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Summary
Introduction: Behavior therapy makes use of disorderspecific treatment manuals as well as non-disorder-specific interventions for specific skills. The latter are often
used to develop specific skills such as social competence
or emotion regulation. The ‘Operationalized Skills Assessment Inventory’ (Operationalisierte Fertigkeitsdiagnostik zur Therapieplanung, OFD) has been designed to
assess seven specific skills, i.e. problem solving, social
competence, stress management, emotion regulation,
relaxation ability, self-efficacy, and self-esteem, in four
different areas of life. Patients and Methods: In this
study, the psychometric quality of the OFD was analyzed
in a clinical sample (N = 111). Results: Previous results
of a non-clinical sample could mostly be replicated: The
reliability of the scales was good. Confirmatory factor
analyses have confirmed the structure of the interview.
Correlations with well-established questionnaires mostly
support its validity. Furthermore, good inter-rater reliability and sensitivity to change could be demonstrated.
Conclusion: The OFD is a valid instrument for the multidimensional assessment of specific skills. It gives indications for specific interventions in psychotherapy.

Zusammenfassung
Hintergrund: In der Verhaltenstherapie wird sowohl mit
störungsspezifischen als auch mit diagnoseübergreifenden Interventionen gearbeitet. Letztere dienen oft dem
Aufbau spezieller Fertigkeiten wie sozialer Kompetenz
oder Emotionsregulation. Mit dem Interview «Operationalisierte Fertigkeitsdiagnostik zur Therapieplanung»
(OFD) lassen sich sieben Fertigkeiten in vier Lebens
bereichen erfassen: Problemlösen, soziale Kompetenz,
Stressbewältigung, Emotionsregulation, Entspannungsfähigkeit, Selbstwirksamkeit, Selbstwert. Patienten und
Methoden: In der vorliegenden Studie wurde die psychometrische Qualität des Interviews an einer klinischen
Stichprobe (N = 111) überprüft. Ergebnisse: Die Ergebnisse einer früheren, nichtklinischen Studie ließen sich
weitgehend bestätigen. Es ergaben sich gute Reliabili
täten. Konfirmatorische Faktorenanalysen bestätigten
größtenteils die Struktur des Interviews. Etablierte Fragebögen belegen weitgehend dessen Validität. Zusätzlich erwiesen sich die Beurteilerübereinstimmung und
die Änderungssensitivität als gut. Schlussfolgerung: Das
OFD ist ein valides Instrument zur differenzierten Erfassung von Fertigkeiten, das zur Indikationsstellung eingesetzt werden kann.
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Introduction

Skills Pertaining to Therapy: The OFD can assess skills that
are viewed as significant in mental illness and for therapy. It is
assumed that the skills are related by content, but are not
identical. The measurements should therefore contain similar
information (referring to skills), but each should contribute its
own features, which can be integrated into a ‘functional profile’ of a person. There is plenty of evidence of relationships
between individual skills, e.g., self-esteem and self-efficacy
[Judge et al., 2002], or coping and emotion regulation [Watson
and Sinha, 2008]. The individual skills do not only overlap,
but may also have a different hierarchical order. Thus stress
management programs can also communicate problem-solving and relaxation techniques, as well as social competence
[Kaluza, 2006]; in models of stress management [Lazarus,
2007], self-efficacy plays an important role as a personal resource. This, of course, also has clinical implications. Treating
the skills in a differentiated manner should facilitate a specific
diagnostic evaluation. Stenzel and Rief [subm.] provide a detailed comparison of the individual areas.
The Goal of the Research was to review the psychometric
characteristics of the OFD for planning of therapy in a clinical
sample.

Although in recent decades there has been a great deal of
progress in the development and evaluation of disorder-specific treatments, these are sometimes not as effective as one
would wish [Westen and Morrison, 2001]. This may be due in
part to the fact that disorder-specific treatment manuals are
often designed for patients with isolated disorders. But these
occur rather seldom in everyday clinical practice: Thus, for example, Brown et al. found [2001] that 95% of patients who
displayed major depression or dysthymia were also suffering
from or had previously suffered from an anxiety disorder. In
psychotherapy research, therefore, priority is increasingly
being given to factors that play a role in various mental disorders – i.e., cross-disorder factors – such as emotion regulation
[Berking, 2008].
There are many cross-disorder factors that are considered
relevant to mental disorders. In what follows, we shall refer in
more detail to the factors that we call ‘skills,‘ such as emotion
regulation or social competence. They stem from various research traditions, are defined more or less broadly and overlap
in their content to varying degrees. What they have in common
is that deficits in these skills occur in the context of mental illness and can influence its formation and course of development. For example, some authors view a low social skill level as
a vulnerability factor for mental illness [e.g., Burt et al., 2008].
Many symptoms also express a maladaptive way of dealing
with negative emotions [e.g., Garnefski et al., 2006]. Deficits in
emotion regulation can even precede mental disorders [Berking, 2008]. Fostering such skills can, on the other hand, have a
positive effect on the course of mental disorders (e.g., support
for emotion regulation [Lynch et al., 2003], self-esteem [Schütz,
2003] or problem solving [D’Zurilla and Nezu, 2007]). Interventions to promote specific competencies are now commonly
used in behavioral therapy. They are often included in disorder-specific manuals, but there are also self-standing programs,
such as those for training in emotional competencies [Berking,
2008] or social competencies [Hinsch and Pfingsten, 2002].
The diagnostic evaluation of such interventions is usually
done by an individual therapeutic judgment or using several
questionnaires. But a unified compilation of several skills
seems desirable, as an economical way to gain an overview
and be able to provide an indication for specific therapeutic
interventions. The ‘Interview for Operationalized Skills Assessment’ (Operationalisierte Fertigkeitsdiagnostik, OFD),
developed by Stenzel and Rief [subm.], includes seven skills
(problem solving, social competence, stress management,
emotion regulation, relaxation skills, self-efficacy and self-esteem) in four areas of life: primary attachment figure, broader
social environment, occupation, independent living. Psychological mechanisms (skills) and their effect on various spheres
of life are thus described, in terms of a multiaxial classi
fication, to assess a person’s functional level in his or her
environment.

Instruments and Data Collection
OFD: The OFD covers the seven above-mentioned skills in four areas of
life (table 1). It involves a situational interview, recording the patient’s
skills by use of a mixed assessment (self-rating and rating by others). The
subject is presented with sample situations that correspond to each of the
skill areas, and describes how he would behave in that situation. The interviewer assesses the adequacy of the described behavior for that particular dimension, using behavioral anchoring on a 5-step Likert Scale. The
behavioral anchors include concrete examples of steps 1, 3 and 5 on the
scale (5 = high, 1 = low skill level). Behavioral anchors and hypothetical
situations were devised in preliminary studies, based upon discriminating
items from a current questionnaire and theoretical concepts in the respective areas.
A study using a nonclinical sample [Stenzel and Rief, subm.] yielded
satisfactory to good reliability (internal consistency r = 0.66–0.86). Confirmatory factor analyses supported the theoretically devised structure of
the interview. The validity of the questionnaires was largely confirmed:
For five of the seven skills, there were moderate convergent (r = 0.52–
0.54) and lower divergent validities in each case (0.28–0.38; SCL-9
[Klaghofer and Brähler, 2001]). The areas of problem solving and stress
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Sample and Method
Sample
The sample consisted of 111 subjects (49 female, 62 male), who were consecutively recruited from the Grosse Allee Medical-Psychosomatic Clinic,
the Bad Arolsen Medical-Psychosomatic Clinic and the Salus-Klinik Lindow. Participation in the study was voluntary. Nobody was excluded. The
age range was 18 to 72 years (mean, M = 47.8 years). 25.2% of the subjects had a general secondary school degree, 35.1% an intermediate secondary school degree, and 13.5% a baccalaureate, 20.7% were university
graduates, and for 5.4%, the level of education was unknown. Participants received an average of 2.06 diagnoses according to the ICD-10.
Among the most common were, by the IDCL checklists, depression
(65.4%), panic disorder (23.4%) and somatoform disorder (14.9%). Data
collection was carried out by three trained project staff members.

Table 1. Structure of
the OFD and sample
items

Skill Areas and Scales

Examples of Items

Problem solving
Definition of the problem
Generation of possible solutions
Decision of what to do
Implementation and evaluation
Social competence
Initiation of interactions and relationships
Assertion of personal rights
Disclosure of personal information
Emotional support from another
Effective handling of interpersonal conflicts

Scale 5, Area of Primary Attachment Figures*
Please imagine that you and your partner planned a joint undertaking some time ago and that you are looking forward to spending
time with him alone. Shortly beforehand, he tells you that he has
invited a friendly couple to come along.
How would you act to resolve the conflict?

Stress management
Stress management under time pressure
Stress management when feeling overwhelmed
Stress management when exhausted

Scale 1, Area of Training/Independent Living*
Please imagine that you want to submit a job application. For this
you need to fill out several forms and assemble documents. You
also want to write a cover letter to explain your situation. But you
realize that you have miscalculated by one day and the deadline is
tomorrow. You do not have enough time to do it all.
How would you behave in this situation?

Emotion regulation
Acceptance of one’s own emotions
Impulse control and purposeful behavior
Identification and naming of emotions
Access to strategies for emotion regulation
Relaxation skills
Physical and mental exhaustion
Nervousness and inner tension
Psychophysiological dysregulation
Self-efficacy
Dealing with difficulties or problems
Achieving one’s own goals and intentions
Adjusting to new situations
Self-esteem
Emotional self-esteem
Social self-esteem
Performance-based self-esteem
*Subscales are each assessed in four areas of life: 1. primary attachment figure, 2. broader social environment,
3. training/ occupation, 4. independent living.

management, for which there were more divergent than convergent validities, were revised and are now being reviewed again.
Validating Instruments: In two out of the three participating clinics
(Grosse Allee and Bad Arolsen), the participants (N = 60) filled out additional validating questionnaires. Seven different questionnaires were
used to depict the seven skills that are covered by the OFD. To check
whether the skills in the OFD only depicted a general psychopathology, a
divergent instrument was also used, the SCL-90-R [Franke, 2002]. Thus,
for the eight different questionnaires for each interview scale, one convergent and seven divergent self-rating instruments were available. These
instruments are published and established procedures and can be found
in table 3.
Procedure for Data Collection: This study used a survey method comparable to the legally mandated quality assurance measures. Therefore no
vote of the Ethics Committee was taken. Nevertheless, the patients were
informed, in accordance with the rules of good scientific practice, and
their data were included only on a voluntary basis. Patients were duly in-

Verhaltenstherapie 2010;20:000–000

formed that their non-participation would not be detrimental to them in
any way. First of all, we conducted the structured interview as well as a
diagnostic survey using IDCL checklists [Hiller et al., 1997]. The interview was also recorded; it lasted about 75 minutes, and the entire investigation (briefing the participants, interview, diagnostic survey) took approximately 2 hours. At two of the three clinics, the participants then
filled out various validating questionnaires (sub-sample: N = 60).
Statistical Analysis
Item Analysis, Reliability, Inter-Rater Reliability: First we considered the
distribution of the items. Then we performed a Kolmogorov-Smirnov test
to check for normal distribution. Difficulty indices and discriminative
power were calculated, as well as internal consistencies of the interview
scales. To determine inter-rater reliability, 30 randomly selected audio recordings of the interviews were assessed by a second rater. Dimensional
intra-class correlation values (ICC) were calculated to assess inter-rater
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Table 2. Distributions, Discriminative
Power and Reliability

Interview Scales

M (SD)

P

Skewness

Kurtosis

ritc

a

ricc

SRM

Skills
Problem solving
Social competence
Stress management
Emotion regulation
Relaxation
Self-efficacy
Self-esteem

3.33 (0.80)
3.74 (0.70)
3.27 (0.96)
3.35 (0.77)
3.15 (0.86)
3.58 (0.68)
3.72 (0.75)

0.67
0.75
0.65
0.67
0.63
0.72
0.74

-0.03
-0.42
-0.48
-0.38
-0.10
-0.68
-0.46

-0.52
-0.20
-0.34
0.04
-0.03
1.47
-0.28

0.50–0.76
0.25–0.71
0.57–0.72
0.34–0.67
0.50–0.68
0.40–0.68
0.47–0.74

0.92
0.90
0.91
0.86
0.88
0.86
0.91

0.88
0.93
0.86
0.93
0.94
0.98
0.98

0.61
0.69
1.53
1.10
1.32
1.21
1.24

M = mean; SD = standard deviation, P = average item difficulty; ritc = corrected item total correlation;
a = Cronbach‘s alpha, ricc = intra-class correlation; SRM = standard response mean.

reliabilities. Interval rating scales showed these to be a suitable measure
of inter-rater consistency [Wirtz and Caspar, 2002].
Structural Validity (Factor Analyses): Given the theory-based approach to the interview design and the results achieved by Stenzel and
Rief [subm.] in a nonclinical sample, reasonable assumptions can be made
about the factor structure of the interview. These assumptions had to be
validated by confirmatory factor analyses (CFAs). The theoretical model
of the interview was confirmed, on the basis of CFAs, by Stenzel and Rief
[subm.]. This model and possible modifications are described, along with
the relevant results. As in Stenzel and Rief [subm.], parcels were formed
to reduce the number of detailed indicators required for the analysis. Because each sub-scale (e.g., handling of interpersonal conflicts) covers the
four areas of life, an average of the four areas was used to form the parcels for each sub-scale. This resulted in a total of 25 parcels.
Pursuant to Beauducel and Wittmann [2005], the following CFA indices and cutoffs were used: root mean squared error of approximation
(RMSEA, cutoff ≤ 0.08), standardized root mean square residual (SRMR;
cutoff ≤ 0.11), comparative fit index (CFI; cutoff ≥ 0.95), as well as the
chi-squared test. We also examined the multivariate normal distribution.
Construct Validity: To assess the validity of the interview scales, bivariate correlations with the questionnaires were used. We expected that
the interview scales would each show higher correlations with the convergent than with the divergent questionnaires.
Sensitivity to Change: To verify the OFD’s sensitivity to change, the
interviews were given again at the end of therapy, to a sample of N = 30
people. Approximately 8 weeks elapsed between the first and second test,
with the second test always occurring one week before the end of therapy.
To calculate sensitivity to change, we used the standardized response
mean (SRM) as a measure of the effect size. The SRM places the mean
difference Mt2Mt1 in relation to the standard deviation of the change
scores (SDt2–t1).

tive power [ritc] of the items was between 0.25 and 0.76. According to Fisseni [2004], discriminative powers <0.3 are regarded as low, between 0.3 and 0.5 as medium, and >0.5 as
high. Accordingly, 1 item had low discriminative power (0.27)
and 6 items medium discriminative power. The others had
high discriminative power. The consistency of the raters with
respect to the individual scales of the interview [ricc] was between 0.86 and 0.98. Detailed results are shown in table 2.

Discriminative Power, Reliability and Inter-Rater Reliability
As table 2 clearly shows, the internal consistency (Cronbach’s
alpha) of the scales ranged from 0.86 to 0.92. The discrimina-

Validity
Factorial Validity: The CFAs were calculated with aggregate
data (parcels). It was not possible to confirm a multivariate
normal distribution [Kurtosis = 58.46; c.r. = 7.96]. Therefore,
for correction of the p-value for the c2 test, we conducted a
Bollen-Stine Bootstrap with 200 random samples. When interpreting the CFI value, it should further be noted that for
non-multivariate data with a normal distribution, the CFI
value is too conservative an indicator of the model fit [Beauducel and Wittmann, 2005].
First of all, we tested the model that depicted the theoretically adopted structure of the interview: Parcels of one skill
type were loaded on the corresponding latent variables; correlations between the latent variables were permitted (fig. 1).
There was no acceptable model fit (c2 =445.93 (253) p < 0.05,
SRMR = 0.07, RMSEA = 0.088 (0.074–0.101), CFI = 0.88).
Therefore, the model was modified in the following way: Due
to high intercorrelation (r = 0.84) between the mean values
for the skills of self-esteem and self-efficacy, another model
was tested, in which the parcels of both skill areas were loaded
on a common factor. This gave an acceptable model fit, such
that this model can better represent the data (c2 = 411.01
(257), n.s., SRMR = 0.08, RMSEA = 0.078 (0.064–0.092),
CFI = 0.90).
Scale Intercorrelations: There were moderate to high correlation coefficients among the various interview scales (table 3).
The scale of relaxation skills showed the lowest intercorrelations; the highest individual correlation was between the scales
of self-esteem and self-efficacy. Moderate to high intercorrelations were also common between the questionnaires (mean
interview intercorrelation r = 0.50; questionnaire r = 0.47)

Treatment Planning by Use of the OFD

Verhaltenstherapie 2010;20:000–000

Results
Distributions and Descriptive Statistics
Examination of the distributions showed that some items are
not distributed normally and are somewhat positively skewed.
But the average values for individual scales as well as the
combined parcels were all distributed normally. Means and
standard deviations of the scales and item difficulties are
given in table 2.

Problem solving

Social competence

Stress management

Emotion regulation

Relaxation

Problem solving Selfefficacy & self-esteem

Fig. 1. Confirmatory factor analysis.

Construct Validity: The testing of convergent and divergent
validity gave good convergent validities (marked in gray). The
skills corresponded each time to the construct-near questionnaires and were differentiated from generalized stress (SCL90-R [Franke, 2002], in boldface) (substantially, but with
lower correlations). The additional divergent correlations,
however, showed a mixed picture: There were high overall
correlations of the self-esteem and self-efficacy questionnaires
for all the interview scales. Some of these were higher than
the correlation of the respective scale with the convergent interview questionnaire. But these two questionnaires also
showed similarly high correlations with the other questionnaires. If these are omitted at first, the result is a correlation
pattern for the validation of the interview scales that largely
conforms to expectations. But the divergent correlations between stress management in the interview and the emotion
regulation questionnaire, as well as between relaxation skills
in the interview and the stress management questionnaire, did
not conform to expectations.
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Sensitivity to Change: The sensitivity to change (SRM) of
the interview varied in the range of 0.61–1.53 and can be considered good (table 2).

Discussion
The goal of the study was to review psychometric parameters
of the OFD in a clinical sample. In this interview, psychological mechanisms (here, 7 skills) and their effect on four spheres
of life are described, by a multiaxial classification, but to get an
idea of a person’s functional level in his or her environment.
There were good values for internal consistency of the
scales (Cronbach’s a>0.70). Examination of inter-rater reliability also showed good intra-class coefficients (Icc = 0.86–
0.98) for the individual skills. Since the OFD involves a structured interview, the reliability of the coding is of particular
importance. This pertains to areas that have also been reported for other structured interviews [e.g., Y-BOCS; Jacob-
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0.43
0.28*
0.40**
0.36**
0.35**
0.42**
0.42**
0.34**

**

1
0.61**
0.49**
0.43**
0.11
0.43**
0.41**
0.36
0.51**
0.40**
0.45**
0.46**
0.55**
0.57**
0.41**

**

1
0.61**
0.63**
0.20*
0.68**
0.67**
0.36
0.49**
0.51**
0.57**
0.50**
0.71**
0.65**
0.42**

**

1
0.59**
0.35**
0.53**
0.49**
0.35
0.43**
0.54**
0.62**
0.55**
0.62**
0.61**
0.51**

**

1
0.45 **
0.61**
0.63**
0.15
0.36**
0.55**
0.57**
0.51**
0.48**
0.45**
0.49**

1
0.33**
0.34**

5

0.29
0.58**
0.36**
0.55**
0.50**
0.81**
0.66**
0.44**

*

1
0.84**

6

7

0.29*
0.54**
0.39**
0.60**
0.60**
0.81**
0.73**
0.48**

1
1
0.21
0.13
0.10
0.10
0.28*
0.12
0.13

1
0.36**
0.50**
0.48**
0.65**
0.56**
0.49**

B

1
0.65**
0.56**
0.40**
0.53**
0.49**

C

1
0.74**
0.69**
0.78**
0.64**

D

1
0.61**
0.74**
0.67**

E

1
0.73**
0.65**

F

1
0.70**

G

Product-moment correlations. Shown are the correlation coefficients whose values are in the theoretically predicted direction.
Questionnaires: A) problem solving: Problem Solving Inventory [Reininger, 2004], Approach-Avoidance Style subscale; B) social competence: Interpersonal Competence Questionnaire [ICQ,
Kanning, 2006], C) stress management: Fragebogen zur Analyse belastungsrelevanter Anforderungen [Questionnaire for Analysis of Stress-Related Demands] [FABA; Richter et al., 1996];
D) emotion regulation: Differences in Emotion Regulation questionnaire [DERS; German: Ehring et al., 2008], E) relaxation skills: Änderungssensitive Symptomliste [Change-Sensititve Symptom
List] [ASS-SYM, Krampen, 2006]; F) self-efficacy: Skala zur allgemeinen Selbstwirksamkeitserwartung [General Self-efficacy Scale] [SWE; Schwarzer and Jerusalem, 1999], G) self-esteem:
Rosenberg Self-esteem Scale [RSE; Collani and Herzberg, 2003], H) overall stress: Symptom Checklists [SCL-90-R; Franke, 2002]
*p <0.05:**p <0.01 (2-sided).

A) PSI
B) ICQ
C) FABA
D) DERS
E) ASS-SYM
F) SWE
G) RSE
H) SCL-90-R

1) Problem solving
2) Social competence
3) Stress management
4) Emotion regulation
5) Relaxation
6) Self-efficacy
7) Self-esteem

4

A

3

1

2

Questionnaire

Interview

Table 3. Intercorrelations of the Interview Areas, as Well as Convergent and Discriminant Validitya

Interview

Questionnaire
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sen et al., 2003]. In summary, it was shown that reliable assessments can be made with the OFD.
The validity of the interview scales yielded a mixed picture.
Satisfactory correlations were found within the framework of
convergent validation, especially considering the different
methods of variance (interview vs. questionnaire). On the
other hand, some of the interview scales showed high intercorrelations, although the structural validity was demonstrated for the most part by by CFAs. The divergent validation on the basis of the SCL-90-R [Franke, 2002] yielded outcomes that conformed to expectations, whereas some of the
divergent skill questionnaires did not conform to the expected
high correlations.
Testing the convergent validity of the interview scales
yielded correlations which were mostly from 0.51 to 0.82. An
exception is the correlation between the scale of problemsolving in the interview and the problem-solving questionnaire (0.43). Correlations from 0.51 to 0.82 are considered medium to high, according to Fisseni [2004]. Considering the
present validation’s use of two different methods (questionnaire and interview) and two different approaches (evaluation
by oneself and by someone else), the validation reported here
for the convergent parameters can be considered successful.
The scale for problem solving is an exception. The low correlation with the convergent questionnaire could be explained
by the use here of only one sub-scale (approach-avoidance
style) of the PSI questionnaire [German: Reininger, 2004]. A
more extensive validation (e.g., using external criteria) should
be carried out before any conclusions are drawn about revising this interview scaleThere were high intercorrelations
among the individual interview scales. This initially suggests
two explanations. First, the construction of the interview
scales could have failed to differentiate among various skills.
On the other hand, this finding could be explained by the fact
that the skills that are being measured simply overlap substantially in content. The present extensive validation tends to affirm the latter: Almost all the questionnaires that were used
show a similar correlation pattern. This means that even using
questionnaires designed differently by various authors, the
skills are not fully differentiated. Substantive evidence for this
explanation can be found in the literature. For instance, intense emotions can affect rational problem solving and decision making [Stäudel, 1983]. Furthermore, it could be shown
that emotion regulation is important for effective conflict
management [Mischel and DeSmet, 2000]. In clinical practice,
the behavioral interactions of borderline patients are described as fluctuating greatly between a high level of competence and difficulty in behaving appropriately [Linehan,
1996]. Thus a patient who has difficulty with emotion regulation and impulse control could also, for that very reason, behave with less social competence, since she is too strongly affected by her emotions (e.g., has angry outbursts). Behavioral
skills in a certain mood may be lacking in a different situation.
A study by Renneberg et al. [2003] supports these reflections:
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Patients with borderline personality disorder exhibited lower
non-verbal competence after negative emotion induction. In
this case a certain amount of emotion regulation would be a
prerequisite for socially competent behavior. Similar considerations can also be raised for other skills.
Subject to further research, therefore, we come to the conclusion that the skills measured by the OFD are related in
content, but are not identical. Accordingly, the scales for the
interview – even though they were designed to be as independent as possible – included related information. However,
each establishes its own features and thus contributes to an
overall picture, which can be used to develop therapeutic
interventions.
Further evidence of this can be provided by successful replication of the structure of the interview, somewhat modified,
with the help of confirmatory factor analyses. A better fit was
found for a model in which self-esteem and self-efficacy were
combined into one common factor. Consistent with the results
of confirmatory factor analysis, self-esteem and self-efficacy
showed the highest intercorrelation. By analogy, Judge et al.
[2002] reported a high intercorrelation between the two skills
(r = 0.85). They consider these skills together as an overarching construct (‘core self-evaluation’), while stressing, however, the usefulness of a differentiated treatment of the skills.
Overall, with the exception of self-esteem and self-efficacy,
which should not be interpreted separately, factor analyses
provided further proof for the differentiability of the skills assessed in the interview.
The skills were divergent from generalized stress as measured by the SCL-90-R [Franke, 2002] (substantially, but with
lower correlations). The interview scales therefore do not
constitute global measures for generalized stress, but permit
assertions that are more differentiated with respect to content. Regarding the discriminant correlations with other skill
questionnaires, the picture was mixed: There were indeed
many correlation coefficients between interview scales and
convergent questionnaires, conforming to expectations more
than the corresponding correlations with discriminant questionnaires. Moreover, there were also some highly discriminant correlations, some of which exceeded the convergent
correlations. It is striking that the highly divergent correlations occur almost exclusively in connection with the questionnaires on self-efficacy and self-esteem. This finding did
not emerge in the study by Stenzel and Rief [subm.]. One possible explanation for the difference in correlation pattern
could be the difference in the samples. The clinical sample examined here displayed a generally lower skill level. Possibly a
certain minimum competence in one skill is necessary to be
able to demonstrate other skills. Thus persons with severe
deficits in certain skills could also exhibit deficits in other
skills as a result. In this study, for example, self-efficacy correlated very highly with many other skills. A high expectation
of self-efficacy is seen by some authors as a prerequisite for
any efforts to demonstrate a certain behavior (e.g., as a per-
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sonal resource in models for stress management [Lazarus,
2007]). In this way, the expectation of self-efficacy could influence the expression of other skills (e.g., stress management).
On the other hand, it assumed that, for example, a person
with little capacity to handle stress on the job and to set priorities, will develop a low sense of self-efficacy with regard to
future job requirements. Consistent with these assumptions,
there is plenty of evidence of a link among self-efficacy, adaptive coping and stress management [e.g., Luszczyzka et al.,
2005]. Overall, the validity of the OFD is confirmed, with
limitations. To decide how the scales might be further revised,
further research is required on validation (e.g., based on external criteria).
From the above considerations, we can suggest three key
features for the present interview. First, deficits in various
skills should be treated in a differentiated way. In the example
given of the borderline patient, a single diagnosis of a deficit
in social skills would be inadequate and also would not result
in a successful intervention. Second, the pattern of skill deficits should always be interpreted in light of the prevailing clinical manifestation of the disorder. Disorder-specific models
could provide important insights into how an individual pattern of multiple skill deficits is to be interpreted and which
deficit should be treated as a priority. Thus the OFD is an aid
to therapeutic decision making, but certainly no ‘autopilot.’
Future modifications of the interview should focus on improving the differentiation between the scales in a clinical interview sample. In addition, guidelines for disorder-specific interpretation concerning skill deficits conveyed in the interview could help with effective planning of treatment. Thirdly,
it is important to interpret the pattern of skill deficits in the
context of the person’s respective areas of life and social
structures. Thus it is conceivable that a borderline patient can
compensate well for a deficit in social skills in her private en-

vironment, whereas in the workplace she repeatedly gets into
conflicts. This approach is of great significance for designing
individual therapeutic interventions.
Limitations: The calculations in this study are based on a
relatively small sample (N = 111). Replication of the confirmatory factor analyses with a larger sample is therefore desirable.
Furthermore, the fact that participation in the study was voluntary could create a selective sample (e.g., less stressed, more
motivated patients). On the other hand, it suggests that the
subjects showed a higher number of comorbid diagnoses. Also,
the time required for the interview (75 min) is not insignificant
in daily clinical practice. Perhaps a screening questionnaire
prior to the interview (e.g., like the SCID-II questionnaire)
could make the use of the procedure more economical.
Nevertheless, the use of a multidimensional interview
makes sense: Previously, an overview of individual skill areas
could only be achieved through several individual tests. This
makes it more difficult to examine the profiles, since the individual questionnaires originate in completely different fields
of research. Moreover, none of the questionnaires were explicitly designed with the aim of comparing and delimiting different skills. The OFD has the advantage of being a single instrument, which allows a direct comparison of intra-individual
skill levels and provides a uniform basis for design of treatment. Investigation of different symptoms is needed to define
more differentiated operating principles and to derive guidelines for therapy.
Acknowledgments and Conflict of Interest
We wish to thank the Bad Arolsen Medical Psychosomatic Clinic, the
Grosse Allee Medical Psychosomatic Clinic, and the Salus-Klinik Lindow
for their kind support.
The authors declare that they have no conflict of interest.

References
Beauducel A, Wittmann WW: Simulation study on fit
indices in confirmatory factor analysis based on
data with slightly distorted simple structure. Struct
Equat Modeling 2005;12:41–75.
Berking M: Emotion-regulation skills as a treatment
target in psychotherapy. Behav Res Ther 2008;46:
1230–1237.
Brown TA, Campbell LA, Lehman CL, et al: Current
and lifetime comorbidity of the DSM-IV anxiety
and mood disorders in a large clinical sample. J Abnorm Psychol 2001;110:585–99.
Burt KB, Obradoviç J, Long JD, et al: The interplay of
social competence and psychopathology over 20
years: Testing transactional and cascade models.
Child Dev 2008;79:359–374.
Collani G, Herzberg PY: Eine revidierte Fassung der
deutschsprachigen Skala zum Selbstwertgefühl von
Rosenberg. Z Diff Diagn Psychol 2003;24:3–7.
D’Zurilla TJ, Nezu AM: Problem-solving therapy: a
positive approach to clinical Intervention. New
York, Springer, 2007.

Treatment Planning by Use of the OFD

Ehring T, Fischer S, Schnülle J, et al: Characteristics of
emotion regulation in recovered depressed versus
never depressed individuals. Pers Individ Differences 2008;44:1574–1584.
Fisseni HJ: Lehrbuch der psychologischen Diagnostik.
Göttingen, Hogrefe, 2004.
Franke GH: Symptom-Checkliste von L.R. Derogatis
– Deutsche Version (SCL-90-R). Göttingen, Beltz
Test, 2002.
Garnefski N, Kraaij V: Relationships between cognitive emotion regulation strategies and depressive
symptoms: a comparative study of five specific samples. Pers Individ Differences 2006;40:1659–1669.
Hiller W, Zaudig M, Mombour W: IDCL – Internationale Diagnosen Checklisten für DSM-IV und
ICD 10. Göttingen, Hogrefe, 1997.
Hinsch R, Pfingsten U: Gruppentraining sozialer
Kompetenzen. Grundlagen, Durchführung, Anwendungsbeispiele. Weinheim, Psychologie Verlags
Union, 2002.

Jacobsen D, Kloss M, Fricke S, et al: Reliabilität der
deutschen Version der Yale-Brown Obsessive Compulsive Scale. Verhaltenstherapie 2003;13:111–113.
Judge TA, Erez A, Bono JE, et al: Are measures of
self-esteem, neuroticism, locus of control, and generalized self-efficacy indicators of a common core
construct? J Pers Soc Psychol 2002;83:693–710.
Kaluza G: Psychologische Gesundheitsförderung und
Prävention im Erwachsenenalter. Eine Sammlung
empirisch evaluierter Interventionsprogramme. Z
Gesundheitspsychol 2006;14:171–196.
Kanning UP: Development and validation of a Germanlanguage version of the Interpersonal Competence
Questionnaire. Eur J Psychol Ass 2006;22:43–51.
Klaghofer R, Brähler E: Konstruktion und teststatistische Prüfung einer Kurzform der SCL-90-R. Z
Klin Psychol Psychiatr Psychother 2001;49:115–124.
Krampen G: ASS-SYM. Änderungssensitive Symptomliste zu Entspannungserleben, Wohlbefinden,
Beschwerden- und Problembelastungen. Göttingen,
Hogrefe, 2006.

Verhaltenstherapie 2010;20:000–000

Lazarus RS: Stress and emotion: A new synthesis; in
Monat A, Lazarus RS, Reevy G: The Praeger
Handbook on Stress and Coping. Westport, Greenwood, 2007, pp 3–51.
Linehan MM: Dialektisch-Behaviorale Therapie der
Borderline Persönlichkeitsstörung. München, CIPMedien, 1996.
Luszczyzka A, Scholz U, Schwarzer R: The General
Self-Efficacy Scale: Multicultural validation studies.
J Psychol 2005;139:439–457.
Lynch TR, Morse JQ, Mendelson T, et al: Dialectical
behavior therapy for depressed older adults: A
randomized pilot study. Am J Geriatr Psychiatry
2003;11:33–45.
Mischel W, DeSmet AL: Self-regulation in the service
of conflict resolution; in Deutsch M, Coleman PT
(Eds): The Handbook of Conflict Resolution. San
Francisco, Jossey-Bass, 2000, pp 256–276.

Renneberg B, Muecke M, Wallis H, et al: Wie sozial
kompetent sind Patientinnen mit Borderline Persönlichkeitsstoerung? Verhaltensther Verhaltensmed 2003;24:329–345.
Reininger T: Problem gegessen? Problemlösefähig
keiten von Patientinnen mit Bulimia Nervosa und
«Binge-Eating»-Störung. Inauguraldissertation,
Universität Greifswald, 2004.
Richter P, Rudolf M, Schmidt CF: Fragebogen zur
Analyse Belastungsrelevanter Aufgabenbewältigung (FABA). Frankfurt, Swets Test Services, 1996.
Schütz A: Psychologie des Selbstwertgefühls. Von
Selbstakzeptanz bis Arroganz. Stuttgart, Kohlhammer, 2003.

Verhaltenstherapie 2010;20:000–000

Schwarzer R, Jerusalem M: Skalen zur Erfassung von
Lehrer- und Schülermerkmalen. Dokumentation der
psychometrischen Verfahren im Rahmen der Wissenschaftlichen Begleitung des Modellversuchs Selbstwirksame Schulen. Berlin, Freie Universität, 1999.
Stäudel T: Problemlösen und Emotion; in Euler HA,
Mandl H (Hrsg): Emotionspsychologie. München,
Urban und Schwarzenberg, 1983, pp 255–262.
Watson DC, Sinha B: Emotion regulation, coping, and
psychological symptoms. Int J Stress Manag 2008;
15:222–234.
Westen D, Morrison K: A multidimensional metaanalysis of treatments for depression, panic, and
generalized anxiety disorder: an empirical examination of the status of empirically supported therapies. J Consult Clin Psychol 2001;69:875–899.
Wirtz M, Caspar F: Beurteilerübereinstimmung und
Beurteilerreliabilität. Göttingen, Hogrefe, 2002.

Stenzel/Krumm/Rief

