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Competency evaluation rating forms are widely used to

assess a range of global and specific psychology practi-

tioner competencies during and at the end of clinical

placements. Surprisingly, there is little research examin-

ing the dimensional structure or the hierarchical cluster-

ing of items on these ratings. The current, multisite study

examined supervisor ratings of clinical psychology trai-

nees (N = 204) on the Clinical Psychology Practicum

Competencies Rating Scale (CΨPRS). Based on the prox-

imity criterion chosen, hierarchical clustering yielded

either nine clusters or four super clusters: Good Practi-

tioner Attributes and Conduct, Scientist Practitioner and

Professional Management, Assessment and Intervention,

and Psychological Testing. The study also tracked the

developmental trajectory of competency attainment.

CΨPRS ratings differentiated groups between early but

not between later stages of training. Measurement issues

and implications for training and practice are discussed.
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Field placements are a central aspect of training pro-

grams in professional psychology. The structure, dura-

tion, casework, and supervision requirements of these

placements vary across programs and across countries,

but multiple placements are typically required by train-

ing programs and mandated by regulatory bodies to pro-

vide a breadth of professional experiences for trainees

(Nelson, 2007; Tweed, Graber, & Wang, 2010). In fact,

a developmentally sequenced program of placements is a
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training template applied across specializations within

psychology, and across allied health disciplines (Bogo,

Regehr, Hughes, Power, & Globerman, 2002; Hatcher

& Lassiter, 2007). This pedagogic model is designed to

bridge the gap between theoretical knowledge, typically

acquired within an academic institution, and compe-

tence in the world of the practitioner (Elman, Illfelder-

Kaye, & Robiner, 2005). A wide range of terms are

used to describe field placements (e.g., externships, rota-

tions, internships); the generic term “placement” will be

used in the current article. We adopt Epstein and Hun-

dert’s (2002, p. 226) definition of professional compe-

tence, namely, “the habitual and judicious use of

communication, knowledge, technical skills, clinical

reasoning, emotions, values, and reflection in daily prac-

tice.” Competencies refer to “measurable human capa-

bilities involving knowledge, skills, and values, which

are assembled in work performance” (Falender & Sha-

franske, 2007, p. 233).

The systematic monitoring of progress during and

evaluation of performance at placement completion are

integral components of assessment. Ongoing supervi-

sion paired with regular and systematic feedback helps

shape, consolidate, and enhance knowledge and practi-

tioner skills. In addition, structured evaluation at mid-

and end placement provides summative feedback,

meets requirements of training institutions, and serves

as a mechanism to ensure the attainment of compe-

tence to an acceptable standard (Australian Psychology

Accreditation Council, 2010; Kaslow, 2004; Kaslow

et al., 2009).

Several important developments in the past decade

have led to a greater emphasis on the nature, methods,

and tools of field supervisor assessment (Falender &

Shafranske, 2007; Gonsalvez & Freestone, 2007;

Roberts, Borden, Christiansen, & Lopez, 2005). One

such development is the recognition that the compe-

tency paradigm has the potential to improve profes-

sional training and practice (Kaslow et al., 2007; Roth

& Pilling, 2008). Competencies across foundational and

functional domains have been defined, organized, and

benchmarked for different developmental stages (Fouad

et al., 2009). The recognition that regular, systematic,

and ecologically valid assessments constitute an essential

aspect of competency-based training (Kaslow et al.,

2009; Leigh et al., 2007; Lichtenberg et al., 2007) has

led to a closer scrutiny of the reliability and validity of

competency assessments (Kaslow et al., 2007).

Competency assessment is a key challenge to the

implementation of competency approaches (Kaslow

et al., 2007; Lichtenberg et al., 2007). As a profession,

we seem “better able to assess knowledge than skills or

attitudes, more effective at evaluating skills than atti-

tudes, and generally to have few established methods

for assessing critical professional attitudes” (Lichtenberg

et al., 2007, p. 476). Although professional psychology

has tools for evaluating knowledge and skills (e.g.,

essays, supervisor reports), these assessments may have

poor ecological validity and lack data to demonstrate

good inter-rater reliability.

At the end of a placement, field supervisors typically

complete a structured competency evaluation rating

form (CERF) that employs a Likert scale to rate the

trainee’s competence across a range of domains. CERFs

are user-friendly, inexpensive to administer, easy to

score, and are sufficiently versatile to measure a range

of global and specific competencies (Gonsalvez et al.,

2013). They are extensively used in psychology and

other health disciplines, both within the United States

and internationally (Baird, 2005; Gonsalvez & Free-

stone, 2007; Kaslow et al., 2009; Tweed et al., 2010).

However, recent research has raised major concerns

regarding the reliability and validity of such assess-

ments, in particular their vulnerability to rater leniency

and halo effects (Bogo et al., 2002; Gonsalvez & Free-

stone, 2007; Robiner, Saltzman, Hoberman, Semrud-

Clikeman, & Schirvar, 1998).

Attempts to define, elaborate, and classify competen-

cies have led to a proliferation of items on CERF-type

instruments (Baird, 2005; Fouad et al., 2009; Gonsalvez

& Freestone, 2007). However, increasing the item pool

does not necessarily improve discrimination between

competence domains or levels. Despite their popularity,

there is a striking dearth of research on the CERF-type

measures. Ellis and Ladany (1997) lament that there is

little evidence indicating how or what is being evalu-

ated and that supervisor evaluation of supervisee com-

petence “may consist of many flaws bringing into

question its usefulness” (p. 484). It is therefore critical

that we better understand how supervisors construe

competence, how they make sense of arrays of

competencies, which competencies they see as clustering
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together, and whether there is evidence of systematic

bias influencing rater judgments.

A pioneering study examining the dimensional struc-

ture underlying CERFs through principal components

analysis (PCA) has been described in social work (Bogo

et al., 2002). Supervisor ratings of 80 competencies in

field placements from first- (n = 227) and second-year
students (n = 253) were analyzed. The PCA yielded

seven (Year 2) or eight factors (Year 1), including Inter-

vention Planning and Implementation, Differential Use

of Self, Empathy and Alliance, Values and Ethics, Pre-

sentation Skills, Assessment, and Report Writing.

Although the factors were consistent across years,

between-supervisor reliability for Year 1 and Year 2 rat-

ings for the same cohort of students was poor. A good

understanding of the dimensional or hierarchical struc-

ture of competencies has several important implications

for practitioner training in psychology. It will clarify the

number of factors, their relative independence, and their

generic and specific status (in the same way that g-factor

facilitated research on intelligence). An accurate concep-

tualization of the structure is essential for better informed

and more accurate measurement, a lacuna that is of par-

ticular salience within the current context (see Kaslow

et al., 2007, 2009). Further, it will enable more accurate

tracking of developmental trajectories of independent

competencies/clusters and provide a blueprint for the

development of more efficient practitioner-training pro-

grams. Finally, such an initiative will also provide a more

informed, empirical definition of competency set

boundaries, thereby helping differentiate among special-

izations within psychology, and between psychology and

other allied disciplines. We are unaware of any study in

psychology that has examined the dimensional structure

underlying CERFs through principal components analy-

sis or clustering of items through statistical clustering

techniques. This study will attempt to address this issue.

Within the discipline of psychology, Gonsalvez and

Freestone (2007) examined results from 291 end-place-

ment reports on 131 clinical psychology trainees evalu-

ated by 130 supervisors over a 12-year period. They

reported that a single, “generic clinical skills” factor

accounted for a large proportion of the variance. How-

ever, these results were obtained from overall domain

scores (11 domains) and not itemwise scores. In a second

analysis using hierarchical clustering, two large clusters

were identified: Assessment and Intervention Skills, and

Professional Conduct and Interpersonal Skills.

Two studies have subjected specific domains to psy-

chometric scrutiny. Dohrenbusch and Lipka (2006)

examined 12 supervisors’ ratings of professional skills of

22 trainee therapists. Four factors were identified from a

36-item scale: Open-Mindedness and Social Competence

in the Supervision Session, Systematic and Goal Oriented

Approach to Therapy, Capacity to Create a Professional

Therapeutic Relationship, and Motivating and Support-

ing Behavior. More recently, Tweed et al. (2010) video-

taped clinical assessment interviews conducted by clinical

psychology trainees on simulated patients. Supervisors

used a 33-item structured rating scale to evaluate compe-

tence from which five factors were identified: Demon-

strating Professional Therapeutic Engagement, Creating a

Secure Base, Formulation, Facilitating Mutual Under-

standing, and Session Structure.

Although attempts to define and classify competen-

cies in terms of theoretically meaningful clusters and

domains are laudable (Fouad et al., 2009) and consti-

tute an essential first step, empirical validation of these

categories is also important but has received much less

attention. Most competency-based approaches to pro-

fessional training espouse a developmental model that

assumes a relative independence among domains. The

implication is that different competency domains may

have different developmental trajectories across time for

both groups and individuals. For instance, it is feasible

that a trainee who is yet to develop competence in

intervention skills manifests appropriate knowledge,

judgment, and respect for ethical principles and behav-

iors. In contrast, a certified professional, competent on

intervention competencies, may manifest a blatant dis-

regard for ethical values and conduct. Additionally,

competencies such as case conceptualization and meta-

competencies such as reflective practice and scientist

practitioner attitudes may develop later, possibly even

after the first developmental stage. This may be due to

trainee anxiety and the challenge of unfamiliar client

work early in training (Stoltenberg & McNeill, 1997).

We are unaware of research that has attempted to plot

these developmental trajectories. The current, multisite

project was designed to address key lacunae within the

competency assessment literature and had two main

objectives: (a) to subject the currently used competency
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rating scale to empirical scrutiny by employing a hier-

archical clustering technique to determine the emer-

gent pattern of clusters and higher-order super clusters,

the advantage of the technique being that it allows the

examination of either the clustering of items within a

scale (relevant to this study) or the clustering of cases;

and (b) to chart the profile of competencies demon-

strated by four groups of trainees at different develop-

mental levels. We predicted a stepwise increase in

competence as trainees undertook four clinical place-

ments. Further, because professional misconduct and

ethical breaches are relatively uncommon, we predicted

that compared to ratings on functional competencies,

trainees would attain higher ratings on foundational

competencies such as ethical behavior earlier in their

training sequence.

METHOD

Participants

Participants were the supervisors of psychology trainees

(N = 204) enrolled in one of the five participating uni-

versities that had clinical psychology training programs

accredited by the Australian Psychology Accreditation

Council (APAC) and the Clinical College of the Aus-

tralian Psychological Society (APS). The trainees were

enrolled in either a master’s or doctoral clinical pro-

gram after completion of four years of full-time psy-

chology training at the undergraduate level. Of 204

trainees assessed in 2011, Data Set I comprised 194

trainees who had data on eight of the nine domains.

Psychological Testing Skills was often not the focus of

training, particularly during the first placement, so 71

trainees were not rated on this domain. Data Set II, a

subset of Data Set I, consisted of the 123 participants

who had ratings across all nine domains, including the

Psychological Testing domain. Participant information

concerning age and sex was deleted in research to

ensure anonymity of students rated.

As part of their clinical training, trainees completed

intensive coursework at their respective universities and

concurrently enrolled in three or more field placements

during a two-year period. The initial placement was

usually in the university’s psychology clinic, and subse-

quent placements occurred in external agencies. Each

placement included between 200 and 300 placement

hours, including a minimum of 80–100 hours of face-

to-face client contact during each placement. The vast

majority of placements occurred as a two- or three-day

per week commitment to working in an agency that

provided psychological services. The type and nature of

placements varied widely across client populations (e.g.,

child, adult), disorder (anxiety, mood, eating disorders),

and severity levels (e.g., in- and out-patient services).

Competency ratings were completed by university

clinic and field supervisors (N = 113) who satisfied aca-

demic and professional requirements for supervision

mandated by the accrediting bodies. All supervisors

were clinical psychologists who held the requisite qual-

ifications (clinical psychology master’s or doctoral

degree from an accredited training institution), and

who had the relevant postqualification clinical psychol-

ogy experience to become eligible for full membership

of the APS College of Clinical Psychologists. Summa-

tive evaluations were completed by principal field

supervisors at mid- and at end placement. End-place-

ment data from consenting supervisor–trainee dyads are

presented in this study.

Materials

Clinical Psychology Practicum Competencies Rating Scale

(CΨPRS). The CΨPRS is a 69-item rating scale com-

prising 60 individual items and nine overall domain

(Dm) items. The scale was developed from earlier ver-

sions of similar scales used by the participating universi-

ties and the list of practicum competencies identified

by Hatcher and Lassiter (2007). CΨPRS ratings are

based on a four-stage developmental framework rang-

ing from Beginner (Stage 1) through to Competent

(Stage 4). Each item is rated on a 0–10 point visual

analog scale ranging from Beginner (0, Stage 1) to

Competent (10, Stage 4), with intermediate, equidistant

anchors being Stage 2 and Stage 3. Stage descriptions

and sample items are included as supporting informa-

tion. Supervisors rated trainees in reference to a

notional absolute standard of competent professional

practice, defined as comprising capabilities and skills on

par with clinical psychologists working in their first job

following completion of their master’s degree.

Procedure

All supervisors completed the CΨPRS online on a

web-based application at the completion of the place-
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ment. The online format ensured that all raters com-

pleted the scale in a uniform sequence. For each of the

nine domains, supervisors locked in their overall ratings

of competence before completing individual items

within the domain. All items within a domain were

completed before the next domain was presented. Fol-

lowing completion of the CΨPRS, participants

endorsed an option to provide or withhold consent for

their de-identified data to be included in the research.

The project was approved by the ethics committees of

each of the participating universities.

RESULTS

Analyses Clusters and Super Clusters

Descriptive statistics for the CΨPRS end-placement

data, both overall and mean scores, are provided in

the supporting information. An important objective of

the study was to allow an empirical process to deter-

mine the classification of items into subclusters, clus-

ters, and super clusters. Therefore, we used a

hierarchical clustering statistical technique to determine

the relative proximities of the relationship between the

items. A tree-clustering approach (Statistica, 2012) was

employed whereby items are joined into successively

larger groupings based upon the successive relaxation

of the measure of similarity that initially defined their

separation. As the clustering algorithm progresses

through successive iterations, larger and larger clusters

of increasingly dissimilar elements are aggregated. The

measure of the proximity or tightness among items

and clusters is termed the rescale distance unit, and

ranges from 1 to 25, with shorter distances indicating

greater proximity/similarity. The rescale distance is a

good metric of item/cluster relatedness, in a similar

way that a correlation coefficient is a good metric of

the relationship among items in PCA. The clustering

technique has an advantage over principal components

analyses because it can be reliably applied with smaller

sample sizes, and because it provides a clearer depic-

tion of the relationship among items as they progres-

sively link with one another to form clusters and

super clusters. To examine the reliability of the results,

the analyses were conducted on Data Sets I and II.

Readers interested in the stepwise progression of the

clustering may view these results in the supporting

information.

Competency Domains Determined by Hierarchical Clustering

Data Set I (N = 194; 8 domains; 54 items). The 54

items from eight original domains were reduced to 25

subclusters at distance unit 1, to 13 clusters at distance

unit 2, to nine clusters at distance units 3 and 4 (desig-

nated as A1–A9), to eight clusters at distance unit 4

(A1–A8), to six clusters at distance unit 5 (designated as

B1–B6), to four clusters at distance units 6 and 7, and

to three clusters at distance unit 8 (designated as C1–
C3 and termed super clusters for the current article; see

Table 1).

The three-cluster solution remained stable across

further distance manipulations until they reduced to

two clusters at distance unit 12. Further, all five items

under Ethical Practice (7a–e) were more akin to each

other than they were to items on Personal Capacities

(Dm 6), and the Ethics cluster was more closely linked

to Personal Capacities than that was to Scientist Practi-

tioner competencies (Dm5). Finally, items within the

Ethics cluster were most dissimilar to the Psychological

Testing cluster (Dm4).

The item membership structure at a rescaled dis-

tance unit of 3 (A-series, eight clusters) and 5 (B-series,

six clusters) generated a number of clusters (six to eight

clusters) that approximated the number of domains in

the original data (eight domains, because no data were

available for Psychological Testing). Specifically, at a

rescale distance unit of 3 and 4, the individual items

that constituted six of the original domains Dm1(A6),

Dm2(A7), Dm3(A8), Dm5(A4), Dm6(A2), and Dm7

(A1) remained unchanged. There were minor changes

to domain structure for two domains including Profes-

sional Skills (Dm8) and Response to Supervision

(Dm9).

Specifically, Professional Skills that originally com-

prised nine items were subdivided into three sections:

five items comprising Organization and Management

Skills clustered in one domain (A5 in Table 1), two

items that reflected collaborative interactions with other

professionals and professional dress and demeanor

clustered with the Response to Supervision domain
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(Dm9), and two items (e.g., intake capabilities) that

remained isolated and that were dropped from further

analyses. The above structure remained stable in that it

was unchanged at rescaled distance unit 4. The struc-

ture changed in minor ways at rescaled distance unit 5

(B-series). Specifically, Response to Supervision and

Personal Capacities/Attributes merged into a large clus-

ter comprising 19 items, and Scientist Practitioner

Approach and Professional Skills merged into a larger

cluster comprising eight items (B2 and B3 clusters in

Table 1).

At rescaled distance unit 8, the domains converged

into three super clusters (C-series): Good Practitioner

Attributes and Conduct (C1, 24 items), Scientist Prac-

titioner and Organization and Management Skills (C2,

10 items), and Assessment and Intervention Skills (C3,

20 items). Internal consistency measures for A-series

clusters were high (Cronbach’s a = 0.91 or higher for

each of the clusters).

Data Set II (N = 123; 9 domains; 60 items). When

the clustering procedure was repeated for Data Set II,

the results were a close approximation of results from

Data Set I. A comparison between results obtained

for the two data sets is also summarized in Table 1.

The eight A-clusters (A1–A8) formed seven clusters

(#A1–A7; clusters from Data Set II are designated by

the #-code). Four were unchanged (A1, A2, A4,

A6), and one changed marginally with a nine-item

A3-cluster incorporating an additional item (#A3).

The Clinical Assessment (A7) and Formulation and

Intervention (A8) clusters merged earlier in the

agglomeration process (#A7). Finally, the five-item

Organization and Management Skills (A5) separated

into Organization (#A5a, three items) and Manage-

ment Skills (#A5b, two items). The six items from

the Psychological Testing domain (#A9) congregated

into one cluster at distance unit 3 and remained both

stable and independent of items and clusters emanat-

ing from other domains, eventually constituting an

independent super cluster (#C4; see details in the

supporting information). Thus, adding the data from

the Psychological Testing into the analysis confirms

the clusters identified earlier and also suggests that

Psychological Testing constitutes a separate cluster at

A- and C-levels.
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Split-Case Analysis. To examine the reliability of

the cluster analysis, a split-case analysis was run. The

results yielded strikingly similar structures, so further

comments refer to the full data set.

Summary

In summary, the hierarchical clustering technique

yielded results that were relatively stable across Data

Sets I and II, and across the split-case analyses. There

was empirical justification for the use of a nine-clus-

ter solution (A1–A8, #A9) at a fairly strict proximity

criterion (distance unit of 3), or a seven-cluster solu-

tion (B1–B6, #A9) when a more relaxed criterion

was adopted (distance unit 5). When the proximity

criterion was relaxed further, a four super cluster

solution emerged: Good Professional Attributes and

Conduct (C1), Scientist Practitioner and Professional

Management capabilities (C2), Assessment and Inter-

vention Skills (C3), and Psychological Testing Skills

(#C4).

Developmental Stage by Cluster Effects

Following the determination of clusters, we assessed

whether supervisors rated trainees differently across

clusters and across placements. Placements occurred in

sequence and were used as a proxy for developmental

stage, with earlier placements representing earlier

developmental stages. Thus, developmental stage varied

at four levels, determined by which of the four place-

ments (P) were completed by the group of trainees:

P1, (n = 33), P2, (n = 32), P3, (n = 39), and P4,

(n = 53). Fewer trainees completed P5 and P6 (n = 24

in total) and were excluded from this analysis. The

main analysis comprised a Placement 9 Cluster

ANOVA, with repeated measures for the Cluster factor

(N = 157). The main effects for Placement and Cluster

were significant: for Placement, F(3,146) = 19.88,

p < .001; for Cluster, F(7,141) = 29.02, p < .001. To

clarify the main effects, two Placement 9 9 Cluster

(eight domains + grand mean domain score) ANOVAs

were conducted for three separate contrasts: P1 versus

P2, P2 versus P3, and P3 versus P4. For the Cluster

factor, eight planned contrasts were performed, com-

paring each of the eight cluster scores against the clus-

ter mean score. Because there were several missing

values for the Psychological Testing cluster (#A9), this

was analyzed separately with a smaller sample (n = 103)

in a four Placement 9 2 Cluster (Psychological Testing

and cluster mean score) ANOVA. The results are pre-

sented in Figure 1.

Figure 1. Mean competency ratings for clusters A1 to #A9. Note. Ethical Prac = Ethical Practice; Personal Cap = Personal Capacities; Supervision = Re-

sponse to Supervision; Scientist-Prac = Scientist Practitioner Approach; Org & Management = Organization and Management; Clinical Asst = Clinical

Assessment; Form & Interv = Formulation and Intervention.

HIERARCHICAL CLUSTERING OF COMPETENCIES � GONSALVEZ ET AL. 397



Developmental Stage (Placement) Effects on Competency

Scores

P1 Versus P2. As predicted, competency scores

showed significant gains from P1 to P2, as demon-

strated by a significant main effect for Placement, F

(1,60) = 40.36, p < .001. The separate analysis con-

ducted for Psychological Testing Skills yielded the same

pattern of results, with higher scores for P2. Consistent

with our predictions, competency scores for Ethical

Practice (A1, p < .001), Personal Capacities and Attri-

butes (A2, p < .001), and Response to Supervision

(A3, p < .005) were higher than the grand mean scores

across clusters, whereas scores on Relational Skills (A6,

p < .05), Clinical Assessment (A7, p < .001), Formula-

tion and Intervention Skills (A8, p < .001), and Psy-

chological Testing Skills (#A9, p < .001) were lower

than grand mean cluster scores (Figure 1). Scores for

Scientist Practitioner and Organization and Manage-

ment Skills (A4, A5) were comparable to the grand

mean scores. None of the interactions between Place-

ment and Cluster were significant.

P2 Versus P3 and P3 Versus P4. For both of these

comparisons, the main effect for Placement across the

eight clusters was not significant (p > .05; Figure 1),

and similar results were obtained for the Psychological

Testing cluster in independent analyses. When

between-cluster comparisons were made, scores for

Ethical Practice (A1, p < .001) and Personal Capacities

and Attributes (A2, p < .001) were higher than grand

mean cluster scores attained by the groups (for P2 ver-

sus P3, and P3 versus P4 comparisons). Response to

Supervision scores were higher for the P2 versus P3

(A3, p < .005), but not for the P3 versus P4 compari-

son. In contrast, scores on Clinical Assessment (A7,

p < .001), Formulation and Intervention Skills (A8,

p < .001), and Psychological Testing Skills (#A9,

p < .001) were lower than grand mean scores. Scientist

Practitioner (A4), Organization and Management Skills

(A5), and Relational Skills (A6) were no different from

grand mean scores.

For P3 versus P4, a significant Placement by Cluster

interaction further qualified between-cluster results,

indicating greater improvement for Formulation and

Intervention skills and Relational Skills at P4 compared

with the minimal changes observed among other clus-

ters. For P2 versus P3, none of the interactions were

significant.

Analysis of Super Clusters

The analytic strategy described above for the clusters

constituting the A-series was repeated for super clusters

(C-series). The results showed improvement across

clusters between P1 and P2, F(1,60) = 38.42, p < .001,

and no further changes from P2 to P3 (p > .05) or

from P3 to P4 (p > .05). Within placements, compe-

tency scores for Cluster 1 were higher than the grand

mean cluster score, whereas scores for Clusters 3

(Assessment and Intervention) and Cluster 4 (Psycho-

logical Testing Skills) were lower than mean scores.

Competency scores for Cluster 2 (Scientist Practitioner

and Professional Management capabilities) were compa-

rable to the mean cluster score.

DISCUSSION

The study makes a valuable contribution by offering pre-

liminary insights into the internal structure of compe-

tency ratings and how individual clusters blend together

to form super clusters. As far as we are aware, this is the

first study in clinical psychology that attempts to analyze

the inherent clustering of competencies and to track

competency profiles across developmental stages. An

empirical technique (hierarchical clustering) was

employed and a close level of similarity (distance unit 3)

yielded a nine-cluster solution that closely replicated the

nine original domains, although their constituent items

were reorganized in minor but salient ways. Specifically,

the reorganization produced a narrower set of items best

described as Organization and Management Skills from a

broader mix of items included under Professional Skills.

Second, the narrower Response to Supervision domain

reorganized into a broader set of items relabeled Reflec-

tive Practice and Openness to Feedback. The domains

that emerged from the clustering of items included the

following competency domains: Ethical Practice, Per-

sonal Capacities and Attributes, Reflective Practice and

Openness to Feedback (Response to Supervision,

relabeled), Scientist Practitioner, Organization and Man-

agement, Relational Skills, Clinical Assessment, Formu-

lation and Intervention, and Psychological Testing. As

might be expected, the items within the nine clusters

have high internal consistencies. These resulting clusters
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and super clusters were reliable in that strikingly similar

clusters were obtained for Data Sets I and II and for

split-case analyses.

There is broad overlap between the domains identi-

fied in this study and those outlined by Bogo et al.

(2002) among social work trainees. For instance, there

is obvious overlap between Ethical Practice and Values

and Ethics, Formulation and Intervention and Interven-

tion Planning and Implementation, Relational Skills and

Empathy and Alliance, and Clinical Assessment and

Assessment (factors identified by Bogo are in italics).

There is also some overlap between the domains

Reflective Practice and Openness to Feedback and Dif-

ferential Use of Self. Scientist Practitioner and Psycholog-

ical Testing emerge as clusters in clinical psychology

but not in social work.

Super Clusters

The relative affiliation of competencies among them-

selves is enlightening, and the structure of the four super

clusters has intuitive appeal. A range of important atti-

tudes and values including a respect for the beliefs and

welfare of clients and professionals (including cross-cul-

tural values), commitment to client care, professional

responsibilities, openness to feedback, a commitment to

growth, and reflective practice capabilities merge into

the first super cluster, Good Practitioner Attributes and

Conduct. This core set of practitioner attitudes and val-

ues is likely to underpin good and ethical clinical psy-

chology practice and is also likely to form the bedrock

for good practitioners of other psychology specializa-

tions and indeed other health disciplines. Second, scien-

tist practitioner capabilities form a kinship with effective

management and organizational capabilities including

effective management of time, professional demeanor,

and the ability to work professionally with colleagues to

comprise the Scientist Practitioner and Professional

Management super cluster. Third, although an increas-

ingly large number of discrete assessment and interven-

tions skills are often delineated and differentiated for

different client populations, Clinical Assessment, For-

mulation, and Intervention clusters gel into a large

Assessment and Intervention super cluster. Finally, the

capabilities to conduct, interpret, and report on psycho-

logical tests emerged as an independent cluster, separate

from Assessment and Intervention.

Notably, the Assessment and Intervention and the

Good Practitioner Attributes and Conduct super

clusters were evident in a previous study that found

two large clusters, Assessment and Intervention, and

Interpersonal and Professional Skills (Gonsalvez &

Freestone, 2007). Taken at face value, Super cluster

1 may represent a set of ethical attitudes and practi-

tioner values that may be desirable of good psycholo-

gists and good practitioners across health disciplines.

Super cluster 3 may represent knowledge and skill

capabilities that underpin the acquisition of relevant

assessment and intervention competencies. Of course,

these core capabilities would be shaped by specialized

training to evolve into independent configurations of

discrete competencies relevant to specializations

within and across disciplines. It is possible that the

scientist practitioner mindset could be a cluster that

separates psychologists from other allied health disci-

plines, and specific capabilities to understand and

interpret psychological tests may constitute an inde-

pendent set of competencies that may be required in

ample measure for certain aspects of psychological

practice such as educational, personality, and neu-

ropsychological testing, and less essential to other

aspects of practice such as counseling and other inter-

vention techniques.

Admittedly, the current data provide no more than

preliminary investigation into an important issue that

requires systematic long-term research, and the above

suggestions are offered as no more than tentative sug-

gestions for future validation. For instance, although a

fairly large sample of supervisors was used in the cur-

rent study, the five clinical training programs were

drawn from the state of New South Wales in

Australia, where the scientist practitioner approach to

professional practice and a cognitive-behavioral orien-

tation to therapy are typically emphasized. Recent

evidence points to variability in the commitment to

and emphasis on evidence-based practice (e.g.,

Rodolfa et al., 2013), so concerns about the extent to

which local, regional, and geographic factors influence

outcomes at the cluster and super cluster levels are

justified, and need to be pursued by future research.

On the other hand, given the overlap observed

between the results of the current study and a previ-

ous initiative in social work in Canada (Bogo et al.,
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2002), it is likely that geographic differences play a

relatively minor role.

Trajectory of Competency Development

In an overall sense, and against expectations, the

CΨPRS cluster scores did not support a stepwise

enhancement toward competence during the two years

of training. Instead, large initial competency improve-

ments appeared to occur early in the developmental

course of practitioner training (P1 versus P2), followed

by relatively small and statistically insignificant changes

(P3 and P4). The system of clinical psychology training

adopted by the five training institutions involved in this

study comprises an intensive and closely supervised

program of training (incorporating regular and system-

atic observation and feedback) within a university clinic

before additional field placements are undertaken

(Gonsalvez, Hyde, Lancaster, & Barrington, 2008). At

face value, the data suggest that large early gains may

be followed by smaller gains later in training. This

finding, if replicated, has the potential to have major

implications for the way we currently conceptualize

and conduct practitioner training. The assumption that

progression toward competence can be charted in step-

wise milestones is an attractive theoretical notion and

makes for an elegant training paradigm, currently

embraced by a range of disciplines (Epstein & Hundert,

2002; Fouad et al., 2009; Gonsalvez & Calvert, 2014).

However, whether the empirical cards actually fall into

neat, stagewise stacks is yet to be determined and cer-

tainly warrants further investigation. Admittedly, several

important caveats and alternative interpretations of the

current data set deserve mention and are discussed

later.

The study also sought to determine whether training

differentially affected competency attainment across

domains. Our data suggest that at the same cross-

sectional point in time, trainees were rated higher on

Good Practitioner Attributes and Conduct (e.g., Ethical

Practice, Personal Capacities, Response to Supervision)

than on Assessment and Intervention (Super cluster 3:

Relational Skills, Clinical Assessment, Formulation and

Intervention) and Psychological Testing competencies

(Super cluster 4). This pattern was consistent in each of

the four placements examined. Further, although in an

overall sense, there was little change evidenced

between P2, P3, and P4 scores, small but significant

improvements were observed for the P3 versus

P4 comparison on two domains—Formulation and

Intervention and Relational Skills. This pattern might

reflect differential growth rates among competencies

within trainees, or supervisors prioritizing foundational

competencies such as desirable practitioner attitudes

and values (see Fouad et al., 2009) early in training.

Thus, there is some evidence that developmental tra-

jectories may vary, at least marginally, across compe-

tency domains. Further research in the area is

warranted.

Are Supervisor Ratings Biased?

Frequency distributions computed for itemwise com-

petency ratings suggest leniency effects. The lower

half of the scale (ratings from 0 to 5) was used for no

more than 1.6% of the ratings (range = 0.5–3.0%)
across the 60 items. Although scores around the com-

petent level (above 9) were expected at the end of P4

(M = 9.41) when most postgraduates would expect to

graduate from their professional master’s course, com-

petence levels attained after P1 (M = 8.39) and P2

(M = 9.26; see Figure 1) are somewhat difficult to

reconcile with the relatively short training periods.

The possibility of leniency effects is consistent with

previous research in psychology (Gonsalvez & Free-

stone, 2007; Robiner et al., 1998) and in other disci-

plines (Bogo et al., 2002). Leniency biases affecting

supervisor ratings could create a ceiling effect early in

training (M = 8.39 in P1 and M = 9.26 in P2),

obscuring true differences during later stages of train-

ing (P3 and P4). High ratings following initial place-

ments are unlikely to be the result of extensive

practicum experience before commencing clinical

training, a practice that is common in some regions of

the United States and the United Kingdom. In gen-

eral, trainees in our sample did not undergo extensive

practicum experience before commencing clinical

training. It is possible that the formative role that

supervisors are encouraged to espouse in supervision

translates into a pattern of positive, encouraging, and

affirming formative feedback during the placement,

and to overly lenient summative ratings at the end of

placement. It is of note that high supervisor ratings

occurred despite our attempts to counter this trend by
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explicit instructions, “ratings across placements during

Clinical Masters Years 1 & 2 should reflect progres-

sion towards competency and most trainees will attain

Stage 4 at course completion. Performance levels dur-

ing earlier placements are likely to match Stages 1 and

2 and, as training progresses, move towards Stages 3

and 4.”

Although CERF-type rating scales are widely used

in clinical psychology, several researchers have recently

argued that these scales may be especially vulnerable to

leniency and halo biases (Bogo et al., 2002; Gonsalvez

& Freestone, 2007; Robiner et al., 1998). Among

other reasons, Likert-type scales often lack sufficiently

detailed behavioral anchors to facilitate discrimination

between levels of competency attainment (Gonsalvez

et al., 2013). Although the current study attempted to

mitigate against this problem by providing a description

of the four developmental stages, it is possible that

broad, stagewise descriptions are insufficient and that a

more satisfactory solution would require the formula-

tion of a more systematic matrix of anchors that are

domain and item-specific. The need to ensure that

these benchmarks have some validity and that they can

be reliably administered by supervisors in their evalua-

tions makes such an initiative difficult and resource

intensive.

In effect, it is possible that leniency effects have

biased the supervisor ratings reported in our study and

may also have compromised our efforts to determine

differences between developmental stages. Given that

the evidence indicates that leniency may be a relatively

ubiquitous trend observed across countries and across

disciplines, research initiatives designed to objectively

monitor and measure the extent of the bias (e.g.,

through recorded assessment and therapy sessions eval-

uated by both supervisors and expert raters), as well as

supervisor training specifically designed to reduce

leniency, appear warranted.

Further Limitations and Future Directions

Besides an obvious need for better anchoring of rating

points on the CΨPRS (a problem endemic to all

CERF instruments), the use of a fixed order for item

administration (within and across domains) may have

contributed to order and halo effects. In other words,

it is possible that the temporal proximity of items

(e.g., items rated immediately before and after a speci-

fic item) inflated the kinship observed in the cluster-

ing outcomes for items within domains. A randomized

or counterbalanced order across evaluators is cumber-

some to administer and inconvenient for supervisors, but

may help clarify and validate the structure of competen-

cies determined by the current study. Further, the cur-

rent study employed a cross-sectional design where the

different developmental stages were represented by dif-

ferent groups of trainees. A longitudinal, within-subject

design will be of value, despite the fact that longitudinal

studies that examine training outcomes are often vulner-

able to confounds arising out of ongoing initiatives by

training institutions and supervisors to monitor and

improve their training methods.

Despite the limitations, the current study offers the

first investigation of the hierarchical structure of practi-

cum competencies as they are perceived and rated by

clinical field supervisors. Within a context where com-

petency-based pedagogies and competency frameworks

underpin major and systemic change to clinical training,

supervision, and practice (Fouad et al., 2009; Kaslow

et al., 2007, 2009; Roberts et al., 2005), the study raises

(if not resolves) several fundamental but pivotal issues

inherent to the competency paradigm: the true nature

of their structure, the nature of their development, and

problems with their measurement. Each of these issues

has major theory and practice implications. The current

study offers preliminary validation for a structure of

competency assessment in field placements and suggests

that rate of progress toward competency attainment may

be both nonlinear and nonuniform across domains. It

also draws attention to the likelihood of biases affecting

competency evaluations. Until improved instruments

and more efficient procedures facilitate the attainment

of reliable and valid competency ratings, supervisors are

encouraged to implement a more comprehensive assess-

ment strategy. Such a strategy has been recommended

by previous researchers and incorporates multitrait

(assessing multiple domains and elements), multimethod

(e.g., observation, role play, use of structured and cali-

brated test scenarios), and multiple raters (Gonsalvez

et al., 2013; Kaslow et al., 2009; Leigh et al., 2007;

Lichtenberg et al., 2007).

Above all, the current study highlights a crucial

challenge to psychology’s bid to align practitioner
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training with the rigor of competency-based pedago-

gies. For the foreseeable future, it is clear that field

placements will continue to remain essential and pivotal

to practitioner training. It is also obvious that the lack

of research on competency assessments is an important

concern and that systematic analyses, innovation, and

reform of competency assessment instruments are

urgently required.
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Additional Supporting Information may be found in

the online version of this article:

Table S1. Descriptive Data for Overall and Mean

Competency Scores (mean of individual items) on the

Clinical Psychology Practicum Competency Rating

Scale (CΨPRS).

Figure S1. Hierarchical Clustering of the 54 Items

from the Eight Domains (N = 194), with the Addition

of Clustering of the Six Psychometry Items (N = 123).

Appendix S1. Clinical Psychology Practicum

Competencies Rating Scale (CΨPRS).
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