doctoral program at the University of Leicester. While the authors discuss 

that researchers have generally been focused on the Knows (Knowledge) and Knows How 

(Competence) domains based on Miller’s (1990) four-part theoretical model of assessment of 

clinical competence assessment, authors of this measure were particularly interested in the Does 

(Action) and Shows How (Performance) areas of competence. Items on this rating scale were 

created from examination of other measures used for intervention training and from consensus of 

a panel of experienced psychologists. Initially, this expanded form was based on seven areas 

identified as important competency domains (i.e., Rapport, Exploration, Understanding and 

Reflection, Structure, Nonverbal Behaviors, Making Psychological Links, and Awareness and 

Appropriateness of Own Reactions). Using the expanded form of the CSA-RF, 19 qualified 

psychologists rated first-year trainees’ 15-minute video clips with a simulated client on a four-
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point scale: Good Pass (Exceeded), Pass (Expected), Borderline (Somewhat Below), and Fail 

(Far Below). Tweed and colleagues (2010) psychometrically evaluated this measure and found 

good internal consistency (Cronbach’s alpha = .82), but they revised their measures based on 

participant feedback and statistical results. Several scale items were problematic; therefore, six 

items were removed. This revised 33-item measure demonstrated adequate internal consistency 

(Cronbach’s alpha = .78) and was submitted to factor analysis, yielding a five-factor structure of 

competency domains (i.e., Demonstrating Professional Therapeutic Engagement, Creating a 

Secure Base, Formulation, Facilitating Mutual Understanding, Session Structure).  However, 

interrater reliability was low (range of intraclass correlations [ICC] = .04 - .12) indicating that 

evaluators generally had poor agreement within a given domain. While this contribution to the 

assessment of clinical competence is valuable, this measure assesses clinical skills in a 

therapeutic setting that is often specific to intervention (e.g., Creating a Secure Base, Session 

Structure).  

To assess readiness of candidates for pre-doctoral internship training, specifically for use 

at the Psychology Internship Program at The Children’s Hospital of Philadelphia (CHOP), Power 

and colleagues (2011) developed a 13-item (4-point scale) screening measure of competence and 

preparedness for clinical child internship. The Psychology Internship Screening Form (PISF) 

items were based partly on competencies the authors found in the literature, partly on goals of 

the CHOP program and on concerns of program’s funding agencies, and partly on background 

experiences that were identified as being potentially important to predictors of readiness. This 

measure was created and revised via an iterative process involving multiple steps. In this study 

(Power et al., 2011), each trainee was rated by two psychologists who were members of CHOP’s 

Training Advisory Committee (TAC), utilizing the trainee’s application materials for internship.  
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Participants of this study were 382 candidates over two internship application seasons. These 

trainees were from a variety of programs (e.g., clinical, counseling, school, neuropsychology); 

96% were from APA-accredited programs and 80% were from PhD programs (20% pursuing a 

PsyD). Development and revision of this screening tool took place over two years (i.e., these two 

interview seasons). Co-directors of the internship training program created an initial draft of the 

screening tool based on central features of training outlined in their self-study submitted to CoA 

during their reaccreditation process. Items of this draft reflected type and amount of clinical 

experiences and core competencies underscored by the CHOP internship. Evaluators rated 

trainees on a four-point scale (i.e., 1 = low level of experience or competence; 4 = very high 

level of experience or competence). The authors also provided short descriptions of anchors for 

ratings to improve reliability, and sources of information to make a given rating were provided 

for each item. The next step in development of the PISF involved revisions of items and response 

options based on feedback from the TAC. After the PISF was adjusted, it was used by TAC with 

the first class of internship applicants; TAC members provided additional feedback, and the 

measure was adjusted accordingly. The PISF was again implemented for the next year’s 

internship applicants and underwent the same several steps of revision as the previous year. The 

finalized measure is comprised of 13 items. EFA and CFA results supported a two-factor model 

of internship preparedness with Factor 1 reflecting core competencies and Factor 2 reflecting 

pertinent background experiences. Across the two groups of evaluators, interrater reliability 

(IRR) for items was fairly low (r = .35 to .58), and IRR at the factor level was slightly better 

(Total scores r = .69; Factor 1 scores r = .62; and Factor 2 scores r = .62). Power and colleagues 

(2011) highlight the challenges of competence assessment, particularly with regard to evaluation 

of internship preparedness based on the limited competency-relevant information available in 
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internship materials (e.g., essays, letters of recommendation, curriculum vita). They further note 

that the PISF remains under further development and refinement.  

More recently, Lin and Huang (2013) designed a competency questionnaire based on 

both the Cube model (Rodolfa et al., 2005) and the Benchmarks (Foaud et al., 2009), leading to 

their development of competency benchmarks for counseling psychologists in Taiwan. Using the 

Delphi technique, a consensus of competency benchmarks was obtained from experts in 

counseling psychology. Participants of this study were 29 experienced counseling psychologists 

and counseling faculty. The resulting six functional competency areas in counseling psychology 

were Research and Evaluation, Management, Assessment, Intervention, Diagnosis and 

Conceptualization, Supervision, and Consultation. These 6 areas are comprised of 13 sub-areas 

and 60 competency benchmarks. Among the Delphi experts consulted, a high consensus for the 

criticality of competencies was found on all benchmarks (Quartile Deviation [QD] were less than 

0.6 below) except Research Proposal Writing Ability (QD = 0.75). Finally, 50 of the 60 

competency benchmarks were rated by Delphi experts as “very critical,” with the other 10 rated 

as “critical.” Clear data regarding psychometric evaluation was not available in English. 

At the same time, Hatcher and colleagues (2013b) designed a rating form based on the 

Benchmarks article to achieve practical applications of competency areas. The aim of this 

workgroup was to create a more concise, user-friendly rating form that still reflected the entire 

Benchmarks document. They conducted a pilot test using a rating form focused on relationship 

components and determined consolidation of competency areas was necessary. This workgroup 

consolidated the seven foundational competencies from the Benchmarks document into three 

broader domains of competency (i.e., Professionalism, Relational, and Science) and merged the 

eight functional domains of competency into three clusters (i.e., Application, Education, and 
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Systems). Additionally, one foundational competency (i.e., Interdisciplinary Systems) was 

moved to the functional category of Systems, and one functional competency (i.e., Research 

Evaluation) was moved to the foundational competency area of Science. Changes from the 

original Benchmarks document were based on literature review and workgroup discussions. To 

make the rating form more user-friendly, the authors created separate rating forms for each 

developmental stage identified in the Benchmarks document (i.e., pre-practicum, pre-internship, 

readiness for practice). The authors offer recommendations for use of their new rating form, 

including encouraging psychometric evaluations of their form. However, no published studies 

have yet examined this form psychometrically. While Hatcher et al. (2013b) acknowledge the 

importance of a statistically sound measure, they emphasize the reliability and validity of the 

overall evaluation process. This focus highlights the necessary practicality of differentiating 

between trainees of varying abilities or competencies.   

In parallel to Hatcher and colleagues’ (2013b) efforts, UNT’s Psychology Clinic 

Executive Committee (PCEC) also developed a rating form based on the Benchmarks and 

associated behavioral anchors from the Benchmarks article. However, PCEC noted that, for the 

purposes of use specific to practicum students, a new developmental category of “Does Not Meet 

Expectations [for practicum]” should be created. PCEC members also generated behavioral 

anchors associated with this category, mirroring the existing approach in the Benchmarks 

workgroup for each of the originally identified developmental levels of training. Despite 

suggestions that psychology’s efforts should be focused on development and implementation of 

competency-based education (CBE) in lieu of competency assessment (Hatcher, Fouad, 

Campbell, McCutcheon, Grus, & Leahy, 2013), these authors believe that developing and 
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promoting a valid measure of competency can aid programs in evaluating their existing 

curriculum and offer data to support adjustment of their curriculum, perhaps to implement CBE. 

Although Tweed et al.’s (2010) measure is not based on the APA competency models 

previously discussed, this work, along with that of Lin and Huang (2013), suggests that 

competency-based assessment in psychology is increasing worldwide. While these important 

first steps have been taken in competency assessment, it appears that a significant number of 

training programs are still utilizing unpublished methods developed specifically for their 

program or are not assessing competence. Hatcher, Wise, and Grus, (2014) recently conducted a 

survey of APA accredited psychology programs (practitioner–scholar, clinical science programs, 

and scientist–practitioner), inquiring about their methods for evaluating practicum readiness (i.e., 

pre-practicum evaluation). Thirty percent of clinical programs that responded reported no 

evaluation of practicum readiness, compared with 16% counseling and 27% school. Of programs 

surveyed, 24-65% indicated that they use an evaluation form (either published or self-created for 

their program) to assess competence among students preparing to begin practicum. About one 

fourth of those surveyed indicated that they use published competency assessment methods (i.e., 

Developmental Achievement Levels [DALS], PCO, Benchmarks), and this use varied between 

program types (e.g., 42% counseling programs vs. 18% clinical programs). Unpublished 

evaluation methods (i.e., assessments/forms developed by each individual program) were used 

(23% clinical, 24% counseling, 46% school) as well as other methods (e.g., faculty feedback, 

course completion prior to practicum), which were used comparably by about 25% of clinical 

and counseling programs (as well as across training models) but used sparingly by school 

programs (8%). Based on their findings, Hatcher and colleagues (2014) conclude that most 

doctoral programs are evaluating their students’ practicum readiness. They also suggest that 
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practicum-level training continue to be a focus of study for researchers because practicum hours 

have great implications for students’ professional career trajectory.  

Current Study 

As previously noted, the UNT PCEC adapted the Benchmarks (from Benchmarks; Fouad 

et al., 2009) into a rating form that was implemented in 2012 specifically for those trainees 

enrolled in practicum. The current study focused on psychometrically evaluating this measure. 

To the authors’ knowledge, no psychometric evaluations of any of the few existing 

measures/rating forms for competency assessment have been conducted. The major contribution 

of the current study was to provide the needed psychometric data for the Practicum Evaluation 

Form (PEF). Kaslow (2004) noted a lack of self-assessment and promoted self-assessment of 

competence, echoing (Belar et al., 2001) how effective this method may be in psychology.  

Rubin and colleagues (2007) also emphasized the “profession must increase the focus on self-

assessment, self-monitoring, reflection, and self-awareness, which not only reflect ethical 

behavior but are critical to the assessment of competence” (p. 459). Additionally, the value of 

360-degree evaluation (also sometimes referred to as multi-source feedback [MSF]) in 

psychology has been acknowledged (Andrews, Violato, Al Ansari, Donnon, & Pugliese, 2013; 

Kaslow et al., 2009; Leigh, 2007), and Andrews and colleagues (2013) have emphasized the 

value of multiple raters to offer formative and summative feedback. Leigh and colleagues (2007) 

noted that this practice is most effective when combined with a plan of action for trainees to 

improve. Daly, Doll, Schulte, and Fenning (2011), however, do caution against following 

recommendations for assessment methods (including 360-degree evaluations) prior to empirical 

support for these methods. Thus, the current study incorporated the use of self-, peer-, and 

supervisor assessment as a supplemental 360-degree analysis to examine the correspondence 
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among raters, and this study sought to provide empirical support for a specific assessment 

measure. 

The current study utilized the same definition of competence as presented in the seminal 

Benchmarks article: “habitual and judicious use of communication, knowledge, technical skills, 

clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the 

individual and community being served” (Epstein & Hundert, 2002, p. 226). The current study 

endorsed the competency-based model for professional psychology education (i.e., Kenkel’s first 

factor) and was focused on Kenkel’s (2009) third factor (i.e., tools for assessing competencies) 

with the goal of informing her second factor (i.e., game plan) and promoting her fourth factor 

(i.e., organizational structures and culture promoting a competency-based approach). The 

specific aim of the current study was to advance the shift toward a culture of competence within 

professional psychology by evaluating the psychometrics of a competency assessment instrument 

based on the Benchmarks article.   

Hypotheses 

Drawing upon archival data associated with supervisors using the PEF and new data 

gathered from self- and peer-ratings gathered from the same form, we proposed the following 

hypotheses:  

Hypothesis (1): Using IRT theory, we expected the data to fit the IRT model. Rasch 

analysis, a specific type of IRT, was used to test this hypothesis with outfit mean-square, average 

measures, and thresholds statistics assessing the data’s fit to the model.  

Hypothesis (2): Self- and peer ratings were predicted to significantly correlate with 

supervisor ratings.  
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Hypothesis (3): Foundational competencies were expected to be significantly higher than 

functional competencies. This hypothesis builds on work from the Cube model, which suggested 

that foundational competencies are building blocks (essentially pre-requisites) of functional 

competencies (Rodolfa et al., 2005). Using a sum for foundational competencies and a sum for 

functional competencies, data was analyzed via a dependent samples t-test.  

Hypothesis (4): It was expected that the PEF could be reduced in terms of the number of 

items required to assess competency, while retaining validity and utility comparable to that of the 

full-length currently used PEF. This hypothesis was tested with the specified IRT model drawing 

upon only data associated with functional competencies (given the conceptualization by Rodolfa 

et al., 2005 indicating that acquisition of foundational competencies is pre-requisite to 

development of functional competencies) to determine if the reduced data still fit the IRT model.  
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CHAPTER 3 

METHOD 

Participants 

Participants for the current study were doctoral psychology trainees at the University of 

North Texas (UNT) in the APA-accredited programs of Clinical, Counseling, or Clinical Health 

(accredited as Clinical) Psychology who were enrolled in practicum. Participants ranged in their 

training year. While most participants were considered enrolled in practicum, first-year students 

are considered pre-practicum students (i.e., first-year student who do not provide services to 

clients). Consistent with recommendations from Hatcher, Wise, Grus, (2014) who encouraged 

competency assessment within pre-practicum, and for purposes of providing 360-degree 

assessments for other students, the current study included these pre-practicum students.  

Data was drawn from the psychology trainee population; public disclosure data regarding 

that population indicated 44 clinical trainees, 22 clinical health trainees, and 49 counseling 

trainees as comprising the total population (N = 107). The current study included 94 trainee 

participants (28 males; 66 females), yielding a participation rate of 87.9%. Non-participation was 

not formally tracked, but student attrition from doctoral training, non-enrollment in practicum (in 

the event of falling behind with research progress), or advancement to internship could have 

played a role in participation. The program breakdown of participants was as follows:  43 clinical 

trainees (7 male; 36 female), 34 counseling trainees (15 male; 19 female), and 17 clinical health 

trainees (6 male; 11 female). Within this set of participants, trainees were rated by a total of 57 

supervisors. Among those supervisors, 36 were associated with the clinical program, including 

10 internal supervisors (5 male; 5 female) and 26 external supervisors (10 male; 16 female). Six 

supervisors in the sample were associated with the counseling program, including four internal (2 
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male; 2 female) and two external (1 male; 1 female) supervisors. Finally, 15 supervisors were 

associated with the clinical health program, including 11 external (7 male; 4 female) and 4 

internal (2 male; 2 female) supervisors.  

Each trainee was individually supervised by a licensed psychologist (or faculty member) 

for a minimum of one hour weekly. Trainees on internal practicum were also members of 

practicum teams, which consisted of five to seven students of various training levels who receive 

group supervision from a supervising psychologist for two hours each week. The structure of 

these practicum teams was hierarchical in nature, requiring that each student receive one hour of 

supervision from a more advanced trainee (i.e., that trainee’s peer supervisor) and provide one 

hour of supervision for a less advanced trainee (i.e., that trainee’s peer supervisee) each week.   

Measures 

Practicum Evaluation Form (PEF). The Practicum Evaluation Form (PEF) has been used 

for all internal and external practicums associated with the UNT Psychology Clinic since the 

spring 2013 semester. Supervising psychologists completed the PEF for each student they 

supervised at the end of each semester. The PEF is intended to assess seven broad foundational 

competencies, with two to four more nuanced areas of focus for evaluation included under each 

of these (total of 25 areas), and six functional competencies, with two to six more refined topics 

within each of these areas (27 total areas). Several of these items have additional descriptions to 

aid the evaluator in making an accurate rating. In total, the PEF is comprised of 52 separate 

items, with a categorical rating and a dimensional, Visual Analog Scale (VAS), rating for each 

item, totaling 104 scores across the 52 items. Categorical ratings for each item are (1) Does Not 

Meet Expectations, (2) Readiness for Practicum, and (3) Well-developed Competence. 

Additionally, supervisors were able to select “No Information,” electing to not respond to these 
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items if they had insufficient information to provide a rating for a given area of competence. The 

VAS rating requires raters to slide a bar to the area on the line that they feel accurately reflects 

the competence level of the student being rated. VAS ratings utilize these three descriptors 

spaced evenly and aligned left to right in the aforementioned order. Specifically, the VAS 

presents three labels: Does Not Meet Expectations at the far left (at 0), Readiness for Practicum 

in the center (at 50), and Well-developed Competence at the far right (at 100). No other rating 

points were labeled on the VAS, and no numbers were visually presented during scoring by 

supervisors. This measure was adapted from the Benchmarks article (Fouad, et al., 2009), which 

outlined several areas of foundational and functional competency. The Benchmarks article 

denoted three categories of competence: Readiness for Practicum, Readiness for Internship, and 

Readiness for Practice. Fouad and colleges (2009) also described behavioral anchors associated 

with each of these areas of competence to aid in a supervisor’s decision-making when rating. For 

the PEF used in the current study, the PCEC removed “Readiness for Practice,” as students’ next 

step is to obtain an internship before progressing to practice (and no students on internship are 

evaluated with this form). The PCEC reduced the number of behavioral anchors in each area. 

Additionally, because this evaluation is specific to trainees enrolled in practicum, the PCEC 

created a new category of “Does Not Meet Expectations” for a more accurate judgment of 

trainees who do not exhibit competence in a given area and noted specific behavioral anchors 

associated with this new category. Finally, the category of “Readiness for Internship” from the 

Benchmarks article was retained, but renamed “Well-developed Competence” on the current 

study’s PEF.  

Procedures 
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All trainees currently enrolled in either internal or external practicum (or enrolled in 

Special Problems for independent practicum in the UNT psychology clinic) were provided with a 

link to the PEF via email. Study description and informed consent notification was also included 

in the email invitation for participants, along with a link to the study, which directed them to the 

practicum evaluation (internet survey). By proceeding to the link for the survey, they agreed to 

participate.  

Trainees rated themselves on the foundational and functional competencies found on the 

Practicum Evaluation Form. Additionally, each trainee rated his or her peer supervisor and peer 

supervisee on their practicum team (fellow trainees), when applicable, for a total of three ratings 

to be performed concurrently. Completion of these three ratings took approximately 45 minutes. 

The student investigator and faculty supervisor purchased an inexpensive (<$2.00) 

mental health related “app” for smart phone or other smart device for each student as 

compensation for their participation in this study. Participation was solicited in fall 2014, spring 

2015, and summer 2015 semesters. For participants who completed the study more than once, a 

unique mental health related “app” was provided as compensation for each participation session. 

To ensure confidentiality of students’ ratings of self and peers, validation data was de-

identified using code numbers to replace participants’ identifying information by the faculty 

primary investigator for this study. Additionally, the faculty supervisor merged the existing data 

from archived student evaluations with the new de-identified (validation) data set.  

Analysis Plan 

Data was cleaned, inspected for outliers, and examined for errors to ensure no 

malfunctioning or technical issues occurred during completion of the form. Item Response 

Theory was then used to evaluate the psychometric properties of the PEF. Because within our 
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data set were ratings for trainees from multiple raters throughout a trainee’s time in their 

graduate training program, Many-Facet Rasch Measurement was determined to be the 

appropriate form of IRT analysis to perform. The Facets (Many-Facet Rasch Measurement) 

3.67.1 software program (Linacre, 2010) was used for running Rasch analyses.  

Rasch models are mathematical in nature, requiring unidimensionality and resulting in 

additivity. Additivity describes the elements of the measurement units to be added in order to 

reach an observation or rating. If the data fit the Rasch model, then these units (i.e., intervals) 

will be equivalent across the range of the latent variable. Rasch is the recommended IRT 

approach for analysis involving multiple raters over time for the same examinees, as is the case 

with the current study. Rasch is a prescriptive model that compares the fit of the data to the 

Rasch model parameters. To engage in Rasch measurement, three assumptions 

(unidimensionality, local independence, and monotonicity) must be met. When the data fit the 

model well, we can conclude that the assumptions have been met.  

Six facets were specified in the Rasch model for hypothesis testing, including: Trainee, 

Rater, Program, Level, Peer, and Item. Trainee and Rater facets simply indicated the 

observations occurring in these respective categories. The Program facet was the variable that 

dictated whether the trainee was involved in the Counseling (coded as 1), Clinical (coded as 2), 

or Clinical Health (coded as 3) program. The Program facet was anchored at 0, given that no 

differences in competencies or scale functioning were expected to occur between programs. The 

Level facet indicated the trainee’s stage of training at the time of the rating (i.e., pre-practicum 

(coded as 1), internal practicum (coded as 2), external practicum (coded as 3). The Peer facet 

identified the source of the rating (i.e., supervisor (coded as 0), peer supervisor (coded as 1), peer 
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supervisee (coded as 2), self (coded as 3). The Item facet designated each competency item 

presented within the assessment.  

The below Many-Facet Rasch Model equation tested the additive nature of Rasch 

models, showing that each facet is combined to yield the probability of a given category rating. 

The model equation specifies the probability that trainee n of ability Bn is observed by rater r of 

severity S in category k of item i of difficulty Di compared with the probably of the trainee being 

observed in category (k-1). 

loge(Pnjik / Pnji(k-1)) = Bn – Sr – Di – Fk 

Considering an example is often helpful:  “Trainee (n) is rated at 3 (k, category) by her 

individual faculty supervisor (r, rater) on Integrity (i, item).” Rasch measurement units are in 

logarithmic odds (referred to as “logits”) and reflect a linear function of the likelihood of 

obtaining a certain rating for a person of a specified ability.  

After the Rasch model parameters are estimated, expected response patterns are 

calculated for each item based on these parameters. Additionally, fit statistics are produced 

within these analyses to evaluate item difficulty, person ability, and rater severity, as well as 

overall scale functioning. Facets yields two kinds of fit statistics for items and persons: Oufit and 

Infit. Outfit values are sensitive to atypical behavior on items that are very different from a 

trainee’s level of competency (i.e., outliers). For example, let’s consider a trainee whose 

estimated ability is at 0 logits (i.e., average). If she was typically rated around average and below 

for items of “average” difficulty, but had one or a few ratings in the highest category for the most 

difficult item, this would demonstrate aberrant behavior on this item (i.e., this is unexpected 

behavior/response given the parameters). Infit values are less sensitive to these aberrant 

responses but are sensitive to atypical patterns of inliers, such as special knowledge in a given 
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area, which may result in an examinee of low ability obtaining high scores of items assessing 

their special knowledge regardless of the item difficulty.  

When Outfits and Infits are presented in mean-square statistics, they are essentially chi-

square variants (chi-square statistics divided by their degrees of freedom). Therefore, these 

values can range from 0 to infinity, but we expect a value of 1 (Wright & Linacre, 1994). Values 

greater than 1 indicate that the data “under fit” the model and suggest unnecessary variability and 

unexpected responses (i.e., the model predicted/expected a different rating).  Values less than 1 

suggest the data “over fit” the model. These values are “too predictable” and fit the Rasch model 

too well. The conventional range for Infit and Outfit mean-squares yield productive ratings is .5 

to 1.5.  

We examined category counts, quality control statistics (average measures and Outfit 

mean-square statistics), and Rasch-Andrich thresholds to evaluate and revise scale structure 

across analyses. We also sought proper ordering of average measures and thresholds. Item fit 

statistics were then examined to determine which items were not contributing to defining a 

unidimensional rating of overall practicum competency (i.e., misfitting to the Rasch model). In 

keeping with Wright and Lincare’s (1994) recommendations for assessing fit with rating scale 

data, the criterion outlined for good fit was that the mean-square fit statistic fell between .6 and 

1.4. 
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CHAPTER 4 

RESULTS 

Hypothesis 1 

The categorical rating scale utilized in the PEF did not yield at least 10 observations per 

category. According to research by Linacre (1997) and the Journal of Applied Measurement 

(JAM), 10 observations per category are necessary to produce stable statistics. As such, this data 

was not suitable for hypothesis testing with the specified model. Therefore, Hypothesis 1 was 

tested by drawing from the data associated with supervisors’ 100-point visual analog ratings.  

The 100-point visual analog ratings were collapsed into six categories of ratings. The six 

categories were created with consideration of category counts to produce the required number of 

observations per category necessary to test the model (Linacre, 1997; JAM guidelines) and 

conceptual meaning of category ratings used, as noted above. Given that the low end of the VAS 

was infrequently used, and the Ready for Practicum label was placed at 50 on the 100-point 

VAS, we determined that collapsing ratings 1-49 to form the first category would provide greater 

stability. Even with inclusion of this many rating points, Category 1 remained noticeably smaller 

(i.e., had fewer category counts) than the other categories (see Table 3). With the exception of 

Category 2, all other categories were divided into increments of 10: ratings of 61-70 were 

recoded into Category 3; ratings of 71-80 were recoded into Category 4; ratings of 81-90 were 

recoded into Category 5; and, ratings of 91-100 were recoded into Category 6. Category 2 

included ratings 50-60. We elected to make this category one point more inclusive as this 

category used to reflect most “average” performance for abilities of trainees who were 

considered “Ready for Practicum.” 
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One significant benefit to utilizing Rasch analysis is that it allows for missing data within 

the data set and does not require imputation. Additionally, because supervisors were required to 

respond to every item, there was no missing data associated with items for which the supervisor 

had sufficient information to use in forming their rating judgment. Stated another way, missing 

data was only present on items for which the rater had “no information” pertaining to the 

trainee’s competency in that area.  

Individuals whose data placed them in a “subset” that disjointed them from the remainder 

of the data set as well as those with atypical response patters (e.g., rating only one item for the 

trainee) were removed. When this occurs, the observations are labeled “unmeasurable” or 

“minimum.” When “unmeasurable” occurs within an output table, it means, “no estimate could 

be obtained, usually because all the observations for the element are part of extreme scores for 

the other elements” (Facets manual, Linacre, 2010). Additionally, “maximum” and “minimum” 

scores were observed. “‘Maximum’ means an extreme positive estimate” and “‘minimum’ means 

an extreme negative estimate” (Facets manual, Linacre, 2010). Observations labeled as 

“maximum” were inspected and were retained within the results and analyses, particularly 

because some variability still existed within these ratings and they occurred most often at the 

developmental level that made the most conceptual sense for high scores (i.e., external 

practicum). However, “minimum” observation data were deleted because of the lack of 

data/ratings provided (e.g., only one of the 26 ratings was provided). 

After collapsing into 6 categories, average measures increased in line with expected 

measures and outfit mean-squares for Categories 2-6 were very good (i.e., all near 1.0; see Table 

3). Additionally, Rasch-Andrich thresholds were properly ordered indicating that as a trainee’s 

competence (i.e., ability) increases, each category, in sequence, becomes the most likely category 
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rating for that trainee. Category 1 exceeded the fit cutoff we outlined of 1.4 Outfit mean-square 

(Outfit mean-square = 1.6).  

Table 3 

Category Counts, Measures, Thresholds, and Outfit Mean-Squares for First Examination of a 

New 6-Category Rating Scale  

Category 
Label 

Observed 
Count 

Average 
Measures 

Expected 
Measures 

Outfit  
Mean-Square 

Rasch-
Andrich 

Thresholds 

Standard 
Error 

Category 1 1061 -1.96 -2.13 1.6 

Category 2 1842 -1.20 -1.08 1.0 -2.11 .04 

Category 3 2009 -0.33 -0.33 0.9 -0.78 .03 

Category 4 2525 0.39 0.38 0.9 -0.21 .03 

Category 5 1839 1.20 1.20 0.9 1.09 .03 

Category 6 1573 2.89 2.87 1.1 2.01 .04 

Note. Statistics for Average Measures and Expected Measures are reported in logits. 

Upon examination of item fit to the model, two items were identified as exceeding the 1.4 

Outfit mean-square cutoff. These two items were Item 31 (Communication of findings in 

assessment) with an Outfit mean-square of 2.65 and Item 39 (Communication of findings in 

consultation) with an Outfit mean-square of 3.16. After removing these two significantly 

misfitting items, all Outfit mean-square items fell within .69 – 1.39 (within our acceptable range 

of .6 – 1.4). The subsequent overall measure category statistics were improved, resulting in the 

Outfit mean-square falling within the .9 – 1.3 range for each category (see Table 4). 

Additionally, after these items were removed, the analysis of the 6-category competency 

assessment scale yielded a person reliability of .99 for trainees and an item reliability of .88. 
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Finally, see Figure 1 for a visual representation of the observed data compared to the expected 

data, demonstrating the fit of the 6-category rating scale.  

Table 4  

Category Counts, Fit Statistics, Outfit Mean-Squares for 6-Category Rating Scale after 

Removing Two Misfitting Items 

Category 
Label 

Observed 
Count 

Average 
Measures 

Expected 
Measures 

Outfit  
Mean-Square 

Rasch-
Andrich 

Thresholds 

Standard 
Error 

Category 1 1030 -1.98 -2.14 1.3 

Category 2 1790 -1.22 -1.09 1.0 -2.12 .04 

Category 3 1944 -0.33 -0.34 1.0 -0.79 .03 

Category 4 2425 0.38 0.38 .9 -0.21 .03 

Category 5 1783 1.22 1.20 .9 1.08 .03 

Category 6 1533 3.08 3.08 1.1 2.04 .04 

Note. Statistics for Average Measures and Expected Measures are reported in logits. 
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Figure 1. Probability curves for the 6-category rating scale 

Hypothesis 2 

Correlation analyses were run to determine if self- and peer ratings were significantly 

correlated with supervisor ratings (Hypothesis 2). Prior to conducting this analysis for testing 

Hypotheses 2 and 3, 15 ratings were removed because either no ratings were provided, only 

foundational ratings were provided, only functional ratings were provided, or only one rating 

was provided in either the foundational or functional group of items. Hypothesis 2 was 
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supported. Self-ratings were significantly positively correlated with supervisor ratings, 

demonstrating a large effect size (r = .64; p < .001; n = 31). Peer supervisors ratings of their less 

advanced peer supervisees were also significantly positively correlated with supervisor ratings, 

again demonstrating a large effect (r = .84; p = .038; n = 6). However, peer-supervisee ratings of 

their more advanced peer supervisors were not significantly related to supervisor ratings (r = .29; 

n = 13). Given the small effect size for this comparison with peer-supervisee ratings, there may 

not have been sufficient power for that specific correlation analysis. Alternately, less advanced 

students may not be as skilled at assessing or rating competencies, or the more advanced trainees 

may not exhibit their competencies as keenly through their supervisory role as they might during 

their own supervision. 

Hypothesis 3 

A within samples t-test was performed to determine if ratings for foundational 

competencies were significantly different (i.e., higher than) functional competencies as predicted 

in Hypothesis 3. Based on 350 competency ratings, the mean score for the foundational items 

was 1684.61 (t = 73.09; df = 349), and the mean score for functional ratings was 1473.07 (t = 

46.15; df = 349). Results of t-test showed that foundational competencies were rated 

significantly higher than functional competencies (Cohens d = 0.41; a small to moderate effect 

size) consistent with previous work (e.g., the Cube model) suggesting foundational competencies 

are “easier” to attain, like pre-requisites for functional competencies (Rodolfa et al., 2005).  

Further, a one-way ANOVA was conducted (based on the revised 6-category rating 

scale) to determine if there were significant differences between levels of training (i.e., pre-

practicum, internal, external) within participants. Results of the omnibus ANOVA (F(2, 114) = 

36.56; p < .001) as well as post-hoc tests indicate significant differences between mean 

38



supervisor ratings across developmental training levels. The trainees’ developmental training 

level significantly predicted supervisor ratings. See Table 5 for descriptive statistics for each 

developmental training level. These results indicate that trainees’ competency ratings improve 

with training.  

Table 5 

Descriptive Statistics and ANOVA Comparing Supervisor Ratings for Trainees at Each 

Developmental Level Based on the Revised 6-Category Rating Scale 

Developmental Level Mean Count of  
“No Information” Mean SD Comparison 

Effect Size 

Pre-practicum 20.12 59.66 31.83 

Internal Practicum 8.79 158.54 65.75 d1 = 1.91 

External Practicum 6.41 211.85 67.35 d2  = 0.80 

Note. Each group was significantly different from each other group at the p < .001 level. Pre-

practicum (N = 19); Internal (N = 64); External (N = 34). “No Information” indicates the rater 

did not have enough information to rate the trainee on that competency, thus, proving no rating 

for that item. This column indicates the mean number of times no rating was given at each 

developmental training level. d1 indicates the Cohen’s d effect size for pre-practicum level versus 

internal practicum level. d2 denotes the Cohen’s d effect size for internal practicum level versus 

external practicum level.  

Hypothesis 4 

Based on research described above (Rodolfa et al., 2005) indicating foundational 

competencies are pre-requisite to demonstrating functional competencies we next removed the 

data associated with the 25 foundational items from the revised 6-category rating scale (resulting 
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from Hypothesis 1 testing) to test Hypothesis 4. After removing these items and re-running the 

remaining 25 functional items, via Facets using the same specified Rasch model, the data 

continued to fit the model well. Person reliability for trainees was .95, and the item reliability for 

just functional items was .83. Only one item (i.e., Participation in Supervision) fell outside the .6 

– 1.4 mean-square cutoffs at 1.46. This item was retained in the model given the clinical value of

trainee’s level of participation in supervision. The overall model’s fit statistics were only 

negligibly lower compared with the model including all 52 foundational and functional items 

(see Table 6).  

Table 6 

Category Counts, Fit Statistics, Outfit Mean-Squares for Functional Competency Items Based on 

the Revised 6-Category Rating Scale 

Category 
Label 

Observed 
Count 

Average 
Measures 

Expected 
Measures 

Outfit  
Mean-Square 

Rasch-
Andrich 

Thresholds 

Standard 
Error 

Category 1 464 -2.21 -2.38 1.3 

Category 2 812 -1.28 -1.18 .9 -2.27 .06 

Category 3 862 -0.39 -0.35 1.0 -0.81 .05 

Category 4 1109 0.41 0.41 .8 -0.22 .04 

Category 5 790 1.36 1.28 .9 1.17 .05 

Category 6 647 2.89 2.90 1.2 2.13 .06 

Note. Statistics for Average Measures and Expected Measures are reported in logits. This 

analysis was based on the data from the revised 6-category rating scale model, which included 

the removal of the two previously misfitting functional items. 
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Using the same revised 6-category rating scale, the same procedure was followed to 

examine foundational competency items alone. When the 25 foundational items were re-

analyzed, via Rasch analysis with the same specified model, the data continued to fit the model 

well. The item reliability for only foundational items was .92, while the person reliability for 

trainees was .98. All items fell within the .6 – 1.4 mean-square cutoffs. The overall model’s fit 

statistics, like the data for just functional items, were only negligibly lower compared to the 

model including all 52 foundational and functional items (see Table 7).  

Table 7 

Category Counts, Fit Statistics, Outfit Mean-Squares for Foundational Competency Items Based 

on the Revised 6-Category Rating Scale 

Category 
Label 

Observed 
Count 

Average 
Measures 

Expected 
Measures 

Outfit  
Mean-Square 

Rasch-
Andrich 

Thresholds 

Standard 
Error 

Category 1 548 -1.96 -2.11 1.2 

Category 2 978 -1.28 -1.18 1.0 -2.16 .06 

Category 3 1082 -0.33 -0.37 .9 -0.84 .04 

Category 4 1316 0.38 0.37 .9 -0.20 .04 

Category 5 993 1.23 1.24 .9 1.07 .04 

Category 6 838 3.31 3.31 1.1 2.14 .05 

Note. Statistics for Average Measures and Expected Measures are reported in logits. 
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Table 8 

Item Difficulty for Revised 6-Category Scale (with 2 misfitting items removed) 

Item # and Label Observed 
Average 

Fair-M 
Average 

Item Difficulty 
Measure  

 4 Concern for the Welfare of Others 4.1 3.82 .67 
12 Interpersonal Relationships 3.9 3.63 .46 
 1 Integrity 3.9 3.62 .45 
 2 Deportment 3.9 3.62 .45 
 3 Accountability 3.9 3.57 .40 
45 Participation in Supervision Process 3.8 3.52 .36 
13 Affective Skills 3.8 3.45 .28 
21 Ethical Conduct 3.8 3.41 .24 
41 Expectations & Roles 3.7 3.41 .24 
34 Clinical Skills 3.8 3.38 .21 
14 Expressive Skills 3.7 3.33 .16 
27 Evaluation Methods 3.5 3.32 .15 
28 Application of Methods 3.6 3.31 .15 
42 Processes & Procedures 3.7 3.30 .13 
25 Respectful & Productive Relationships with 
     Individuals from Other Professions 4.0 3.29 .13 

26 Measurement & Psychometrics 3.5 3.29 .12 
48 Administration 3.8 3.20 .03 
46 Ethical & Legal Issues 3.7 3.19 .03 
 8 Self-Care 3.6 3.16 .00 
38 Addressing Referral Question 3.8 3.13 -.03 
29 Diagnosis 3.5 3.13 -.04 
20 Awareness & Application of Ethical Decision 
     Making 3.6 3.12 -.04 

30 Conceptualization & Recommendations 3.6 3.12 -.04 
19 Knowledge of Ethical, Legal, & Professional 
     Standards & Guidelines 3.6 3.12 -.04 

 6 Reflective Practice 3.5 3.11 -.05 
16 Others as Shaped by Individual & Cultural Diversity  
     & Context 3.5 3.11 -.05 

 5 Professional Identity 3.5 3.10 -.07 
47 Management 3.8 3.10 -.07 
35 Intervention Implementation 3.6 3.09 -.07 
 9 Scientific Mindedness 3.6 3.08 -.08 
51 Empowerment 3.6 3.08 -.08 
 7 Self-Assessment 3.5 3.07 -.09 
40 Application of Methods 3.7 3.07 -.10 

(table 
continues) 
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(continued)               Item # and Label Observed 
Average 

Fair-M 
Average 

Item Difficulty 
Measure  

17 Interaction of Self & Others as Shaped by Individual 
     & Cultural Diversity & Context 3.5 3.06 -.11 

49 Leadership 3.8 3.05 -.11 
15 Self as Shaped by Individual & Cultural Diversity & 
     Context 3.5 3.04 -.12 

24 Understands How Participation in Interdisciplinary 
     Collaboration/Consultation Enhances Outcomes 3.7 3.00 -.16 

18 Applications Based on Individual & Cultural  
     Context 3.5 3.00 -.16 

10 Scientific Foundation of Psychology 3.5 2.98 -.19 
52 Systems Change 3.7 2.96 -.21 
36 Progress Evaluation 3.5 2.95 -.22 
11 Scientific Foundation of Professional Practice 3.5 2.94 -.22 
33 Intervention Planning 3.5 2.93 -.23 
37 Role of Consultant 3.7 2.92 -.24 
50 Evaluation of Management & Leadership 3.7 2.91 -.25 
23 Functioning in Multi- & Interdisciplinary Contexts 3.6 2.91 -.25 
22 Knowledge of the Shared & Distinctive  
     Contributions of Other Professions 3.5 2.85 -.31 

44 Awareness of Factors Affecting Quality 3.4 2.85 -.32 
32 Knowledge of Interventions 3.3 2.80 -.36 
43 Skills Development 3.4 2.79 -.37 
Note. Fair-M Averages convert Observed Average logit scores to their equivalent scores on the 

actual rating tool to facilitate ease of interpretation. Item difficulty listed in logits with mean at 0. 

Bold item and statistics are associated with the item of mean difficulty. Items are listed in 

decreasing ordering of difficulty based on Measure (in logits). Items listed in the table above the 

bolded item are “easier” for trainees to attain (i.e., supervisors more commonly rate trainees’ 

competencies on these items more highly). 
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CHAPTER 5 

DISCUSSION 

The current study sought to provide a psychometric evaluation of the existing Practicum 

Evaluation Form (PEF) used to assess competencies of trainees in a doctoral psychology 

program. Findings of this study show that this data fit the Rasch model and, thereby, satisfy the 

assumptions required by Rasch analysis. This finding is especially useful because it informs us 

that Rasch analysis can be used to evaluate the data as we revise the measure and re-administer a 

revised version to the sample in the form of a new PEF.  

The bulk of the data used for this study came from the 100-point visual analog scale. In 

order to attain the required number of observations to yield reliable results, we were required to 

collapse categories/rating points from 100 to fewer. When considering the number of categories, 

given Miller’s (1956) research on short-term memory indicating that individuals can generally 

processes 7 (+/- 2) chunks of information at one time, we selected 6 categories for the new rating 

scale. Additionally, with regard to rating points, empirical data exploring the ideal number of 

rating points/categories suggests that only marginal improvements in reliability result as rating 

categories increase past 5 to 7 (Streiner & Norman, 1995). Consider an example showing the 

difficulty of discriminating several categories. For a study investigating the degree to which one 

identifies with an attitude, respondents may be able to discriminate among 4 categories of 

strongly agree, slightly agree, slightly disagree, and strongly disagree. However, the more rating 

points introduced may create more “noise,” or error variance, rather than systematic variance 

(i.e., information). For instance, respondents may have greater difficulty discriminating attitudes 

among a 7-category rating scale including strongly agree, moderately agree, slightly agree, 

neither agree nor disagree, slightly disagree, moderately disagree, and strongly disagree.  
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Given the information above, we propose the use of a new 6-category rating scale of 

competency. This revised scale appears to function very well. Outfit mean-squares fell within the 

appropriate range for Rasch measures for this scale, and the Rasch-Andrich thresholds as well as 

the average measures increase in turn, indicating that each higher category would typically be 

associated with a higher trainee ability (theta) level.   

Additionally, this study sought to examine the potential use of 360-degree evaluations 

using self- and peer-ratings. There were so few observations that involved self-, peer-supervisor, 

and peer-supervisee ratings that these analyses were unable to be conducted. In attempts made to 

examine this data, it was determined that the source of the rating caused significant disruption in 

the Rasch model. Upon data inspection, it was found that 53 self-ratings were recorded, 18 peer-

supervisees rating their peer-supervisors, and 15 trainees rating their peer-supervisees were 

recorded. Such few observations across varying sources for trainees leads to the aforementioned 

difficulty with data instability and such little overlap of any given trainee to have received a 360-

degree rating. If trainee self- and peer-ratings were required, at such time, re-evaluation of the 

functioning of this (or another such competency measure) may be useful.  

Regardless of the implementation for 360-degee evaluation purposes, given the limited 

data in this regard in our sample, these self- and peer-ratings should not be used for high-stakes 

decisions (although faculty supervisor ratings might appropriately be considered in such cases). 

However, if implemented, self- and peer-ratings can serve to inform trainees of their strengths 

and weakness (perhaps, blind spots) in competency areas. Additionally, these ratings can be 

utilized by faculty supervisors to glean information about a trainee’s peer relations and perceived 

competency outside of the faculty supervisor’s exposure to the trainee.  
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The study also found that self-ratings and peer supervisor ratings were significantly 

positive correlated with supervisor ratings. Although peer supervisee ratings of their peer 

supervisor were not significantly related to supervisor ratings, this was likely due to the limited 

number of peer supervisee ratings present for those for which we also had supervisor ratings. 

Another reason for this finding may be that the concept of rating a supervisor may be uniquely 

different from rating a supervisee. Less advanced trainees are not as skilled at evaluating 

competencies of their supervisors. Additionally, perhaps more advanced trainees may not 

exemplify their competencies as well in their supervisory role as they do when they are being 

supervised. The scale used by peer supervisees may not function in quite the same way. This idea 

should be explored further in future research examining 360-assessments of competency.  

Finally, findings of the current study indicate foundational competencies were rated 

significantly higher than functional competencies and could, in fact, be considered pre-requisites 

as posited by Rodolfa and colleagues in the Cube model (2005). This area can be combined with 

Hypothesis 4 that both foundational and functional items can function on their own and retain 

effective measurement of the ratings of competency and each group of competency items may be 

assessed separately.  

Clinical Implications 

Through analyzing these data via Many-Facet Rasch Analysis (via Facets software 

program), we were able to account for multiple raters of trainees, which is essential for 

evaluations that occur at the end of each grading period, such as these practicum ratings. 

Additionally, “connecting” data in Facets (a requirement before drawing conclusions about 

results of analyses involving the entire data set) across all three training levels (i.e., pre-

practicum, internal, and external) and all three training programs (i.e., counseling, clinical, and 
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clinical health) offers great value with regard to the generalizability of the rating scale within this 

sample.  

One particularly valuable aspect of this study is that the PEF utilized in this study is 

consistent with APA’s 2009 Benchmarks for Competency. This study yields findings that 

promote the use of competency benchmarks for assessment of psychology trainees in their 

applied work. Another especially important goal accomplished by the current study is providing 

a psychometric evaluation of a competency-based assessment tool. To our knowledge, no 

statistical analyses have been conducted on the very few existing measures of competency within 

the field of psychology. This study is the first to provide research support for the validity of a 

competency-based assessment tool for doctoral trainees in psychology as well as providing a 

revision of the form to be utilized by supervisors rating doctoral trainees.  

Utilizing a measure for competency assessment that has been psychometrically evaluated 

and revised can offer other training programs an empirically-supported measure for assessing 

competencies in their doctoral trainees. Providing a tool that has received statistical support can 

encourage doctoral training programs to develop consistency among some of the essential 

training components across programs, highlighting competencies APA believes all doctoral 

trainees should be striving to attain.  

Limitations and Future Directions 

One common reason for using IRT is that classical test theory approaches have 

limitations that IRT does not. For example, classical (traditional) tests must meet “normal” 

assumptions, (e.g., homoscedacity, data normality) which are not required for IRT analyses. 

Additionally, classical tests examine the efficiency of a measure as a whole and may 

misrepresent portions of results by providing one overall mean. However, IRT uses an item-
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focused approach to determine how well each item functions (i.e., how much each item 

contributes) in measuring the latent construct. Another value in using IRT is that this method of 

analysis can indicate areas for scale revision. 

However, we acknowledge that utilizing critical values may allow room for Type I error. 

For that reason, we utilized cutoffs consistent with recommendations of Wright and Lincare 

(1994) regarding assessment of fit with rating scales and that have been utilized in previous 

research with relevant scale evaluation and revision (Smith, Wakely, de Kruif, & Swartz, 2003). 

Even as we identified these cutoffs for outfit mean-squares (.6 – 1.4), the overall 6-category 

rating scale performed very well, and these cutoffs had a limited impact on the revision of the 

new 6-category scale (i.e., removal of two mishitting items). Future research should examine the 

stability of the overall scale structure and item fit, as well as the item hierarchy, with another 

sample to further examine the generalizability to other settings (internship, in particular).   

A notable limitation for current use is that supervisors have complained about the length 

of the PEF. In the current study, we examined a reduction in the number of items for this 

competency evaluation, to determine if competency could be adequately assessed with fewer 

items. The foundational and functional competencies were separated into distinct groups and 

each set of data was found to fit the specified Rasch model well. These results indicate that 

putting a revised form like this in practice could limit the potential difficulties present with the 

high number of items. As noted in the Results section, one item (Participation in Supervision) 

was the only item whose Outfit mean-square statistics were outside the identified cutoffs (.6 – 

1.4). The data was explored for unexpected responses to determine a potential cause for this 

misfit. There were six occurrences where this item’s observed response was significantly 

different from the expected response for this item. Three of these were upward ratings in the 
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unexpected direction (i.e., rated higher than expected), and three ratings were in the downward 

unexpected direction (i.e., rated lower than expected). One potential reason for this may be an 

interaction bias between supervisor and trainee, which could involve trainees and supervisors 

having a preference for the same supervision style and/or theoretical orientation. These potential 

causes for the misfit of the Participation in Supervision item should be explored in future 

research and retained in evaluations, if possible, given the clinical utility of this competency. 

An additional improvement to the PEF is in the use of the rating scale. Data was gathered 

via a 100-point VAS, but analyses revealed that a 6-category scale could be used effectively. 

Application of this suggested revised scoring structure could decrease “noise” within the data 

and make the ratings more meaningful for interpreting a trainee’s rating on any given item. 

Requiring supervisors to rate their trainings using unlabeled categories, as was the case with data 

in the current study, can cause raters to interpret the rating scale idiosyncratically (Smith, 

Wakely, de Kruif, & Swartz, 2003). This idiosyncratic interpretation of the rating categories can 

reduce the consistency across supervisors when rating their trainees and result in decreasing the 

inter-rater reliability in circumstances where self- and peer-assessments may be desired. 

Therefore, it is very important to utilize clear and meaningful labels of categories for ratings as 

we propose for a revised measure: strongly agree, moderately agree, slightly agree, slightly 

disagree, moderately disagree, and strongly disagree. 

Summary 

Given the recent emphasis on a culture of competence in professional psychology, 

competency-based education and training, and competency evaluations, this study sought to 

develop and psychometrically evaluate a competency assessment measure. Despite the emphasis 

recently place on competency throughout the field of psychology, few standardized measures 
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have been developed. To our knowledge, only four published studies on measures of competency 

assessment currently exist, with the majority of these too specific to have generalizable utility 

across doctoral programs. The current study applied the seminal Competency Benchmarks (i.e., 

Practicum Evaluation Form), to UNT practicum trainees’ supervisor-, self- and peer ratings 

utilizing IRT to evaluate the psychometric properties of the PEF. We found support for use of the 

benchmarks framework as supervisor ratings fit the Rasch model. Additionally, self-, and peer-

supervisor ratings as assessed by this form were significantly correlated with supervisor ratings, 

indicating that there may be some utility to 360-degree evaluations. Furthermore, foundational 

competencies were rated as significantly higher than functional competencies as previously 

suggested (Rodolfa, et al., 2005).  
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