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Abstract

Psychotherapy theoretically comprises the client’s enduring core relationship theme
(transference pattern), and the therapeutic relationship (alliance). In a confirmatory
single—case quantitative analysis, using the Revised Core Conflictual Relationship Theme
(CCRT) method and therapy session transcripts as data, independent raters reliably
measured a client’s early CCRT (problem), the alliance (treatment), and the later CCRT
(outcome). After 40 sessions, the CCRT remained unchanged in pattern, but changed in
pervasiveness. Effect sizes replicated the group outcomes of the Penn Psychotherapy
Project: decreases in the client’s negative responses of self (RSs) (- .87 SD) and negative
responses from others (ROs) (- .40 SD); and increases in positive RSs (+ .46 SD) and
positive ROs (+ 1.47 SD). Correlation patterns suggest that a positive therapeutic

alliance is associated with clinically significant improvements in the client's CCRT.
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Measuring Interpersonal Process and Outcome in Psychotherapy:
The Client’s Core Conflictual Relationship Theme and the Therapeutic Relationship

So we beat on, boats against the current, borne back
ceaselessly into the past.

—~The Great Gatsby
(F. Scott Fitzgerald, 1925/1986, p. 182)

The great events of world history are at bottom profoundly unimportant. In the
last analysis, the essential thing is the life of the individual. This alone
makes history; here alone do the great transformations take place . . . in our
most private and most subjective lives we are not only the passive witnesses of
our age, and its sufferers, but also its makers.

—Civilization in Transition
(Carl Jung, 1934/1970, p. 149)

All actual life is encounter.

-1 and Thou
(Martin Buber, 1923/1970, p. 62)
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Preface

The idea that earlier interpersonal relationships exert an influence on later
relationships is one of the oldest ideas in psychology. Expressed in another way, there
has been a perennial belief in Shakespeare’s famous observation that “all the world’s a
stage”: Like stage directors, we often cast new individuals, acquaintances, and
significant others in the roles of important people from the past. Also, like actors, we
sometimes play out these roles (often unwittingly) in the scenarios of other people in our
lives. Freud (1895/1955) was perhaps the first to observe this phenomenon -emerging
during psychoanalysis — noting how his patients frequently came to regard him as they
did important figures from their earlier lives. Considerable empirical evidence suggests
that individuals develop internal representations of interpersonal relationships
(relational schemas) to navigate their social worlds (Baldwin, 1992), and that this occurs
largely in an effort to fulfill the fundamental human need for interpersonal relatedness

| (Baumeister & Leary, 1995). In this effort, both positive and negative interpersonal
patterns — guided by relational schemas — tend to persist or transfer across
relationships; this process is referred to as transference.

Psychotherapy is inherently interpersonal. Moreover, psychotherapy is one of the
few contexts distinguished by three important features. First, the development and
dissolution of an interpersonal relationship is designed to occur. Second, this
relationship may span periods of time as brief as ten hours over ten weeks (as in short-
term therapy) to those as long as thousands of hours over several years (as in classical
psychoanalysis). Third, one participant in the relationship (the therapist) is singularly
focused on the development of the other participant (the client). Thus, the therapeutic
relationship presents investigators with a special opportunity to naturalistically study
two focal interpersonal processes: (a) how one persoh’s (the client’s) relational schemas
influence his or her participation in a new relationship (the therapeutic relationship or
alliance), and (b) how that new relationship influences the person’s preexisting relational

schemas. This reciprocal interpersonal process is the central focus of this thesis.
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Chapter One
Transference and Alliance: Introduction and Overview

Research Questions and Thesis Overview

This thesis investigates three questions concerning psychotherapy: (a) What is the
nature of the transference pattern (clinical problem)? (b) How does the alliance influence
the transference pattern (treatment process)? and (c) What happens to the transference
pattern following psychotherapy (clinical outcome)? In this chapter, hypotheses
concerning these questions are drawn from from the literature.

In Chapter 2, the research questions are framed by a broader review of the
literature, followed by a discussion of the conceptual foundations of the research
methodology in Chapter 3, and a description of the research method in Chapter 4. In
Chapter 5 the study’s findings are presented. Finally, a general discussion of the
findings in Chapter 6 concludes the thesis.

What is the Nature of the Transference Pattern?

The relational schema hypothesis. A century ago, Freud (1895/1955) introduced
the concept of transference, the idea that patterns from important earlier relationships are
frequently repeated in current relationships. Thus, the concept is as old as modern
psychotherapy itself. In the decades which followed Freud, conceptions of transference
proliferated, leading to widespread confusion about the meaning of the term: “As with
many other analytic concepts introduced by Freud, what appeared to be relatively
simple in the beginning now turns out to be very complicated indeed” (Sandler, Holder,
Kawenoka, Kennedy, & Neurath, 1969, p. 637). Thus, to the present day, there is no
general consensus as to how transference should be defined (Henry, Strupp, Schacht, &
Gaston, 1994).

Initially, Freud (1905/1953) focused on the transference neurosis, the irrational
displacement of the patient’s relationship patterns to the relationship with the therapist.
Over time, it became apparent that Freud came to favor a broader definition of the
concept, wherein the therapeutic relationship is but one of many current relationships

which recapitulate earlier—often maladaptive—interpersonal patterns; in short,
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transference was viewed as universal, dominating interpersonal relationships (Freud,
1912/1958). This broader definition, traditionally termed character transference (Sandler
et al., 1969), has been the most widely used. Moreover, recent theoreticall
developments and empirical studies make a compelling case for this definition.
Hereafter, the term fransference refers to character transference. Freud’s hypothesis (in
modern terms, the relational schema hypothesis) that the transference pattern constitutes

an enduring structure of personality is tested in the study described later in this thesis.

The Alliance Between Client and Therapist

The second key concept is the therapeutic alliance, originally described as a
positive transference (Freud, 1912/1958), a facilitative patient-therapist relationship
which drew upon prior caring relationships in the patient’s early life. Eventually the
concept developed into a therapeutic relationship which had less to do with
relationships from the patient’s past, and more to do with the reality-based, here-and-
now transactions with the therapist. In Freud’s final work, in addition to the
reenactment of the patient’s life story during therapy (transference), it is clear that he
viewed an alliance with the conscious, healthy portion of the patient’s psyche as an
absolute necessity for therapeutic change (Freud, 1940/1964).

Over the next several decades, writers from the psychoanalytic tradition were
primarily responsible for the theoretical development of the alliance concept; to the
present, this has been variously referred to as the ego alliance (Sterba, 1934), the
therapeutic alliance (Zetzel, 1956), the helping alliance (Luborsky, 1976), and the
working alliance (Bordin, 1979; Greenson, 1965). At present, the alliance enjoys the
twofold distinction of being one of the most widely researched clinical constructs (see
Horvath & Greenberg, 1994, for a review of this literature) and one of the best predictors
of outcome across several brands of psychotherapy (Henry et al., 199%4; Orlinsky,
Grawe, & Parks, 1994). Among integrative and transtheoretical perspectives (e.g.,

Norcross & Goldfried, 1992), the alliance has been the focus of much excited discussion.

1 Perhaps due to early difficulties in reliably measuring the transference construct (Seitz, 1966),
most of the development of the construct has been theoretical, rather than empirical. One
review estimates the ratio of theoretical to empirical articles to be 500 to 1 (Henry et al., 1994).
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It should be noted that although a conceptual distinction2 has been drawn
between transference and alliance, particularly since Greenson’s (1965) influential paper,
in practice the two may be inseparable:

Although it is clear that we can distinguish between the treatment alliance and what
we normally call transference, there can be little doubt that the success or failure of a
treatment alliance depends, among other things, on the existence of what Greenacre
(1954) has called a “basic’ or ‘primary’ transference. ... The point we wish to
empbhasize is that even though we may (and from a technical point of view, should)
contrast the treatment alliance with transference, a form of transference itself appears
to be an essential ingredient of the treatment alliance [emphasis added]. Indeed, the
phrase “positive transference’ has often been used to denote the establishment of the
basic transference to which Greenacre refers. (Sandler et al., 1969, p- 641)

The Transference Pattern in the Therapeutic Relationship

Immediate vs. emergent perspectives. Following Freud (1917/1963) some
theoretical writers have also been convinced that transference is present in the very first
meeting wfth the therapist. Many years ago, for example, British analyst Ella Freeman
Sharpe (1930) observed, “Transference begins with the very first analytical session . . .
just because everyone has thoughts about another human being when brought into close
contact” (quoted in Sandler et al., 1969, p. 636). More contemporary writers agree with
this view, hereafter termed the immediate transference perspective (Davanloo, 1980; Gill,
1982; Strupp & Binder, 1984): This asserts that transference shapes the form of the
alliance from the beginning of psychotherapy. In contrast, others consider transference
as emerging much later in therapy (M. ]. Horowitz, 1986; Mann, 1973; Sifneos, 1979).
From this perspective, the therapeutic relationship is processed more transferentially as
the patient and therapist become closer to one another over time. This assertion, that
transference shapes the alliance much later in therapy, is hereafter termed the emergent
transference perspective.

The handful of extant empirical studies of transference tends to corroborate the
latter position, with the content of narratives told by the patient about the therapist

coming to resemble narratives about other people in the patient’s life (Crits-Christoph,

2 As for empirical distinctions, Henry et al (1994) could locate only a single study (Gaston, 1990)
directly comparing the two constructs: Here reliable transference ratings were uncorrelated
with reliable therapeutic and working alliance ratings (rs =.05 and .07, p > .05).
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Demorest, & Connolly, 1990; Fried, Crits-Christoph, & Luborsky, 1992). This is
consistent with several other studies which have shown that “people process
information about close relationship partners differently from the way they process
information about strangers or distant acquaintances” (Baumeister & Leary, 1995, p.
503). No empirical evidence exists for the immediate transference perspective.
Furthermore, almost no research has looked beyond the narrative level to the behavioral

interaction of the client’s transference pattern and the therapeutic alliance.

How Does the Alliance Influence the Transference Pattern?

The interpersonal process perspective. The considerable amount of research on
the alliance has led to the publication of several empirically-supported treatment
manuals that all, to differing degrees, focus intervention around the patient’s
relationship with the therapist (Benjamin, 1993b; Luborsky, 1984; Safran & Segal, 1990;
Strupp & Binder, 1984; Weiss, 1993). These all share the general view that positive
client-therapist interactions (rather than specific therapist techniques) are the primary
determinants of positive therapeutic outcome. This view can be termed the interpersonal
process perspective on the alliance (after Henry & Strupp, 1994).

According to this perspective, there are two important therapeutic goals
(Benjamin, 1993b; Strupp & Binder, 1984). The first goal is to facilitate the client's
awareness and learning (i.e., insight) regarding the self-defeating interpersonal patterns,
thus improving the client’s ability to change his or her contribution to these patterns.
Without an increased awareness of the self-defeating cycle, the client will remain an
unwitting participant in that cycle.

The alliance transfer hypothesis. The second goal is to provide the client with
new interpersonal experiences that disconfirm the client’s maladaptive cycle. This in
turn, it is hypothesized, elicits new, more adaptive behaviors in the client and
subsequently generalizes to the client’s other significant relationships, through the same
transferential process that originally led to the client’s distress. That is, the
interpersonal process of the alliance is directly internalized (Henry & Strupp, 1994;
Orlinsky, Geller, Tarragona, & Farber, 1993)). Extant evidence relates this process to
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positive changes in clients’ relational schemas (introjects), symptoms, and psychological
functioning (Harrist, Quintana, Strupp, & Henry, 1994; Henry, Schacht, & Strupp, 1990;
Quintana & Meara, 1990). Hereafter, this proposed pattern of change3 is termed the
alliance transfer hypothesis.

A corollary to the second therapeutic goal is that if the therapist is unwittingly
drawn into the maladaptive interpersonal drama that constitutes the client’s problem,
and recapitulates the negative actions of others in the client’s life, problem resolution
becomes difficult, if not impossible (Strupp & Binder, 1984). There is empirical support
for this theory of negative outcome. For example, in her extensive review of the
interpersonal relationship literature, Berscheid (1994) reports that “the general finding
[is] that people are unlikely to turn the other cheek when their partner has behaved
badly” (p. 98). That is, negative behaviors on the part of one person in a relationship
are associated with reciprocal negative behaviors from the other; in short, negative
interpersonal patterns are perpetuated. From the therapy process-outcome literature, it
has become increasingly apparent that a little bit of negative process can go a long way
in producing negative outcomes (Henry & Strupp, 1994).

An unusual feature of the transference literature is a near-complete absence of
empirical studies comparing formulations of the patient’s central relationship patterns
with the alliance (therapeutic process): the relationship patterns that are enacted
between patient and therapist (cf. Henry et al., 1994). Extant research (Crits-Christoph
et al., 1990; Fried et al., 1992) has tended to focus on the content of the patient’s
communications. An exception is Hartley’s (1991) study, which used Benjamin’s (1974)
Structural Analysis of Social Behavior for such a comparison, and found evidence of
transference enactments in the therapeutic relationship during later sessions, implying
little impact of the alliance on the transference pattern. No studies have examined
patient-therapist transactions in the very first sessions of therapy, nor have any studies
examined transactional patterns which lead to the excellent predictions of outcome by
alliance measures made in the third and fifth sessions (Henry & Strupp, 1994; Luborsky,
1994). Thus, among the highest future research priorities outlined by prominent

3 The more general process has been variously referred to as introjection (Henry & Strupp, 1994),
internalization, interiorization, and identification (see Orlinsky et al., 1993 for a review).
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researchers in the field is the investigation of transference at the level of psychotherapy
process—the comparison of “actual enactments of relationship events between patient and
therapist in the session with the usual narratives told to the therapist about relationship
events” (Luborsky, Popp, Luborsky, & Mark, 1994, pp. 181-182, emphasis in original).
This important transference-alliance comparison is made in the study reported later in
the present thesis: The therapeutic process and the transference pattern are compared
over time, in the early “critical period” (Henry & Strupp, 1994) at the beginning of
therapy, and in a later period, 40 sessions after. In other words, this comparison tests

the alliance transfer hypothesis.

What Happens to the Transference Pattern Following Psychotherapy?

The resolution hypothesis vs. the stability hypothesis. Clinical perspectives on
changes in the transference pattern over the course of psychoanalysis and
psychodynamic psychotherapy can be divided into two competing viewpoints (Crits-
Christoph & Luborsky, 1990). The first view, hereafter termed the resolution hypothesis,
asserts that, after psychotherapy, the transference patterns and the conflicts therein are
resolved (Davanloo, 1980; Ekstein, 1956). The second view, hereafter termed the
stability hypothesis, maintains that the transference pattern and its associated conflicts
remain, even following the most successful psychotherapy (Pfeffer, 1963; Schlessinger &
Robbins, 1975). Extant evidence supports the stability hypothesis (Baguet, Gerin, Sali,
& Marie-Cardine, 1984; Crits-Christoph & Luborsky, 1990). These two competing

hypotheses are tested against one another in the study reported later in this thesis.

Chapter Summary

An important guiding assumption of this research is that the therapeutic
relationship follows fundamental interpersonal principles that underlie other forms of
close relationship. In this chapter, the study’s theoretical framework was founded on
psychodynamic and interpersonal clinical traditions. Viewed from this theoretical
framework, the therapeutic relationship was seen to comprise (a) transference, the

implicit influence of previous relationships, and (b) alliance, the influence of the actual
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client-therapist relationship. Viewed from the interpersonal process perspective,
changes in the client’s interpersonal structure (consisting of internal representations and
behavior, i.e., the transference pattern) are associated with the construction of a new
transference pattern — that of a positive alliance — which generalizes (that is, transfers)
to other.current relationships. This construction occurs via interpersonal process, the
manner wherein the therapist and client relate to each other in the therapeutic
relationship. In other words, the client’s original transference pattern (clinical problem)
is influenced positively by the “transference” of the therapeutic alliance (treatment
process) into the client’s other relationships, leading to positive changes in the
transference pattern (clinical outcome). In the next chapter, this framework is grounded
in basic psychological findings drawn from developmental, interpersonal, and social

cognitive approaches.
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Chapter Two
Review of the Literature: Further Research Foundations

First, some preliminary assertions: Scientific understanding of psychotherapy will

advance if the field conceptualizes psychotherapy as an essentially interpersonal
phenomenon and attends to the theoretical and hypothesis validity of its investigations,
paying special attention to the theoretical congruence of its methods. Moreover, all
psychotherapy research should be grounded in psychological research.4

Because the psychological research relevant to psychotherapy is potentially
enormous, this review relies heavily on a number of recent and extensive reviews of
empirical studies. To understand transference and alliance in psychotherapy, it is useful
to review our current general state of knowledge regarding how (and why) individuals
develop interpersonal relationships, how they represent, think about, and maintain these
relationships, and how these relationships might best be studied. The vast literature
explored in the following review originates from a wide array of theoretical traditions:
psychoanalytic and psychodynamic, interpersonal and object relational, social
psychological and social cognitive. In recent years there has been much interest in
integrating several of these traditions, particularly psychodynamics and social cognition,
in spite of earlier doubts that psychoanalytic concepts could ever be scientifically

studied (Griinbaum, 1984; Popper, 1963).

The Not-So-Great Divide? Psychodynamics and Social Cognition

Nearly half a century ago, Dollard and Miller (1950) published a groundbreaking
attempt at reconciling psychoanalytic and behaviorist perspectives on personality and
psychotherapy. For reasons lost to history, their work was mysteriously abandoned
(Erdelyi, 1994). In recent years, similar efforts have been made toward integrating
psychodynamic and cognitive approaches (Epstein, 1994; M. J. Horowitz, 1991). An

important development of the cognitive revolution in psychology was the

4 Some arguments behind these assertions are discussed in Appendix A, placing the present
research in broader perspective. Readers may find it useful to consider how psychotherapy
research came to develop as an area of scientific inquiry. Several lessons have become apparent
as the field approaches maturity. New questions and, more importantly, new ways of
answering those questions, have emerged (see Appendix A).
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reconsideration of the concept of the unconscious (Bowers & Meichenbaum, 1984), a
concept crucial to the advance of psychology (Kihlstrom, 1987). Recent commentary in

a special issue of the Journal of Personality suggests that these integrative efforts hold
much promise:

The point is that at its most general level of explanation, psychoanalytic theory
doesn’t look much different from other psychological theories of mind and behavior.
Of course, at this level the theory is also untestable. But it is not untestable in
principle: Nestled under the metapsychological propositions is a hierarchy of general,
specific, and empirical propositions which are increasingly amenable to testing by
means of conventional scientific procedures (Kihlstrom, 1994, p. 686).

Though the irony may not be immediately apparent, mainstream psychology’s
prodigal re-embracing of mentalistic theories has confirmed the worst fears of the
behaviorist tradition. Considering the meaning of a stimulus for the individual when

- attempting to predict the person’s behavior inevitably opens the floodgates for the
study of such decidedly messy topics as wants, needs, and conflicts — the things most
people say are most important to them, and, perhaps not coincidentally, the stuff of
psychoanalytic theory. (Strauman, 1994, p. 452)

Coupled with his emphases on transference, identification and introjection, the effects
of the family social drama on the formation of personality, and interpersonal (hence
social) psychotherapy whose ultimate goal is the “re-education of personality” — all
cognitive processes with social underpinnings — one would be inclined to conceive of
Freud as a trailblazer of social cognition. Since this is hardly the received view — why
is it not? I must begin my commentary by challenging the premise implicitly espoused

- . . that a conceptual divide exists between “psychodynamics” and “social cognition.”
At the manifest level no divide exists and no bridges (interfaces, etc.) need to be built.
All that is needed is the abandonment of artificial barriers, which, having no logical
merit, can be understood only in terms of latent agendas (Erdelyi, 1994, p. 669-670).

This is not to argue that a rapprochement has occurred, as Strauman (1994) observed:
“It would be erroneous, of course, to presume a greater degree of convergence and
agreement between the schools (not to mention within each school) than is actually the
case” (p.454). What seems to have been the case was a psychology marked by “petty
provincialisms” which had little to do with substantive issues:

Perhaps there is a distinction, but one that is methodological rather than conceptual:
The psychodynamic tradition arose from the clinic, the social cognition one from the
laboratory. ... In any case, whatever held in the past, the clinical and experimental
arenas are converging and, at least logically, need not be distinct, . . . quantification and
methodology are no longer the privileged preserve of traditional laboratory scientists;
except for their goals, the laboratory and the clinic are not formally distinct (even if in
practice they usually are), and so a distinction between psychodynamics and social
cognition riding on a clinical-laboratory dissociation is tenuous, unnecessary, and
lacking a future. (Erdelyi, 1994, pp- 676-678)
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(Erdelyi’s comments also speak to another apparent divide in our discipline: The divide
between science and practice in clinical psychology; this important issue is discussed
further in Appendix B.)

Recent reinterpretations of transference from information-processing perspectives
(Singer, 1985, 1988; Westen, 1988, 1991) are further indications of the not-so-great
divide between the two traditions. In fact, as the 1980s began, when psychologists were
rediscovering the centrality of affect, Zajonc (1980) made an interesting
acknowledgement in his influential paper:

I'began this paper with a quotation from Wundt, and it must be apparent that another
spirit has emerged as I have developed my arguments — that of Freud. The separation
of affect and cognition, the dominance and primacy of affective reactions, and their
ability to influence responses when ordinary perceptual recognition is at chance level
are all very much in the spirit of Freud, the champion of the unconscious. (p. 172)

Thus, as psychology recovered its mind in the 1960s and 70s, and recovered its heart in
the 1980s, the way was paved for the scientific study of transference and alliance, two

of the cornerstones of psychoanalytic theory.

Transference and Interpersonal Relationships

Interpersonal needs. Psychotherapy is many things. Perhaps first and foremost,
it is a human relationship, most often between a patient and therapist. Thus, it is useful
to review what is currently known about the nature of interpersonal relationships. Long
before psychology emerged as a formal discipline, people have considered the nature of
human relatedness, recently termed belongingness (Baumeister & Leary, 1995).

Baumeister and Leary proposed that the need to belong consists of frequent
interpersonal interactions marked by a stable, emotional bond. Their formulation differs
from classical psychodynamic theory (and Bowlby’s early attachment theory) in that
primacy is not necessarily solely accorded to early infant-caregiver relationships.
Rather, the need to belong may be derived from and extend to other interpersonal
relationships over the life span. Their position is similar to that of Harry Stack Sullivan
(1953), who argued that human personality development and change is quintessentially
interpersonal, and that of contemporary attachment theorists (Ainsworth, 1989;

Bowlby, 1988). After a comprehensive review of the literature, Baumeister and Leary
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drew conclusions that have far-reaching implications for psychology, especially for the
study of psychotherapy:

At present it seems fair to conclude that human beings are fundamentally and
pervasively motivated by a need to belong, that is, by a strong desire to form and
maintain enduring interpersonal attachments. People seek frequent, affectively
positive interactions within the context of long-term, caring relationships. As a
speculative point of theory or impressionistic observation, the need to belong is not a
new idea; indeed, we noted a variety of previous psychological theorists who have
proposed it in one form or another. What is new, however, is the existence of a large
body of empirical evidence with which to evaluate that hypothesis. If psychology
has erred with regard to the need to belong, in our view, the error has not been to deny
the existence of such a motive so much as to underappreciate it. ... The desire for
interpersonal attachment may well be one of the most far-reaching and integrative
constructs currently available to understand human nature. (Baumeister & Leary, 1995,
p. 522, emphasis added)

In an independent review, Berscheid (1994) drew essentially similar conclusions, that

an individual’s security orientation may reflect the individual’s current relationship
experiences as much as a chronic security disposition. ... [An] array of theories and
evidence on security and trust strongly suggests that expectations concerning whether
care will be received from the relationship partner in response to need may be an
important component of most relationship schemas. It may even be the central
component — one that is present in every developed relationship schema and one that
will exert special influence on all other components of the schema” (pp. 102-104).

Berscheid’s conjecture, that belongingness is central in our mental representations
(schemas) of relationships is explored further in the next section. Before leaving the
topic of belongingness, it is important to also realize that many forms of psychological
disturbance can be understood as the outcome of failures in belongingness:

Deprivation of stable, good relationships has been linked to a large array of aversive
and pathological consequences. People who lack belongingness suffer high levels of
mental and physical illness and are relatively highly prone to a broad range of
behavioral problems, ranging from traffic accidents to criminality to suicide. Some of
these findings may be subject to alternative explanations, and for some the direction of
causality has not been established; however, the weight of evidence suggests that the
lack of belongingness is a primary cause of multiple and diverse problems.
Furthermore, a great deal of neurotic, maladaptive, and destructive behavior seems to
reflect either desperate attempts to establish or maintain relationships with other
people or sheer frustration and purposelessness when one’s need to belong goes unmet.
(Baumeister & Leary, 1995, pp. 511, 521)

Never before has there been better empirical evidence for the belongingness hypothesis.
An important implication is that any future account of human development and
disturbance will be seriously flawed if the belongingness hypothesis does not occupy a

central explanatory role. For the present purposes, the theoretical implication is that the
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need to belong is crucial in understanding why transference, the influence of one’s
interpersonal past on the interpersonal present, occurs: Transference can be understood
as a (fallible) process for maintaining interpersonal relatedness. The practical
implication is that psychotherapy, as it has been conceptualized in this thesis, seeks to
amend failures in human relatedness through a relational process of learning (i.e.,
relearning, unlearning). Because such learning involves processes of representation,
cognition, and emotion, it is useful to review the literature on how people think and feel

about relationships.

Transference and Social Cognition

Social cognition as a field of inquiry preceded what came to be known as the
cognitive revolution in psychology (Schneider, 1991). From the 1920s until the 1950s,
social cognition favored a “soft” approach, emphasizing conscious experience and
structural explanations. As the cognitive revolution gained prominence, social cognition
adopted the “hard” approach of its sister subdiscipline, emphasizing the
microprocessing of information. At present, social cognition appears to have the best of
both worlds, “the rigor of hard social cognition and the 'focused attention to the social
worlds fostered by the older, soft approach” (Schneider, 1991, p. 555).

Thus, investigators are in an excellent position for finding out how people think
about their relationships. Because thinking is for doing (S. T. Fiske, 1992) and “social
understanding operates in the service of social interaction” (Berscheid, 1994, p. 84), it
has been proposed that people may often represent their social world in terms of the
kinds of relationships they have with others (A. P. Fiske, Haslam, & Fiske, 1991).
However, recent work in social cognition “has largely neglected the impact of internally
represented interpersonal information, . . . with research choosing instead to focus on the
perception of self and other persons in isolation.” (Baldwin, 1992, p. 461)

Interpersonal cognition. Placed in the context of attachment theory, the schema5
concept—generically defined as a cognitive representation or knowledge structure which
guides information processing and resultant action (Bartlett, 1932)—provides a useful

starting point for understanding interpersonal cognition.

5 See Singer and Salovey (1991) for a review of the numerous variations in defining this concept.
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Because the construction of the self occurs in a social context (Harter, 1983;
Sroufe, 1990), the nature of the infant’s interpersonal relationships is paramount in the
consolidation of identity. In the primary context of human relationships during the first
three years of life, the child develops a sense of his or her body, self-worth, and
competence (Bowlby, 1988). Over time, the developing infant begins to tacitly extract
and abstract relational schemas from repeated interactions with attachment figures
(Safran, 1990a; Stern, 1985). As the individual develops from infancy into adulthood,
these schemlas function as working models for maintaining relatedness, a process that is,
as discussed in the previous section, inherently biological and survival-oriented (Bowlby,
1988; Greenberg & Safran, 1987). The establishment in the infant’s mind of an
emotionally secure relationship with the primary caregiver or attachment figure serves as
a “secure base” from which the infant can explore and elaborate working models of self
and intimate other, as well as the world the infant occupies (Ainsworth, Blehar, Waters,
& Wall, 1978; Bowlby, 1979). Further, these (primarily unconscious or tacit) models or
schemas of self, other, and the world become increasingly resistant to change with the
confirmation of experience, accelerating as the child becomes a more active participant
in selecting and creating his or her environment (Bowlby, 1988; Sroufe, 1987). Thus the

central theoretical idea

is that people develop working models of their relationships that function as cognitive
maps to help them navigate their social world. These cognitive structures are
hypothesized to include images of self and other, along with a script for an expected
pattern of interaction, derived through generalization from repeated similar
interpersonal experiences. (Baldwin, 1992, p. 462)

After an extensive review of the literature, Baldwin (1992) concludes:

Although there are some critical differences among the models reviewed [symbolic
interactionist, social psychological, object relational, and interpersonal], the
commonality of perspective is remarkable. Most of the writers agree that people
develop cognitive maps, representational worlds, or working models to navigate their
social environment. (p. 467)

This conclusion can be related to the essential process described in the previous section
on interpersonal relationship research, the belongingness construct, and their
implications for clinical practice. Safran (1990a) provides a summary:

- - . a person’s maladaptive interactional patterns persist because they are based upon
working models of interpersonal relationships that are consistently confirmed by the
interpersonal consequences of his or her own behavior. One’s interpersonal schemas
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shape the perception of the interpersonal world and lead to various plans, strategies,
and behaviors, which in turn shape the environment in a manner that confirms the
working model. There is, thus, a self-perpetuating cognitive-interpersonal cycle. . . the
psychologically maladjusted individual has relatively negative and rigid beliefs

The signature of implicit cognition is that traces of past experience affect some
performance, even though the influential earlier experience is not remembered in the
usual sense - that is, it js unavailable to self-report or introspection. (pp. 4-5)

Implications of this phenomenon for the study of transference are made clearer in their
concept of implicit attitudes, defined as ”introspecﬁvely unidentified (or inaccurately
identified) traces of Past experience that mediate favorable or unfavorable feeling,
thought, or action toward social objects” (p. 8). Thus, transference can be thought of as
one example of a larger class of implicit attitudes. Moreover, the concept of immediate
transference can be thought of as one example of implicit instant attitudes, the “near-
immediate liking or dislike for a novel object on first encounter with it” (Greenwald &
Banaji, 1995, p. 10). That is, an individual’s first encounter with a person who has
never been met before is influenced by the individual’s previous interpersonal
relationships, By subsuming affect under the heading of implicit cognition, Greenwald
and Banaji evince an earlier time in psychology, when the discipline was rediscovering
the importance of affect in understanding human nature. It has been known for some
time that affective reactions can occur without introspection, that “preferences need no

inferences” (Zajonc, 1980) :

The evolutionary origins of affective reactions that point to their survival value, their
distinctive freedom from attentive control, thejr speed, the importance of affective
discriminations for the individual, the extreme forms of action that affect can recruit -
all of these suggest something special about affect. People do not get married or
divorced, commit murder or suicide, or lay down their lives for freedom upon a detajled
cognitive analysis of the Pros and cons of their actions, (p. 172)

In this regard, the underlying process of mmplicit social cognition is not new. What is
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new is its encompassing of feeling, thinking, and behavior, its extension into the
interpersonal realm, and its corroboration by considerable evidence (Bornstein &

Pittman, 1992; Greenwald, 1992; Kihlstrom, 1987).

Chapter Summary

Because the need for relatedness is fundamental, individuals develop relational
schemas to navigate their social world in search of this relatedness. In this effort, both
positive and negative interpersonal patterns — guided by interpersonal or relational
schemas — tend to persist or transfer in an implicit fashion across relationships in a

cyclical, often self-defeating manner; this process is the essence of transference.

Theoretical Summary

The present theoretical framework can be summarized as a series of seven tenets:

1. The need for belongingness is a fundamental human motivation (Ainsworth,
1989; Baumeister & Leary, 1995; Berscheid, 1994; Bowlby, 1988).

2. When this need is insufficiently met, disturbance and maladjustment tend to
follow (Baumeister & Leary, 1995; Bowlby, 1988).

3. Anindividual’s efforts to sustain this need are played out across different
relationships over the life span, from which the individual abstracts relational schemas
or transference patterns (Baldwin, 1992; Bowlby, 1988; Luborsky & Crits-Christoph,
1990; Safran, 1990a; Stern, 1985) which tend to be unconscious, inaccessible to
introspection (Baldwin, 1992; Greenwald & Banaji, 1995).

4. An individual’s efforts to sustain these needs can become maladaptive when
behaviors which were adaptive in earlier contexts are unwittingly transferred to newer,
inappropriate contexts, including the therapeutic relationship (Baumeister & Leary,
1995; Benjamin, 1993a; Safran, 1990a; Strupp & Binder, 1984).

5. These maladaptive efforts at sustaining relatedness can develop into a self-
propagating pattern or vicious cycle which becomes increasingly resistant to change and
thus, pervasive and longstanding (Henry & Strupp, 1994; Safran, 1990a; Strupp, 1986;
Wachtel, 1977, 1987).



CCRT and the Therapeutic Relationship 17

6. Interruptions in this vicious interpersonal cycle can elicit new interpersonal
patterns, which may be more adaptive and need-fulfilling; if such interruptions occur
during psychotherapy, positive outcomes tend to follow (Benjamin, 1993a; Henry &
Strupp, 1994; Safran, 1990b; Strupp, 1989).

7. Perpetuations of the cycle lead to increases in disturbance and maladjustment;
if such perpetuations occur during psychotherapy, negative outcomes tend to follow
(Henry & Strupp, 1994).

Just as this theoretical framework has been empirically grounded in basic
psychological research in this chapter, the research method is conceptually grounded in

basic methodological tenets in the next chapter.
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Chapter Three
Conceptual Foundations of the Research Method

An analogy offered by Wampold and colleagues (1990) is a useful guide:

If a researcher uses a strong rope to lower himself or herself from theory to research
hypotheses to statistical hypotheses and finally to the results of a study, then he or
she will be able to climb back with the results so that a valid statement about theory
can be made. If the rope is fatally frayed at some point, the results picked up at the
bottom will be of little value (and may become burdensome weight) for the return
journey. (p. 367)

The Importance of Conceptual Congruence

A perennial problem with much of the extant psychotherapy research involves the
conceptualization of the clinical problem, the treatment, and the clinical outcome
(Strupp, Schacht, & Henry, 1988). The traditional approach to describing the problem
has been ascribing a diagnostic category; sometimes various self-report measures are
used as well. The treatment often has no clear theoretical relationship to the way the
problem or the clinical outcome is conceptualized. Moreover, it is frequently unclear,
given a positive outcome, what it was about the treatment that brought about the effect.
The usual approach of correlating ratings of interventions on yet another measure with
outcome scores still fails to address the central problem: The lack of theoretical
coherence between the separate measures. Within studies that have attempted the
latter, a further problem is that the measures of problem (P), treatment (T), and outcome
(O) are not at the same level of description, making the interpretation of the findings

difficult. Strupp et al. (1988) make a convincing case for P-T-O congruence which

proposes that the intelligibility of psychotherapy research is a function of the
similarity, isomorphism, or congruence among how we conceptualize and measure the
clinical problem (P), the processes of therapeutic change (T), and the clinical outcome
(O). .. .That is, therapeutic outcome should be characterized in the same form and
units of analysis as the clinical problem; and the language used to describe both the
problem and the outcome should lend itself to formulation of cogent theoretical links
among the problem, intervention process, and the therapeutic outcome. (p. 7, emphasis
in original)

When operationalizing a theoretical framework into research hypotheses, it is important

to preserve the integrity of that framework as much as possible. This means selecting

research measures which are conceptually congruent with the theory under investigation.
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Measuring Transference

In recent years, methods for extracting the client’s underlying patterns of
conflictual, maladaptive relationship patterns have proliferated. There are currently no
less than fifteen published approaches to measuring transference (see reviews by Barber
& Crits—Christoph,‘1993; Henry et al., 1994; and Luborsky et al., 1993).

The Core Conflictual Relationship Theme (CCRT) method. Of the major
approaches to formulating the client’s pervasive relationship patterns (i.e., interpersonal
schemas), the first reliable measure was Luborsky’s (1977) core conflictual relationship
theme (CCRT) method; since its inception, it has generated the lion’s share of such
research (summarized in Luborsky & Crits-Christoph, 1990). The method utilises (at
least 10) narratives—spontaneously told by the client during therapy sessions—scored
for the three CCRT components: (a) wishes, intentions, or goals (Ws); (b) responses of
others (ROs); and (c) responses of self (RSs). The most recurrent components across
session narratives form the CCRT.

Recently, Luborsky, Barber, and Diguer (1992) reviewed the major observations
arising from the narrative as an observational unit for psychotherapy research. For the
present research, two of their higher-order conclusions are central. First, within the
narratives told by the client during therapy is embedded a “general relationship pattern or
schema with structural or trait-like properties” (p. 287, emphasis in original).
Operationally, the CCRT is pervasive across narratives, has a lasting quality, occurs
across different states of mind (e.g., awake and in dreams), occurs both in and out of
session, and includes the therapeutic relationship. |

Second, “the curative factors in psychotherapy are intimately invoived with the
content of the relationship narratives” (p. 288). The relative pervasiveness and valence of
the CCRT components change in the narratives of clients who benefit from
psychotherapy. While the client’s Ws remain stable during therapy, the ROs and RSs
show a change from negative to positive (e.g., from rejection to acceptance). Moreover,
the closer the focus of the thérapist’s interventions on the CCRT, the better the client’s
outcome (Crits-Christoph, Barber, & Kurcias, 1993; Crits-Christoph, Cooper, &
Luborsky, 1988). Clearly, this extensive body of research suggests both the promise of
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the client’s narratives as units of study for psychotherapy research and of the CCRT as
a guiding framework for research and practice. In recent work, the CCRT method has
been extended by Crits-Christoph and colleagues (1990) into a new procedure,
described next.

The Quantitative Assessment of Interpersonal Themes (QUAINT) method. The
QUAINT method diverges from the original CCRT method in several ways. First, the
QUAINT method employs a list of standard categories for the CCRT components; the
original CCRT method allowed judges to generate their own categories. The standard
categories consisted of 32 Ws, 30 ROs, and 29 RSs; these were developed to aid in
reliability studies of the CCRT by eliminating the problem of variations in wordings
between judges (see Luborsky & Crits-Christoph, 1990). Second, there ié a difference in
the sampling of narratives: The initial QUAINT study (Crits-Christoph et al., 1990)
identified a total of 150 acceptable narratives across a 31-session therapy, in contrast to
the minimum of 10 narratives utilised in the CCRT method, usually sampled in restricted
segments of the therapy. Third, all categories are rated on a 1 to 5 scale (1=not present,
S=strongly present) for every narrative, rather than simply requiring the judgement of
presénce or absence, as in the original CCRT method.

These changes to the original CCRT method presented new advantages as well as
limitations. Advantages included the presentation of a fuller range of possible
categories (which had a tendency of being restricted by judges not thinking about certain
potential categories), the use of a common language for rating, the ability to rate
categories on a continuous (vs. a dichotomous) scale, and the amenability of
quantitative ratings for more sophisticated data analysis. Limitations included the
restriction of content to the standard categories and the wide range in reliability (.00 to
-92) of the categories. Regarding the latter, after retaining only the categories with a
reliability of .50 or more, the final dataset in the initial QUAINT study consisted of 20
Ws, 23 ROs, and 19 RSs, with median interjudge reliabilities of .69, .68, and .67,
respectively (Crits-Christoph et al., 1990). The most recent version of the QUAINT
method now employs categories derived from Benjamin’s (1993b) Structural Analysis of
Social Behavior (Crits-Christoph, Demorest, Muenz, & Baranackie, 1994).
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Two other important findings in the initial QUAINT study were (a) supporting
evidence of the structural or trait-like properties of relationship themes (similar to the
CCRT findings) and (b) divergent evidence of complex and multiple relationship themes
in a single case (in contrast to the single, central relationship theme assumed by the
CCRT method). The question of whether single or multiple formulations are more
predictive of outcome has yet to be empirically addressed.

Finally, both CCRT and QUAINT methods have been restricted to the content of
the client’s relationship narratives. To reiterate a point made earlier in this thesis, one of
the highest future CCRT research priorities is investigation at the level of process, the
comparison of “actual enactments of relationship events between patient and therapist in the
session with the usual narratives told to the therapist about relationship events” ((Luborsky,
Popp, Luborsky, & Mark, 1994, pp. 181-182). The foregoing methods, findings and
recommendations inspired the development of a new transference measure, a synthesis
of the original CCRT and QUAINT methods. This measure—the Revised CCRT method—
was used in the present study (and is extensively described in the Research Method
section). At.thjs point, because the CCRT database consists of narratives told by the

patient during therapy sessions, it is worth discussing narrative forms of inquiry.

The Importance of Narratives

Clinical diagnoses are important since they give the doctor a certain orientation; but
they do not help the patient. The crucial thing is the story. For it alone shows the
human background and the human suffering, and only at that point can the doctor’s
therapy begin to operate. (Carl Jung, 1961, p. 124, emphasis added)

The general rationale for the use of narratives centers on the power of the method
to obtain more valid self-reports than can be obtained from structured interviews or
questionnaires (Berscheid, 1994); this is congruent with Greenwald and Banaji’s (1995)
recommendations for indirect measurement of implicit constructs. In terms of studying
transference, as noted in an earlier section, the client’s relationship narratives in therapy
are the natural source of data for inferring the interpersonal schemas of the client

(Luborsky et al., 1992). Berscheid (1994) notes that the
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reconstructive quality of autobiographical memories [are useful in learning] how people
make sense out of past relationship events. The meaning individuals accord to these
events is presumed to have a number of implications for their future behavior in that
relationship or others, whether or not their memories are congruent with other
evidence. Account narrative is used here to refer to the stories people construct of
relationship events that span a considerable period of time and are presented in
relatively unstructured formats . . . [Moreover] account narratives are believed to reflect
and maintain current relationship orientations (pp- 96-97).

In this context, Berscheid quotes one of the founders of the cognitive revolution, Jerome
Bruner, a leading proponent of narrative forms of inquiry in psychological science:

Let me tell you first what I and my friends thought the revolution was about back there
in the Jate 1950s. It was we thought, an all out effort to establish meaning as the
central concept of psychology — not stimuli and responses, not overtly observable
behavior, not biological drives and their transformation, but meaning. .. . Its aim was
to discover and describe formally the meanings that human beings created out of their
encounters with the world, and then to propose hypotheses about what meaning-
making processes were implicated. It focused upon the symbolic activities that human
beings employed in constructing and in making sense not only of the world, but of
themselves. Its aim was to prompt psychology to join forces with its sister interpretive
disciplines in the humanities and in the social sciences. ... [But] very early on. ..
empbhasis began shifting from “meaning” to “information,” from the construction of
meaning to the processing of information. . .. Information is indifferent with respect to
meaning. (1990, pp. 2-4)

Berscheid (1994) observes that “[in] the quest to understand human relationships, these
two approaches to human cognition, meaning-making and information processing, are
meeting up with each other again, so far amicably” (p. 100). This is especially apparent
in the CCRT approach to studying implicit social cognition, i.e., the process whereby
clients construct meaning out of their world, a world that is quintessentially

interpersonal. This relational view has important implications for research design.

The Importance of Single-Case Designs

In earlier sections it was asserted that psychotherapy consists of the therapist’s
efforts to influence the quality of the patient’s experience in relation to the therapist as a
significant other (see also Appendix A). If therapy is best viewed in such a manner,
then hypothesis validity demands that traditional emphases on group comparisons
based on population means need to be complemented by the intensive study of
individual client-therapist dyads. Because the theory which guides most psychotherapy

research is expressed at the dyadic level, so too must the hypotheses, and thus, the
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research design. Hilliard (1993) provides a useful framework by which such research
can be organized, emphasizing that a more valid approach would be the systematic
collection and comparison of single cases (which include client-therapist dyads). Only
when a sufficient understanding of intradyadic process is attained can such cases be-
meaningfully grouped and statistically analyzed using traditional procedures based on
population means. Patterns across clienté, therapists, and outcomes can then lead to
empirically-based principles of therapeutic change.

Shoham-Salomon (1990) offers an appealing transactional model wherein
intensive single-case designs and subsequent controlled hypothesis-testing group designs
interact in an iterative, cyclical, and mutually elucidating pattern across studies.
Similarly, Hill (1990) reminds us that much of present research is still in the initial stages
of clinical description and observation, and that sufficient data must be generated
before formal group hypotheses can be tested. The essential point is that group
comparisons are premature when intradyadic process has not been satisfactorily
described by empirical study at the single case level.

The issue of generality tends to be raised as a limitation of single-case research.
However, external validity is not always the scientific goal of a particular study;
sometimes an investigator asks whether something can happen, rather than whether it
typically does happen: This approach asks whether a particular case does what theory
specifies, and whether the study gives the theory a fair hearing (Mook, 1983).

Of course, a longer-term objective is determining the generality of a set of findings
from a single-case paradigm. Hilliard (1993) cites Thorngate’s (1986) concise
description of this approach:

To find out what people do in general, we must first discover what each person does in
particular, then determine what, if anything, these particulars have in common. ...
Nomothetic laws lie at the intersection of idiographic laws; the former can be
discovered only after we find the latter. (pp. 75-76, [Thorngate’s citations omitted])

" Thus, generality would be determined not by group aggregation, but by replication on a
case-by-case basis, which may be direct replication (with subjects that are similar in terms
of the individual-difference variables related to the construct of interest) or systematic

replication (with subjects that differ in terms of the individual-difference variable).
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Hilliard (1993) proposes three basic categories of single-case research: (a) single-
case experiments, designs that involve quantitative data and direct manipulation of the
independent variable; (b) single-case quantitative analyses, designs in which quantitative
techniques are applied without the direct manipulation of any of the variables studied;
and (c) case studies, designs using qualitative data and passive observation. The latter
two designs may be further distinguished as confirmatory (hypothesis-testing) or
exploratory (hypothesis-generating). Moreover, there is also the possibility that both
quantitative and qualitative data are assessed within the same single-case study

(Gaston & Marmar, 1989; Rice & Greenberg, 1984).

Chapter Summary

The CCRT method was selected as a theoretically congruent measure of
transference in psychotherapy. Implicit in this selection is a regard for the client’s
narratives as the database of choice for inferring interpersonal schemas. Finally, given
the dyadic focus of the present research questions, it was argued that a single-case
paradigm was the most appropriate design for maintaining hypothesis validity. Further

related discussion is presented in Appendix B (see Appendix B).
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Chapter Four
The Research Method

Research Setting

The present study took place at the Psychological Service Centre (PSC) at the
University of Manitoba (U of M), Winnipeg, Manitoba, Canada. The PSC is a
community mental health clinic on the U of M campus with a twofold mandate: (a) the
provision of assessment and psychotherapy to clients from the university and
surrounding community and (b) the training of students in the Clinical Psychology and
Social Work Training Programs at the U of M.

Screening criteria. All clients accepted for treatment at the PSC must meet
several exclusion criteria, including: (a) absence of florid psychosis or severe organic
impairment, (b) absence of severe suicidal ideation, and (c) absence of pending or
ongoing legal involvement. At intake all clients sign a consent form for session
observation (usually audiovisual recording, for supervision) prior to a semi-structured
intake interview by an evaluating student clinician and attending clinical faculty

member. In general, therapists are advanced psychology and social work students.

Participants

Client. The client is a single female in her mid-30s, currently completing an
undergraduate university degree. Over the course of her life, she has had extensive
contact with the mental health care delivery system. She was self-referred to the PSC
for emotional and interpersonal conflicts arising from previous and current abusive
relationships, including childhood physical and sexual abuse by siblings. Associated
problems included anxiety, depression, helplessness—hopelessness, depersonalization—
derealization, anger, traumatic intrusions, guilt, and self-blame, meeting DSM-IV criteria
for posttraumatic stress disorder. She was seen at the PSC by a male therapist for 41
sessions prior to a transfer to the present therapist studied in this research.

Therapist. The therapist is a single male clinical psychology graduate student in
his mid-20s. At the time the client was transferred to him, he had completed two

general practica at the PSC. Psychodynamic-interpersonal therapy with the client was
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guided by theory and techniques derived from Benjamin (1993b), Bowlby (1988),
Luborsky (1984), and Strupi) and Binder (1984). The CCRT approach was used to
draw a clinical formulation of the client’s presenting problems as an initial guideline for
interventions. This formulation emphasized the cyclical relationship pattern discussed
in the theoretical section of this thesis. Technique emphasized the therapeutic
relationship as a secure, supportive, and empathic environment for interpersonal
learning. A focus was placed on disconfirming the negative interpersonal patterns as
they emerged in the therapeutic relationship and exploring ways by which the client
could alter these patterns in other current relationships. Therapy sessions were on a
once-weekly basis. Supervision of the therapy was generally on a once-weekly or once-
biweekly basis.

Supervisor. The supervisor is a married, male clinical psychologist and professor
in the clinical psychology training program. He has had well over 30 years of clinical
experience with a wide range of clinical problems, approaching therapy from a
psychodynamic and systems perspective consonant with the theoretical framework
described in this thesis. Supervision involved review of session videotapes, and

emphasized the therapeutic principles described above in the therapist section.

Raters. The four raters (3 female, 1 male) are all in their mid-20s. At the time of
the study all held bachelor-level degrees (2 in psychology, 1 in political science, 1 in fine
arts). They were selected as raters by the therapist because of their intelligence, general
interest in psychology, and most of all, their empathic ability, given that the Revised
CCRT method implicitly draws upon the interpersonal reactions of the raters to the data
at both the narrative content and in-session process levels. At the time of the study, no

raters had any clinical training, and were therefore regarded as clinically naive.

Instrument: The Revised CCRT Method 6
Background. To review, it was considered essential to use research measures
which demonstrate theoretical congruence (i.e., problem—treatment-outcome congruence;

see Chapter 3) and focus on the complex, interpersonal nature of psychotherapy as it

6 Thanks to John Schallow and my classmates in the Clinical Research Design seminar for their
contributions to the developments described in this section.
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unfolds over time within a given client-therapist dyad. The Revised CCRT method is an
extension of both the original CCRT and QUAINT methods described earlier. As such
it makes the same fundamental theoretical assumption as its predecessors: Much of
what defines an interpersonal schema may be procedural knowledge and inaccessible to
conscious awareness, thereby limiting the usefulness of self-report measures (Baldwin,
1992). Attempts at a self-report CCRT instrument (see Luborsky & Crits-Christoph,
1990), for example, encountered a number of problems in this regard. Moreover, earlier
it was argued that one major reason for the clinical problem is the client’s lack of

awareness regarding the maladaptive relationship pattern. In other words:

direct measures ~ that is, measures that presume accurate introspection — are necessarily
inadequate for [the study of implicit social cognition or transference]. Rather,
investigations of implicit cognition require indirect measures, which neither inform the
subject of what is being assessed nor request self-report concerning it . . . in studying
implicit cognition, indirect measures are theoretically essential. (Greenwald and
Banaji, 1995, p. 5)

Thus, the Revised CCRT method is an observer-based, quantitative measure for
operationalizing the clinical problem, therapeutic process? , and clinical outcome. In
general, the method makes no a priori assumptions regarding who may best act as
observer; current thinking holds therapist, client, and independent observer as mutually
informing perspectives on process and outcome (Lambert & Hill, 1994). However, as
noted above, the client may have the least direct access to measuring transference.
Thus, the current study employed independent observers as raters.

Database. The Revised CCRT method requires two basic types of data: (a)
transcripts of relationship narratives told by the client during therapy, regarding
interpersonal events in the client’s life, and (b) transcripts of client—therapist dialogue
during therapy. The content of the relationship narratives are used for scoring the clinical
problem, yielding a quantitative CCRT profile; changes in the pattern and levels of this
profile constitute outcome. The client-therapist dialogue is scored at the level of process
using the same CCRT categories as in the problem and outcome profiles, following the

principle of problem-treatment-outcome congruence.

7 Alliance measures abound (see Henry et al., 1994; Horvath & Greenberg, 1994). However, to
improve theoretical and methodological congruence, the Revised CCRT method measures both
content and process. Future research‘should compare the method with extant alliance measures.
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Scaling. In an effort to improve upon its predecessors, the Revised CCRT method

employs the CCRT Standard Category Clusters (Luborsky & Crits-Christoph, 1990, pp.
49-50). These 24 categories (8 each of Ws, ROs, and RSs; see Table 1) were derived by
Luborsky and colleagues from a cluster analysis of the larger list of 91 standard
categories employed in the first QUAINT study (Crits-Christoph et al., 1990). The
shortened list of categories has several appealing qualities beyond those used in the
QUAINT method, including a reduced burden for raters, reduction of redundancies
among the standard categories, and potential improvements in interrater reliability.
Although the clusters may appear to sacrifice comprehensiveness for simplicity, there is
convincing evidence that interpersonal relationships are mentally represented by a
relatively small number of implicit categorical forms (Haslam, 1994). CCRT raters score
the data on all categories for presence or absence.

Sampling and units of analysis. For the present study, in terms of Kiesler’s
(1973) definitions, the scoring unit—the portion of verbal material that is coded and
counted—was the relationship narrative (for content raters) and turns-at-talk in the
dialogue (for process raters). The context unit —the portion of verbal material which is
available in assigning the scoring unit— included all material in the session transcript
preceding the scoring unit. The summarizing unit —the portion of verbal material that is
actually analyzed and from which conclusions are drawn—was at two levels, session

and phase (two adjacent sessions from early and late periods of the therapy).

Scoring the problem and outcome profiles. Like the original CCRT, the Revised
CCRT method requires a minimum of 10 relationship narratives (or episodes) for scoring
the problem (baseline) profile. The narratives may be derived from the intake interview,
as well as from the earliest therapy sessions. Regarding rater selection, either clinically
experienced or clinically naive raters may be employed for the Revised CCRT method,
following previous success with both groups in studies using the original CCRT and
QUAINT methods.8

Unlike the CCRT method, however, and like the QUAINT method, the Revised

CCRT method does not presuppose that a single relationship theme dominates. Rather,

8 An interesting possibility for future research would be to also include clients as participant
observers in rating their own session transcripts.
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the client’s maladaptive patterns are viewed as a profile of the CCRT categories. To the
extent that client in-session reports of the status of interpersonal problems are valid
indicators of outcome (and arguably the most common form of indicator used by the
therapist), these reports may be considered valid outcome variables in research.

Thus, in the Revised CCRT method, outcome is measured using narratives told by
the client at successive stages in therapy and at termination and is indexed by changes
in baseline CCRT pervasiveness (i.e., the number of relationship episodes a CCRT
component is coded as present divided by the total number of relationship episodes for

the summarizing unit; Crits-Christoph & Luborsky, 1990, p. 136).
Scoring the therapy process profile. Therapy session or therapy event transcripts

(selected and segmented by the researcher), are scored as follows. Client segments are
scored for Ws (in relation to the therapist), and RSs, while therapist segments are scored
as ROs. These segments may be reversed if the research focus is on the therapist (e.g.,
countertrahsference). Raters are instructed to make judgements as follows. For W,
raters ask themselves, “What does the client appear to be requesting, implicitly or
explicitly, from the therapist in this segment?” For ROs, raters ask themselves, “How
does the therapist respond to the client in this segment?” Finally, for RSs, raters ask
themselves, “How does the client respond to the therapist’s intervention in this
segment?” As with the problem-outcome scoring, CCRT process raters score each
segment for all categories for presence or absence. Process pervasiveness scores may also
be derived (the number of turns-at-talk with a given CCRT component divided by the
total number of turns-at-talk). Emerging evidence with similar process measures
suggests that an intermediate level of aggregation (e.g., turns-at-talk summed over the
first and second halves of a given therapy session), attending to therapy phase and
context, is most informative and predictive of outcome (Messer, Tishby, & Spillman,

1992). Thus, this level was selected as most informative for the present research.?

9 Uniformity myths pervaded earlier process and outcome research (Kiesler, 1966). Recent
work recognizes that process varies over time, with different processes having different
meanings in different in-session contexts (Greenberg, 1986; Shoham-Salomon, 1990); that
random sampling and context-naive raters are often inappropriate (see the eveits paradigm of
Rice & Greenberg, [1984] wherein episodes of interest which preserve context are selected for
analysis); and that raters provided with more context and who are aware of the research
hypotheses need not be experimentally biased (Messer et al., 1992).
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Data analysis. Having been successfully used with the QUAINT method, profile
correlation analysis (Nunnally, 1978)—a Pearson coefficient (i.e., product-moment r)
computed to compare the degree of similarity between the patterns of two profiles—is
also used with the Revised CCRT method. The analysis is useful for both CCRT
problem profiles (e.g., to determine the relative stability of the CCRT during.the course
of therapy) and CCRT process (e.g., to assess the stability of treatment over time). It is
particularly useful when the summarizing unit is at the level of a session or phase
(Skinner, 1978). ,

Summary. The Revised CCRT method approaches (a) the relationship narratives
told by clients during therapy as valid indices of problem and outcome and (b) the
dialogue between therapiét and client (treatment process) as a unique form of
relationship pattern (i.e., the client’s wishes regarding the therapist, interventions as
responses of other, and immediate outcomes as responses of self). The CCRT categories
are thus scored at these two levels of content and process, and constitute

operationalizations of the process of outcome in psychotherapy.

Design and Procedure

Design. In terms of Hilliard’s (1993) single-case framework, the present study is
a confirmatory single-case quantitative analysis 10, testing whether the client's CCRT and
the therapeutic process followed theory-driven predictions.

Selection of the client. The client was the first that the therapist accepted for
treatment following his introduction to the CCRT approach. Because plans for this
study began several months after this acceptance, she was not invited to participate in
the present study until her 43rd session of therapy. The client gave her signed informed
consent for the use of her session transcripts in the research program (see sample forms
in Appendix C), with the proviso that the therapist transcribe the sessions personally.

Selection of sessions. Sessions 1 and 2 were selected to represent the early phase
of therapy, and Sessions 41 and 42 for the late phase of therapy. The early phase was

conceptualized as the baseline measure and the late phase as the effect measure. Each

10 Because the baseline measure of the dependent variable (the CCRT profile) was obtained
after treatment commenced, the study cannot be considered a true single-case experiment.
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session was 60 minutes in duration. The 40 sessions between early and late phases
constituted the treatment phase; this duration of treatment also permitted CCRT
comparisons of the present single-case client with the larger group of patients studied in
the Penn Psychotherapy Project (Luborsky, Crits-Christoph, Mintz, & Auerbach, 1988),
wherein the median length of treatment was 43 sessions.

Transcription and segmentation. As requested by the client, the therapist alone
viewed and transcribed the therapy sessions. Transcription followed the recommended
guidelines and notation published by Mergenthaler and Stinson (1992). After the initial
transcription, the therapist verified all transcripts for accuracy, rereading the transcript
as the recording was replayed. All identifying information (e.g., names, places) and
possible indicators of treatment phase (e.g., approximately the first and last three
minutes of conversation in Session 1) were deleted from the transcripts.

To maintain independence between content data and process data, each session
transcript was divided into halves (first 30 min and second 30 min) between content
and process raters. Content raters coded the first halves of Sessions 1 and 41, and the
second halves of Sessions 2 and 42. Relationship episodes in these content transcripts
were identified and demarcated by the therapist-researcher prior to delivery to raters.
Process raters coded the second halves of Sessions 1 and 41 and the first halves of
Sessions 2 and 42. No further notations were added to these process transcripts,
because the scoring unit (turns-at-talk) was the same as the transcript format.

Rater training. The first pair of raters (LB and CK) were individually trained by
the therapist to make content ratings of the relationship episodes in the transcripts, using
the Revised CCRT method, following the general guidelines in the CCRT manual
(Luborsky & Crits-Christoph, 1990), and the revisions described above. The content
raters were instructed that their task involved independently scoring “the way a client
describes her relationships with others.”

The second pair of raters (EL and KT) were individually trained by the therapist
to make process ratings of the client-therapist dialogue, using the Revised CCRT method,
following the instructions described above. These raters were instructed that their task

involved scoring “the way the client and therapist are relating to each other, rather than
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what is simply being talked about. The focus is on their manner of interaction.”

Prior to rating the study data, all raters were given CCRT rating scales; practice
materials from the CCRT manual were given to the content raters and materials collected
by the therapist-researcher were given to the process raters. Criterion reliability was
established for the content raters with a published transcript of a female client’s intake
interview, previously rated by Luborsky, Popp, Luborsky, and Mark (1994); their expert
W, RO, and RS ratings served as the reliability criterion (rater LB = .81, .82, .80; rater
CK = .81, .76, .92; interrater reliabilities = .67, .76, .87). Because the CCRT as a process
measure is new, no comparable criterion was available for training the process raters.
Thus, the therapist-researcher completed W, RO, and RS ratings on a series of written
dialogues and the process raters were trained to this criterion (rater EL = .73, .84, .67;

rater KT = .74, .80, .81; interrater reliabilities = .97, .92, .71).

CCRT rating procedure. Relationship episodes in the content transcripts were
identified and demarcated (Session 1, N = 10; Session 2, N = 20; Session 41, N = 22;
Session 42, N = 5) by the therapist-researcher, based on the person (or persons)
described in the narrative (e.g., friend, spouse, co-workers, etc.). Asin the original
CCRT method, the CCRT content raters were instructed to underline the specific
material in the transcript that was used for coding, and to write the CCRT categories
above each of the underlined segments. As noted in an earlier section, the process
transcripts were not demarcated further, given that the process scoring unit consisted of
client and therapist turns-at-talk, the format that transcription had followed
(Mergenthaler & Stinson, 1992). The process raters were instructed to score the entire
series of turns-at-talk (Session 1, N = 60; Session 2, N = 55; Session 41, N = 65; Session
42, N = 49) in the process transcripts.

Once comfortable with the rating process and trained to criterion and interrater
reliability, raters were given their respective transcript copies, and proceeded to make
their ratings. Particular care was given to keeping the raters unaware of the therapist’s
theoretical framework, research hypotheses, and therapeutic approach. No information
was given to raters other than the session transcript and the training instructions for the

Revised CCRT method. All the raters made their ratings independently, and were kept
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unaware of the nature of the other raters’ ratings. To forestall rater drift, the raters were
instructed to make their ratings over comfortable periods of time, to stop when fatigued,
and to resume at their convenience.

Ratings were completed in two blocks: A (Sessions 1 and 2), and B (Sessions 41
and 42). One of each rater pair rated A, then B, while the other rated B, then A. Raters
were not informed as to which session and treatment phase each transcript was drawn
from. All raters were instructed to make their ratings as they read through the transcript
and not to read ahead of their ratings. Ratings were made directly on the transcript
pages. Finally, they were instructed not to discuss their ratings with others and to
maintain strict confidentiality regarding the transcript contents. Upon completion, all
transcripts were returned to the therapist.

Rater debriefing. Shortly after data were analyzed, all raters were separately
interviewed (about 30 min each) by the therapist. These interviews checked whether
raters had inferred the research hypotheses and other potentially confounding
information. No such confound nor any deviation from training was found. All raters

were then informed of the study’s purpose, design, hypotheses, and findings.

Research and Statistical Hypotheses

Listed below are (a) the research hypotheses—operationalized predictions
derived from the theoretical framework discussed in the first two chapters, and (b)
statistical hypotheses—predicted numerical relationships and intervals that would
corroborate (or refute) the research hypotheses.

H1. The relational schema hypothesis: (a) This hypothesis asserts that CCRT
components in the problem profile will show high stability across sessions 1 and 2. (b)
Profile correlations (between sessions 1 and 2) of .70 or more will provide strong
corroboration; correlations of .50 to .70 will provide moderate corroboration; and
correlations of less than .50 will refute the relational schema hypothesis.

H2. The alliance transfer hypothesis: (a) This hypothesis asserts that the
maladaptive, negative CCRT comes to resemble the positive therapy process over time.

(b) To corroborate this hypothesis, coefficients for ROs and RSs should steadily
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approach values of + 1.0 over time, indicating the growing similarity of the transference
to the alliance. The closer the later coefficients are to + 1.0, the stronger the
corroboration. If coefficients steadily approach — 1.0, this would refute the alliance
transfer hypothesis, and indicate that the transference and alliance patterns had become
increasingly dissimilar over time.

H3. The resolution hypothesis vs. the stability hypothesis: (a) The stability
hypothesis asserts that CCRT problem profiles will show high stability following
psychotherapy, whereas the resolution hypothesis asserts that the problem profile
changes for the better after therapy. (b) Profile correlations (between early and late
treatment phases) of .70 or more will strongly corroborate the stability hypothesis,
correlations of .50 to .70 will moderately corroborate the stability hypothesis, and
correlations of .20 to .50 will partially corroborate the stability hypothesis. However,
correlations of less than 0 (negative r) will corroborate (moderately to strongly as r
approaches —~ 1.0) the resolution hypothesis; correlations of 0 to .20 will partially
corroborate the resolution hypothesis.

Because very large changes in CCRT component pervasiveness are required to
produce large changes in CCRT pattern, CCRT pattern stability over time may still
subsume changes in CCRT pervasiveness. Therefore, pervasiveness scores were also
examined for clinically significant changes between early and late treatment phases.

Finally, to place the study in broader perspective, the findings were compared to
the findings of the Penn Psychotherapy Project. This large-scale group study shares

some similarities of design with the present single-case study.

Chapter Summary

The research hypotheses were tested in a confirmatory single—case quantitative
analysis using independent transcript ratings of a client’s early CCRT (clinical problem),
the psychotherapy process between this client and her therapist (treatment), and the
client’s CCRT after 40 sessions of psychotherapy (clinical outcome). For the Revised
CCRT Method, scoring units included (a) relationship narratives told by the client during
therapy sessions (for scoring the CCRT) and (b) client and therapist turns-at-talk during



CCRT and the Therapeutic Relationship 35

therapy sessions (for scoring the therapy process). Context units included all preceding
material in the session transcript. Finally, summarizing units for data analysis included
(a) sessions (1, 2, 41, 42) and (b) phases (early and late in therapy). The results of the

problem—treatment-outcome profile analyses are presented in the next chapter.
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Chapter Five
Results and Discussion

Interrater Reliability of the Revised CCRT Method

Reliability of problem and outcome profiles. Study interrater reliability ranged
from good to excellent (.67 to .95): Reliability coefficients (Pearson product-moment r)
for sessions and phases are presented in Table 2 (see Table 2). Mean session
coefficients are as follows: Ws = .76, ROs = .80, and RSs = .74. Mean phase coefficients
are as follows: Ws = .78, ROs = .92, and RSs = .76. Thus, the Revised CCRT method
shows comparable reliability to the original CCRT and QUAINT methods. Across six
major CCRT reliability studies (summarized in Luborsky & Diguer, 1995, p. 238), mean
weighted kappas ranged from fair to good11: .63 for Ws, .66 for ROs, and .69 for RSs.
The original QUAINT method (Crits-Christoph et al., 1990) yielded median intraclass
correlations (ICC) of .69 for Ws, .68 for ROs, and .67 for RSs, after eliminating 39
Standard Categories which fell below .50. The latest version of the QUAINT method
(Crits-Christoph et al., 1994) yielded median ICCs of .72 for Ws, 7'5 for ROs, and .74
for RSs, after eliminating 66 QUAINT categories which fell below .65.

Reliability of therapy process profiles. Study interrater reliability ranged from
good to excellent (.68 to .96): Reliability coefficients (Pearson product-moment r) for
sessions and phases are presented in Table 3 (see Table 3). Mean session coefficients
are as follows: Ws = .75, ROs = .85, RSs = .86. Mean phase coefficients are as follows:
Ws = .85, ROs = .86, and RSs = .88.

Because reliabilities for the problem, outcome, and process profiles were
adequate, individual rater scores were averaged across each session (e.g., mean profile for
session 1 = average of rater 1’s scores and rater 2’s scores for session 1) and within each
phase (e.g., mean profile for early phase = average of the sum of rater 1’s scores for
sessions 1-2 and the sum of rater 2’s scores for the same sessions). These four mean
session profiles (1, 2, 41, 42) and two mean phase profiles (early =1 and 2; late = 41

and 42) constituted the summarizing units for data analyses.

11 According to Landis and Koch (1977), the ranges of strength of agreement for kappa are as
follows: 0 to .39, poor; .40 to .74, fair to good; .75 to 1.0, excellent.
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What is the Nature of the Transference Pattern?

Evidence for the relational schema hypothesis. To test the stability of the CCRT
pattern during the early treatment phase (1-week), profile correlations were computed
between sessions 1 and 2: Ws were moderately stable (.52), and ROs (.69) and RSs (.76)
were both highly stable. Pervasiveness scores for individual CCRT categories are
presented in Table 4. The client’s early CCRT comprised (a) primary wishes to be
distant and avoid conflict, and to feel good and comfortable; secondary wishes to assert
herself and be independent, and to be loved and understood; (b) primarily negative ROs
(rejecting/ opposing, upset, controlling, and bad); and (c) primarily negative RSs

(helpless, disappointed and depressed, and unreceptive) (see Table 4).

Treatment Stability

To test the stability of the therapy process over time, profile correlations were
computed for three time periods: within the early phase (1 week), between early and late
phases (40 weeks), and within the late phase (1 week). Stability coefficients were very
high for all time periods: Ws = .97, .86, .87; ROs = .95, 1.0, .97; RSs = .97, .87, .97.
Process pervasiveness scores for individual CCRT categories are presented in Table 5.
Based on these scores, the therapy process (alliance) comprised (a) the client’s wishes
for relatedness with the therapist (to be close and accepted, to be liked and understood)
and to feel better; (b) primarily positive fherapist responses to the client’s wishes
(helpful, understanding); and (c) primarily positive client responses of self (feeling open
and understood, feeling respected and accepted) (see Table 5). Thus, the client’s
relationship pattern with the therapist was stable and positive ( i.e., nonconflictual), in

contrast to the client’s negative CCRT (and contrary to the transference concept).

How Does the Alliance Influence the Transference Pattern?

To test whether the CCRT pattern became more similar to the alliance pattern
over time, profile correlations between CCRT and process were computed for each
session and phase and are presented in Table 6. To corroborate the alliance transfer

hypothesis, coefficients for ROs and RSs should approach values of + 1.0 over time,
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indicating the growing similarity of the transference to the alliance. The closer the later
coefficients are to + 1.0, the stronger the corroboration. If coefficients steadily approach
— 1.0, this would refute the alliance transfer hypothesis, and indicate that the
transference and alliance patterns had become increasingly dissimilar over time.

Evidence for (and against) the alliance transfer hypothesis. An examination of
the correlation patterns in Table 6 shows wide variation in profile similarity across
sessions, with a linear pattern emerging for only one CCRT component: Positive ROs in
the CCRT steadily and increasingly came to resemble the alliance pattern (see Table 6).
For the other CCRT components, more complex patterns emerged, suggesting large shifts
in similarity and dissimilarity over therapy. For example, negative RSs appeared to
alternate between high similarity and dissimilarity across therapy (see Table 6).

Across early and late treatment phases, three different change patterns emerged:
(a) independence, i.e., the transference and alliance are stable and dissimilar to each other
(Ws = .12, — .08; positive RSs = — .88, — .91); (b) moderate change, i.e., the transference
pattern becomes moderately more similar to the alliance pattern, but with large pattern
differences between the two (negative ROs = — .58, —.01; negative RSs = - .57, —.09);
and (c) strong change, i.e., transference pattern becomes very similar to the alliance
pattern (positive ROs = - .98, .83) (see Table 6). It must be emphasized that no causal
inferences can be drawn from these correlational data. At best, these correlations
partially corroborate the alliance transfer hypothesis and resolution hypothesis: A
positive client-therapist alliance correlates with positive changes in the client's CCRT.
At worst, they strongly corroborate the relational schema and stability hypotheses: A
positive client-therapist alliance weakly correlates with positive changes in the client’s
CCRT. The data indicate that the wishes and negative components of the CCRT pattern
may be slow to improve, and that a positive RS pattern may be slow to emerge, even in
the presence of a positive therapeutic alliance. They also indicate a need to search for
other correlates of CCRT pattern change (e.g., accuracy of therapist interpretations,

Crits-Christoph et al., 1988).
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What Happens to the Transference Pattern Following Therapy?

Changes in CCRT pattern: Evidence for the stability hypothesis. Profile
correlations were computed between early and late treatment phases: Ws were highly
stable (.79), as were RSs (.71), but less so ROs (.54). Over this 40-week period, the
overall CCRT pattern endured. In the client’s late phase CCRT, her wishes were still
predominantly met by negative ROs, followed primarily by negative RSs on the part of
the client (see Table 4). In general, the results converge with earlier findings and further
corroborate the theory that the CCRT has schema or trait-like properties, suggestive of
an enduring personality structure, its components retaining their relative relationships
over time (Crits-Christoph & Luborsky, 1990). However, important changes occurred in
the pervasiveness of components in the client’s CCRT.

Changes in CCRT pervasiveness: Clinical significance and the resolution
hypothesis reconsidered. The largest effects!2 for the client were reduced negative RSs
(ES = — .87 SD) and increased positive ROs (ES = + 1.47 SD); medium effects were
reduced negative ROs (ES = — .40 SD) and increased positive RSs (ES =+ .46 SD).
Scores for wishes decreased, but negligibly (ES = — .18 SD). The changes in ROs and RSs
may indicate a pattern suggesting the beginning of conflict resolutions in the CCRT: Such
a pattern can assessed by examining the clinical significance of these changes.

Jacobson and Truax (1991) have recently proposed two criteria for assessing
clinical signiﬁcance: (a) following treatment, clients should move from a dysfunctional
population to a functional population, crossing an established cutoff score on
assessment measures; and (b) the change must be reliable. The latter is determined by
calculating a reliable change index (RCI) (the difference between test scores divided by the
standard error of difference between the two test scores); an RCI greater than 1.96
suggests that changes are not due to random fluctuations in test scores (p < .05). For a
client meeting both criteria (i.e., outcome score beyond the cutoff and an RCI score
greater than 1.96), the change is identified as clinically significant. Speer (1992) has
suggested the Edwards—Nunnally method as an alternative to the Jacobson-Truax
method if statistical regression (reversion of scores toward the mean or toward less

extreme scores) is present in the data, to avoid capitalizing on errors in measurement.

12 Computed following Busk and Serlin’s (1992) adaptation of Cohen’s d for single-case data.



CCRT and the Therapeutic Relationship 40

For the present client, correlations between the early phase scores and the early to
late phase difference scores (for Ws, negative ROs, negative RSs, positive ROs, and
positive RSs) indicated evidence of regression to the mean. Thus, early phase scores
were adjusted using formulas presented in Speer (1992). RCIs were then calculated for
each variable (using the adjusted early phase scores). Each late phase score was then
examined to determine whether it fell below the Edwards—Nunnally cutoff scores (i.e.,
two standard errors of measurement in the direction of the functional population).

Changes in negative RSs and positive ROs were clinically significant, meeting both
criteria: Scores were greater than functional cutoff scores and RCI scores (2.91 and 2.19)
indicated changes were reliable. Changes in wishes and negative ROs were not clinically
significant, with RCI scores below 1.96 (.52 and .48) and late phase scores below the
functional cutoff scores. Although the late phase score for positive RSs was greater than
the functional cutoff score, the RCI score (1.56) suggested this change may be unreliable.

It should also be noted that a fuller assessment of clinical significance requires
normative data (Jacobson & Truax, 1991)—CCRT scores from the general population—
data presently unavailable. Moreover, cutoff scores for all measures of clinical
significance need to be recognized as somewhat arbitrary (Kazdin, 1994).

Comparison of the client with patients from the Penn Psychotherapy Project.
The present client’s CCRT data are compared with the Penn CCRT data in Table 7.
Effect sizes for the Penn study were computed from published data (Crits-Christoph &
Luborsky, 1990, p. 139). Effect sizes for Ws, negative ROs and RSs, and positive ROs
and RSs are similar to those observed in the Penn Psychotherapy Project: Following a
median of 43 sessions of psychodynamic psychotherapy (guided by Luborsky, 1984),
the pervasiveness of Ws remained relatively stable, whereas negative ROs and RSs
decreased in pervasiveness, and positive ROs and RSs increased. In the Penn study,
changes in CCRT pervasiveness also correlated with changes on standardized outcome
measures of symptomatology (Hopkins Symptom Checklist) and global psychological
functioning (Health-Sickness Rating Scale).

The convergence between the single-case data and the group data suggests that

the treatment effects observed in the Penn sample (1 = 33 patients) were replicated in
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the present single-case (see Table 7): Apparently, what occurred in general across the
Penn subjects also occurred in the particular, within a single-case subject. This may be
due, in part, to the similarity (e.g., age, gender, diagnosis) of the single-case client to the
33 patients in the Penn study, the similarity of the form and length of treatment in both
studies, and the similarity of methodology. However, the logic of single-case research
requires that generality be demonstrated through case-by-case replication (Hilliard,
1993); this would strengthen the conclusions drawn from the present findings.
Moreover, there is no guarantee that the present client would have shown similar
changes on the Penn outcome measures.

To summarize the outcome findings, at one level of analysis (overall CCRT profile
pattern) the CCRT remained highly stable over the course of 40 sessions of therapy,
corroborating the relational schema and stability hypotheses. However, at a different
level of analysis (CCRT pervasiveness), clinically significant outcomes—reduced
negative RSs and increased positive ROs—were evident, partially corroborating the
resolution hypothesis.

The enduring dissimilarity between the client’'s CCRT pattern and her relationship
pattern with the therapist contrasts sharply with the transference concept. For this
client, no immediate transference was apparent—at least to independent observers of
the therapy process—in the early therapy phase. Further, no emergent transference was
apparent in the late therapy phase. To the extent that these phases are representative
of the therapy process, the implication is that, in some instances, the client may never
displace earlier relationship patterns upon the therapist. The data suggest some
possible mediating and moderating variables for future study. The early development of
a positive alliance may play a key role in preventing transference in the client-therapist
relationship. A client’s previous therapeutic relationships may also be important: Recall
that the present client had previously completed 41 sessions with a different therapist,
which may have influenced the relationship with the present therapist.

In the next chapter, the research findings are discussed in wider contexts of

theory, research, and practice. Afterwards, the strengths and limitations of the study

are considered. The chapter concludes with an eye toward the future.
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Chapter Six
Conclusion

The present study began with three research questions: (a) What is the nature of
the transference pattern? (b) How does the alliance influence the transference pattern?
and (c) What happens to the transference pattern.following treatment? In this final
chapter, the findings are related to clinical theory, research, and practice, folloWed by a
discussion of the strengths of the study, a critical appraisal of the study’s design, and a
look toward the future.

Theoretical, Research, and Practical Implications

The persistence of relational schemas. Regarding the first and last questions, the
evidence suggests that the transference pattern, as operationalized by the CCRT, can be
understood as a stable, trait-like personality schema or structure. After 40 sessions of
psychotherapy, the general pattern of the client’s CCRT persisted, replicating the CCRT
pattém stability observed in the Penn Psychotherapy Project patients. In terms of
research, long-term intraindividual studies (Hilliard, 1993), both of persons in therapy
and in the general population, are required to elucidate change patterns at the relational
schematic level. In terms of practice, this suggests that if enduring change at structural
levels of personality is the therapeutic goal, short—term therapy approaches may fall
short of the challenge (Mahoney, 1991; Messer & Warren, 1995).

As discussed in Chapter 1, another important area for future research concerns
the influence of the transference pattern on the therapeutic relationship, centering on the
debate between immediate and emergent perspectives on the transference pattern. To
date, the immediate transference perspective lacks support from extant psychotherapy
research, while the emergent transference perspective is supported by studies of
transference at the declarative (or narrative) level. These studies reveal transference
regarding the therapist in the client’s narratives from later stages of therapy (Crits-
Christoph et al., 1990; Crits-Christoph et al., 1994; Fried et al., 1992), and accord with

findings from social cognition research, wherein

[the] consensus is that schema-relevant information, whether consistent or inconsistent,
will be better recalled and recognized than schema-irrelevant behavior. .
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[Moreover,| relational schemas may organize and construct memory in such a way as to
assimilate new relationship information to seem more consistent with past experiences.
(Baldwin, 1992, p. 475)

Similar conclusions were recently made by the Basic Behavioral Science Task Force of the
National Advisory Mental Health Council (BBSTF-NAMHC) (1996). Yet the present
findings suggest that, under some conditions, transference (at the behavioral level) with
the therapist may not occur at all.

Furthermore, the relationship between transference in the therapeutic relationship
and therapeutic outcome has been overlooked by extant psychotherapy research.
Theoretically, if the negative relationship pattern eventually encompasses the therapist,
and is reenacted in the therapeutic relationship, negative outcomes should follow
(Benjamin, 1993b; Safran, 1990a), as found in the Vanderbilt I study, where negative
interpersonal process clearly distinguished between cases of good and bad outcome
(Henry & Strupp, 1994). Yet in the Penn Psychotherapy Project, despite the emergent
inclusion of the therapist into the client’s CCRT (Fried et al., 1992), overall changes in
CCRT pervasiveness correlated with positive clinical outcome (Crits-Christoph &
Luborsky, 1990), suggesting that emergent transference may not adversely influence
outcome, at least on standardized measures of symptomatology and psychological
functioning. Microanalytic studies of interpersonal process should be conducted with
the transcripts used in the CCRT research to test for transference in the therapeutic
relationship at the behavioral (process) level, and then relate this to outcome.

In practical terms, the extant research suggests that if a therapist becomes
entangled in the client’s negative relationship pattern, the client’s relational schema (e.g.,
CCRT) may tend to assimilate the new relationship information from the developing
therapeutic relationship in a way that resembles the CCRT. This phenomenon was
clearly seen in what may be the first experimental demonstrations of transference
(Andersen & Baum, 1994; Andersen & Cole, 1990). Participants in Andersen’s
controlled laboratory studies came to regard new target persons as they did significant

others in their lives. Kihlstrom (1994) raised an important issue:
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[The results of Andersen’s research arel a great advance, but in the final analysis one
wants to know whether it is anything more than a case of stimulus generalization. Is
the whole apparatus of psychoanalytic theory needed to predict this result? Or will
this simple precept do — that the best predictor of behavior in a new situation is the
person’s behavior in similar situations in the past? (p. 690)

This issue was also raised decades ago by Dollard and Miller (1950). If it is true that,
according to Freud, “there are four concepts so basic that, if one accepted them, one
would be practicing psychoanalysis even if one disagreed with Freud in every other respect.
These concepts are the unconscious, repression, transference, and resistance” (Karon &
Widener, 1995, p. 25, emphasis added), then critics may need to agree to disagree,
regarding terminology but not underlying processes.13 Further, dismissing transference
as stimulus generalization sidesteps the more important question: Under what
interpersonal conditions does such stimulus generalization occur (or fail to occur)? This

is one of the important questions for future research (BBSTF-NAMHC, 1996).

The importance of the therapeutic relationship. Regarding the second question,
the findings partially corroborated the hypothesis that therapeutic change is associated
with positive interpersonal process between client and therapist. Further analysis of the
National Institute of Mental Health (NIMH) Treatment of Depression Collaborative
Research Program data (Blatt, Zuroff, Quinlan, & Pilkonis, 1996) strongly supported the

interpersonal process perspective:

. .. therapeutic change is more a consequence of interpersonal dimensions than the
mechanics of the type of therapy provided. These findings raise questions about the
usefulness of attempts to compare the effectiveness of different therapeutic
interventions conducted according to specified manuals. The paucity of significant
differences in outcome among various types of treatment, however, does not necessarily
indicate that various brief treatments for depression all have a general effect and
that it does not matter what the therapist is doing. Quite to the contrary, the results
of our analyses suggest that treatment outcome is a consequence of particular qualities
of the patient and the therapist and of the interaction of these qualities in
establishing a therapeutic relationship. (Blatt et al., 1996, p. 169, emphasis added)

13 Given the evidence, denying the existence of the unconscious is untenable (Kihlstrom, 1987);
similarly compelling evidence is emerging for transference (see discussion above), repression
(see Singer, 1990, for a review) and resistance, that is, the defense mechanisms (see Cramer,
1991, for a review). The issue to be resolved is whether these four concepts are indeed the four
cornerstones of psychoanalysis, which is not an empirical question, but a theoretical one.
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Recent laboratory evidence shows that “the more a particular kind of social knowledge
is primed by a person’s environment, the more likely it is to be used” (BBSTF-NAMHC,
1996, p. 480). The essential theoretical point is that, relationally, what we get (social
experience) is what we see (social cognition). Thus, maladaptive relational schemas
theoretically emerge from negative interpersonal experiences (Bowlby, 1988; Benjamin,
1993b; Luborsky & Crits-Christoph, 1990) and may be changed through positive
interpersonal experiences in psychotherapy (Henry & Strupp, 1994; Safran, 1990a).14

In terms of practice, approaches that focus close attention to the client’s relational
schemas and unfolding relationship with the therapist are well~informed. A crucial area
for future research and training (Henry & Strupp, 1994) is how best to teach this
relational focus to therapists without the unexpected outcome of the Vanderbilt II
project—improved technical competence, but with unacceptable increases in negative

interpersonal process during therapy (Henry, Strupp, Butler, Schacht, & Binder, 1993).

Study Strengths

Minimized threats to internal validity. Several of the major threats to internal
validity (history, maturation, testing, instrumentation, statistical regression; see Cook &
Campbell, 1979; Kazdin, 1981) were minimized. Previous research (Luborsky & Crits-
Christoph, 1990) suggested that the CCRT shows high stability across adulthood,
helping to rule out historical events (e.g., family processes, job experiences) and
maturational processes (e.g., decreased depression as a function of the passage of time
or death of a relative) as rival hypotheses. However, additional stability information
about the course of transference—drawn from sources outside the therapeutic context—
and replication across cases, would more strongly rule out these rival hypotheses.

The twofold mandate (training and service) of the clinic in which the present

research was conducted—although not traditionally a research clinic—permitted some

14 As far as back as Ferenczi and Rank (1925), and later in Alexander and French (1946), it was
asserted that the change process involved corrective emotional experiences with the therapist.
Their arguments for short-term approaches have been recently revived in the new generation of
brief dynamic therapies (see Barber & Crits-Christoph, 1995; Binder, Strupp, & Henry, 1995;
Crits-Christoph & Barber, 1991; Messer & Warren, 1995). However, the present findings
suggest that changes at the relational schematic level may occur slowly, if at all.
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design advantages for this research.15 First, because the clinic’s therapists are under
different levels of training, therapy rooms are equipped with standard recording
equipment for supervision purposes, permitting continuous, objective measurement of
therapy process with minimal reactivity. Moreover, because the client had already been
in therapy with another therapist at the same clinic (prior to being transferred to the
present therapist), it is fair to say that she was relatively accustomed to being recorded
during sessions.16 These features, along with the help of reliable, independent raters
and statistical procedures for measuring clinical significance, helped rule out testing
(repeated exposure to the assessment procedures), instrumentation (changes in the
scoring or criteria over time), and statistical regression (reversion of scores toward the
mean or toward less extreme scores) as rival hypotheses.

Increased ecological validity. The client who consented to participate in this
study gave this consent after completing over 40 sessions of therapy with the therapist
in this study. The sessions studied may therefore be regarded as fairly representative of
psychotherapy, focusing on the process with a real client in a real clinical setting.
Because plans for the study began after the client commenced therapy, it is unlikely she
viewed this therapy within a research context. However, the same cannot be ensured
regarding the therapist— researcher, whose in-session behaviors may have been
influenced by planning the research. Further, ecological validity may have also been

limited by the clinical experience level of the therapist.

Study Limitations: A Critical Appraisal

Limited baseline measure of the clinical problem. Baseline measures of the
client’s CCRT were derived from the first two sessions of therapy, so there is a
possibility that the therapist influenced the client narratives from which the CCRT was
derived. However, recent evidence shows a high similarity between CCRTs obtained

from pretreatment RAP interviews and CCRTs obtained from sessions 3 and 5 for the

15 These advantages may preclude studies conducted by private practitioners, who may not use
recording equipment, nor have access to research assistants such as those employed in the
present study—only two of many obstacles to empirical clinical practice (see Appendix B).

16 However, little is known about the effect of recording on therapy process and outcome in
clinical research settings, much less in non-research clinical settings (Lambert & Hill, 1994).
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same patients (Barber, Luborsky, Diguer, & Crits-Christoph, 1995). This suggests that
the form of the client’s CCRT predates the first interactions with the therapist, and is
stable during the early phase of therapy.

One possibility for future research is the use of the RAP interview as a paper and
pencil measure, yielding descriptions to be scored for CCRTs. Such an investigation may
be limited, however, by the patients’ level of introspective access to their own
relationship themes, which proved a hindrance to initial efforts toward a self-report
CCRT measure (Luborsky & Crits-Christoph, 1990). In the present research, it is unclear
how aware the patient was, either of her CCRT or of the larger interactional process
with the therapist. A method for tapping this awareness is now under development
(Luborsky, Crits-Christoph, Friedman, Mark, & Schaffler, 1991).

Limited process measure and process data. The Revised CCRT method requires
extensive validation as a psychotherapy process measure. Its measurement sensitivity is
unknown, particularly for negative interpersonal process, which was rated infrequently
in the present study. Process raters described inferential difficulties with the sole use of
written data. It is clear that much data is lost when the therapy process is not directly
seen and heard, and recommendations for the use of transcript and videotape (Lambert
& Hill, 1994) are well-made.

Further, whether conceptualizing psychotherapy as a special form of relationship
theme (Ws toward the therapist, interventions as ROs, and client RSs) , and applying
the CCRT categories as descriptors of the therapeutic process raises incremental validity
(compared to extant alliance measures) requires cross-validational studies with
established observer-based measures, e.g., Benjamin’s (1993b) Structural Analysis of
Social Behavior system. And given that the client’s perceptions of the therapeutic
alliance are powerful predictors of outcome (Horvath & Luborsky, 1993; Orlinsky et al.,
1994), condparisons with self-report alliance measures are also required.

Limited outcome measure. Far more research is required to relate CCRT change to
other measures of clinical outcome, including (but not limited to) other interpersonal
change measures. Luborsky and Crits-Christoph (1990) and colleagues have made the

first necessary steps in this direction. It would be useful, for example, to know how the
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RS category of “disappointed and depressed” relates to extant measures of depression,
such as those employed in the NIMH Treatment of Depression study (Elkin, 1994).

Limited external validity. As noted earlier (and despite similarity to patients in
the Penn Psychotherapy Project), the present findings require case-by—case replication
(direct and systematic), followed by group studies, before they can be generalized
(Hilliard, 1993). Further, the length of treatment in the present study (40 sessions) rests
near or beyond the boundaries of most definitions of short-term therapy (under 50
sessions, Henry et al., 1994; 25 sessions or less, Koss & Shiang, 1994). Because most
psychotherapy research is short-term psychotherapy research (Lambert & Bergin, 1994),
it is difficult to relate the present findings thereto.

The displeasing possibility. The final study limitation may center on an
apparent study strength. Every effort to integrate research with practice is a welcome
one (see Appendix B). The present researcher participated in all aspects of the study:
(a) in the primary data, as a participant in the interpersonal process under study; (b) in
data preparation, as transcriber and segmenter of session recordings; (c) in data
collection, as trainer of the Revised CCRT raters; and (d) in data analysis and
interpretation, as researcher. It is possible that the shared variance in the findings are
derived from this shared method variance (i.e., the presence of the therapist-researcher
across all phases of research), rather than from empirical relationships among the
variables! Ultimately, the internal validity of the findings rests on whether the research
design has ruled out alternative explanations (Kazdin, 1994), for example, with the help
of independent, reliable raters (e.g., unaware of the hypotheses and design), and the use
of objective, nonreactive, quantitative measures (e.g., transcribed videorecordings,
guided rating method). Further aspects of improving internal validity were considered in
earlier sections, as has the issue of external validity, which rests on the outcome of

future efforts at replication.

The Larger Picture
Relatedness and individuality. Each self encloses relational-dialogical processes

(Hermans, Kempen, & van Loon, 1992). Indeed, the CCRT approach focuses on these
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relational representations within specific individuals. Although the theoretical emphasis
in this thesis has been on relational processes, it must be realized that both personal
identity and social identity are crucial to mental health (BBSTE-NAMHC, 1996). Each

human life consists of intertwining processes of individuation and relatedness:

a dialectical system in which achievements in one sphere make possible further
developments in the other. It is apparent, for example that an increasingly
differentiated, integrated, and mature sense of self is contingent on establishing
satisfying interpersonal relationships; conversely, the development of mature
relationships is contingent on the development of mature self-identity. These two
developmental processes evolve in an interactive, reciprocally balanced, mutually
facilitating fashion from birth through senescence. (Guisinger & Blatt, 1994, p. 108;
see also Hermans & Hermans-Janzen, 1995)

This is the same dialectical process that occurs within and between the participants in
the therapeutic relationship. Ultimately, the importance of psychotherapy rests in its

power to restore and sustain the client’s twofold sense of uniqueness and belongingness.

Looking Ahead

Future theoretical work needs to elaborate patterns of stability and change in the
CCRT, and be continually informed by several areas of research. Specification of the
relationship between the interpersonal process within therapy, the internalization of this
process by the client over time, and its theorized generalization (or “transfer”) to
important relationships outside therapy is theoretically crucial. Moreover, this
generalization needs to be validated with direct studies of these outside relationships.
Little has been said in this thesis about the client’s actual relationships per se, as much
as their internal representations as the client’s CCRT.

Future research needs to relate these theorized processes with direct observations
of the therapeutic relationship and extratherapeutic relationships. Participant-observer
(self-report) measures of transference—for both client and therapist—also require
development and comparison with observation. Further, the Revised CCRT process
measure urgently needs more extensive convergent and discriminant validation. It is
likely that it would be improved through the use of both transcripts and audio- or

videotape, and with the help of clinically experienced raters. These are a few of the
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necessary steps toward understanding the interpersonal conditions (e.g., the quality of
previous therapy relationships, the early development of the alliance) that may
predispose or forestall transference with the therapist as well as the client’s
internalization of the therapeutic relationship.

Future practice rests on a solid foundation of efficacy and effectiveness research
(Seligman, 1994, 1995). This research consistently points to the powerful role of the
relationship between client and therapist in this effectiveness (Horvath & Greenberg,
1994; Lambert & Bergin, 1994; Orlinsky et al., 1994). As the millennium approaches,
much recent discussion in clinical psychology centers on the future of psychotherapy
(Cummings, 1995; Mahoney, 1995). Some have questioned (a) the form and duration of
its delivery in the current health care era (Broskowski, 1995); (b) the current emphasis on
cost—effectiveness rather than client well-being (Karon, 1995; Messer & Warren, 1995),
and (c) its very place in the profession of clinical psychology (Humphreys, 1996).
However, there is little doubt, at least among experts in the field, that psychotherapy
will continue to be needed and valued (Norcross, Alford, & DeMichele, 1992). The
“intrepid practitioner of the twenty-first century” (Mahoney, 1995) faces many
challenges ahead in a rapidly changing world. But the central challenge—understanding

the relationship between client and therapist—will outlast all others.
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Appendix A
Psychotherapy Research: The Current Scene

Modern psychotherapy, like psychology, has had a relatively brief history (about
100 years). Unlike psychology, research in psychotherapy (that is, research in the
modern sense) did not begin until midway through its history, during the 1950s. The
earlier part of the century was spent setting the stage for scientific research,
demonstrating “how the complex personal phenomena of psychotherapy could be
brought out of the private consulting room into the purview of scientific study without
disrupting these phenomena beyond recognition” (Orlinsky & Russell, 1994, pp.191-
192). Following the gauntlet thrown down by Eysenck (1952)—the charge of clinical
inefficacy and scientific illegitimacy—the next major task of the field was to establish
the clinical value of psychotherapy and its viability as a focus of scientific inquiry. The
second generation of researchers undertook this twofold task. By the end of the 1970s a
series of research teams had marshalled evidence establishing large effect sizes for a
spectrum of theoretical approaches to psychotherapy (Luborsky, Singer, & Luborsky,
1975; Sloane, Staples, Cristol, Yorkton, & Whipple, 1975; Smith, Glass, & Miller, 1980).

Currently, there is a general consensus that the effects of psychotherapy exceed
spontaneous remission (contrary to Eysenck’s charge) and are generally positive and
enduring for a wide range of psychological problems (Lambert & Bergin, 1994).
However, these conclusions— drawn from meta-analyses of hundreds of empirical
studies-still have their critics (e.g., Rachman & Wilson, 1980), with Eysenck (1993)

virtually unmoved from his original position after forty years.

New Questions

Thus, over the last three decades a fundamental shift has occurred in the field,
from investigating whether psychotherapy works to investigating how psychotherapy
works (Shapiro, 1995). As Kiesler (1995) observes, beginning in the mid-1960s,
psychotherapy researchers were poised and ready for this new zeitgeist, which initially
appeared in various forms:

- - - which therapist behaviors are most effective with which types of patients?
(Kiesler, 1966, p. 113)
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- .. which procedures and techniques, when used to accomplish what kinds of behavior
change, are most effective with what kinds of clients when applied by what kind of
counselor? (Krumboltz, 1966, p. 22)

What treatment, by whom, is most effective for this individual with that specific
problem, underwhich set of circumstances? (Paul, 1967, p. 111).

Paul’s (1967) formulation became especially cited, and was eventually christened as the
litany (Stiles, Shapiro, & Elliott, 1986). It is unclear why earlier versions of the litany
went largely unheard. Kiesler (1995) cites one example: A decade before the zeitgeist,
Sanford (1953) had asserted: “From the point of view of science, the question ‘Does
psychotherapy do any good?” has little interest because it is virtually meaningless . . .
The question is which people, in what circumstances, responding to what
psychotherapeutic stimuli” (pp. 335-336). In recent years, the litany has become more
refined. Essentially, researchers seek to specify the therapist operations, therapeutic
contexts, and immediate client performances which lead to therapeutic change
(Greenberg; 1986; Rice & Greenberg, 1984). Kiesler (1995) offered perhaps the most

distilled version to date:

What package of which specific therapist miniature interventions, in what optimal
sequence, applied by therapists demonstrating what level of expertise within what
relational context, will successfully engage which proximate and ultimate mechanisms
of patient change toward the alleviation of what specific pattern of DSM patient
maladjustment? (p. 100)

Deciding how to go about addressing this question (i.e., by which measures and

methods) is almost as complex as the phenomena itself, and may account for the
methodological pluralism that characterizes modern psychotherapy research (Bergin &
Garfield, 1994; Kazdin, 1994) in its struggle to strike to strike a balance between
simplicity and complexity (see Elliott & Anderson, 1994) in its constructs and designs.
An important aspect of the foregoing shift has been the critical reappraisal of

longstanding assumptions concerning both metatheory and methodology.

Metatheoretical and Methodological Dilemmas
Outdated analogies. The question of what constitutes therapeutic change

(psychotherapy outcome) and how it comes about (psychotherapy process) has always
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been the fundamental focus of psychotherapy research (Strupp, 1986). Because of the
initial perception of psychotherapy as a form of medical treatment, virtually all _
psychotherapy research to date has implicitly subscribed to this paradigm, dubbed the
drug metaphor by Stiles and Shapiro (1994): the view of psychotherapy as comprising
“active ingredients”, supplied by the therapist to the client. These active ingredients are
process components (i.e., techniques such as interpretation or reflection). Within this
medical or pharmacological analogy, it is asserted that if a component is an active
ingredient, then administering a high level of it is supposed to yield a positive outcome.
Ingredients which fail to do so are presumed to be inert, akin to the concept of placebo in
pharmacological research. Russell (1994) takes a critical stance with this analogy,
particularly as it is exemplified by Yeaton and Sechrest’s (1981) concepts of strength
and integrity of treatment. Strength is analogous to drug dosage whereas integrity is
analogous to drug purity. Higher levels of both are generally held as leading to better
outcomes. - Implicit in the drug metaphor is that it makes sense to think of
psychotherapy as composed of substances which can be isolated and applied in
measurable quantities, and independent of the context of administration.

An associated assumption is the hypothesis asserting the separability of specific
(technique) and nonspecific (relationship) contributions to therapy process and
outcome. Butler and Strupp (1986) argued that, unlike drugs, psychotherapeutic
interventions concern meaning, and are thus inherently dependent on the conscious,
active participation of both therapist and client, with their idiosyncratic meaning
systems. These authors offered a compelling case for rejecting the specific-nonspecific

dichotomy, in light of its misappropriation of the medical paradigm to psychotherapy:

Psychotherapy is 10t a medical technology that can be administered to a passive
patient, and that somehow eradicates an illness or syndrome, leaving the patient
“cured” . .. Yet since psychotherapy, like medicine, attempts to alleviate human
suffering, the medical analogy persists . . . the search for specific “active ingredients”
of psychotherapy as one would investigate a drug . . . implies that research should
ultimately produce a “psychotherapy antibiotic,” a contextless agent capable of
bringing about the desired result regardless of the persons involved. (1986, p- 32)

Conceptually, this analysis underscores the identity of psychotherapy with its
interpersonal context (Mahoney & Norcross, 1993; Strupp, 1986). The search for the

conceptually inappropriate “active ingredients” of change, shifts to an explication of
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how “therapist qualities interact with patient characteristics to produce, or fail to
produce, the interpersonal conditions necessary for therapeutic change” (Butler &
Strupp, 1986, p. 30). Therapist techniques, far from comprising a disembodied
repertoire operating independently of context, are recast as the therapist’s efforts to
influence the quality of the patient’s experience in relation to the therapist as a
significant other (Strupp & Binder, 1984). Psychotherapy becomes transfigured as the
“systematic use of a human relationship for therapeutic purposes” (Butler and Strupp, 1986,
p- 36, emphasis in original).

Another limitation implicit in the drug metaphor is that the “inert ingredients” are
often regarded as placebos (or “nonspecific” effects). Here the problem is that one
treatment model’s active ingredients is another treatment model’s placebo: The placebo
concept has no universal meaning (Elliott, Stiles, & Shapiro, 1993). Moreover, given that
placebos in drug research comprise psychological effects, the term becomes nonsensical
within the psychological context of psychotherapy. It has been roundly suggested that
both the drug metaphor and the placebo concept be retired (Parloff, 1986; Russell, 1994;
Stiles & Shapiro, 1994; Strupp, 1986), with so-called placebos specified as more
meaningful comparison groups, such as alternative treatments (Elliott et al., 1993;
Lambert & Bergin, 1994).

To date, one of the most exemplary instances of such a study has been the
National Institute of Mental Health (NIMH) Treatment of Depression Collaborative
Research Program (see Elkin, 1994, for a summary), a well-publicized and rigorous
multisite group comparison of two brief psychotherapies and pharmacotherapy; it
virtually set the standard for subsequent studies. However, the NIMH study was also
exemplary of the drug metaphor, perhaps by virtue of its design (randomized clinical
trial). Most evident was the inseparability of therapist from therapy: Unlike the
pharmacological treatments, the administration of the comparison psychotherapies were
highly dependent on the site of administration and on the therapists involved (i.e., the
interpersonal context) (Elkin, 1994).

The importance of theoretical and hypothesis validity. In addition to the more

familiar forms of erroneous conclusions (Type I and II errors), another pervasive problem
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involves the Type Ill error: The completion of the wrong experiment, wherein

faulty measurements, experimental designs, or conceptualization of crucial variables
prohibit meaningful interpretation of experimental results. . ..This oversight is serious
because Type Il errors override both Type I and Type II errors. Who cares if a
hypothesis is erroneously accepted or rejected if the hypothesis is misspecified to begin
with? (Smith & Sechrest, 1991, p. 237)

Smith and Sechrest discuss this point following Mahoney’s (1978) concept of theoretical
validity, the degree to which (a) a study has some logical bearing on a specific
hypothesis or theory, and thus (b) the adequacy of the researcher’s understanding of the
study variables. Closely related is the concept of hypothesis validity, the congruence
between theory, research hypotheses, statistical hypotheses, and statistical tests
(Wampold, Davis, & Good, 1990). Thus, a study with adequate hypothesis validity
yields results which are informative about theory, the nature of the relation between
constructs. Hypothesis validity is threatened by theoretically inconsequential or
ambiguous research hypotheses, noncongruence of research and statistical hypotheses,
and diffuse statistical hypotheses and tests. Type III errors appear endemic in much
extant psychotherapy research (Smith & Sechrest, 1991); conceptually inappropriate
methods abound. The methodological dilemma can be illustrated by examples from
both the early and more recent eras of psychotherapy research.

Illustrations. During the 1960s, process research was predominated by the
labours of researchers from the client-centered tradition (Orlinsky & Russell, 1994). The
central objective was to provide empirical support for the validity of Carl Rogers’s
(1957) necessary and sufficient conditions of therapeutic change (therapist empathy,
warmth, and self-congruence). “Paradoxically, although Rogers’s theory emphasized the
client’s experience of the “facilitative conditions” . . . positivist methodological biases led
most researchers to use objectified, nonparticipant-observational measures of therapist
behavior” (Orlinsky & Russell, 1994, p. 194, emphasis added). In other words, éType
IIT error had been committed.

Unfortunately, in this regard little has changed in the decades that followed. By
way of illustration, let us return to the exemplary NIMH collaborative study. While
acknowledging its sophistication and rigour, Beutler (1991) noted similar problems

therein, most notably the complete absence of a theoretical framework. This
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shortcoming was especially evident in the sample selection of the study; patients were
selected without regard to any theoretical differentiation among treatments; theoretical
and hypothesis validity gave way to diagnostic reliability. (In defense of the study,
certain measures were selected to reflect differential change processes among treatments.)
The importance of theoretical guidance. In this regard, itis worth quoting again

from Smith and Sechrest (1991):

We believe strongly that if psychotherapeutic interventions are going to improve
substantially, . . . better theory is going to be required, and that theory will have to
have its basis in fundamental psychological research. Twenty-five years ago,
Goldstein, Heller, and Sechrest (1966) proposed that psychotherapy should be, first
and foremost, psychological, and that meant grounding theory and practice in the basic
concepts and findings of the field. They did not believe that much progress could be
made by trying to develop what would be a separate, isolated discipline of
psychotherapy. ... Despite a good bit of assent from others at the time, even some
acclaim, the main thesis . . . has been, we think, largely ignored . . . for the most part
current literature on psychotherapy appears to pay scant attention to research on basic
behavioral and conceptual processes. (p. 239, emphasis in original)

It is indeed unusual that the field of psychotherapy should be so removed from its
parent discipline. Repeated calls for grounding psychotherapy research in basic findings
from related areas of psychology (Forsyth & Strong, 1986; Higginbotham, West, &
Forsyth, 1988; Smith & Sechrest, 1991) appear to have gone largely unheard; the era of
atheoreticality continues (Bergin & Garfield, 1994). Yet the question of how
psychotherapy works begins as a theoretical question. Russell (1994) argues

that the quest for an observational language free from any and all theoretical influence
-+ - has’in fact failed, and in principle must fail. . . . Thus, in order to capture the world
as it is outside of our symbolic nets, realist assumptions tend to result in the need to
advocate for a language that does not mediate in any way — ironically, for a language
that is not a language. (pp. 173, 176)

Russell exhorts psychotherapy researchers, indeed all scientists, to “each articulate as
best as possible [their] particular frames of reference and systems of description, and. . .
volunteer to serve as one another’s severest critics . . . informed by an agreement to
disagree, knowing that knowledge increases through the bittersweet clash of ideas” (p.

. 181-182). Indeed, this thesis has devoted much space to such theoretical articulation.
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Appendix B

Further Methodological Issues in Psychotherapy Research
Issues in the Process of Process Rating

Current thinking holds measures taken from the perspectives of client, therapist,
and independent observer as mutually informing, with none holding a privileged position
of validity (Lambert & Hill, 1994; Orlinsky et al., 1994). Kihlstrom (1994; Kihlstrom &
Cunningham, 1991) argued that one can never be sure of the validity of psychotherapy
process ratings made by independent observers, which may very well reflect raters’ own
predispositions, assumptions, and biases, even with the presence of high interobserver
reliability. Reliability, although a prerequisite for validity, does not ensure it.
Kihlstrom's position is supported by findings of high interobserver reliabilities within but
not across independent research groups using identical methods (Collins & Messer,
1991). Moreover, surprisingly little research has been conducted on the process of
psychotherapy process rating (Moras & Hill, 1991), despite the central role the method
has played in the field. Attempts at reducing measurement error have usually involved
acquiring ratings from large panels of judges (see L. M. Horowitz, 1994; Weiss, 1993).
Nevertheless, without replication across research groups, one can never be sure about the
problem Kihlstrom (1994) raised. This problem worsens when considering research
conducted in everyday clinical practice, which may not have access to either the sheer

number of judges, nor the resources to train them adequately.

Integrating Research and Practice: Validity Issues

Integration problems. Because the therapy studied in this thesis took place in a
university training clinic, one employing videorecordings of sessions for supervision
purposes, these recordings presented an opportunity to compare independent ratings of
verbatim transcripts of recorded sessions collected over the course of the therapy. The
present study employed a small group of trained, independent, clinically naive raters
who were unfamiliar with the patient, unaware of the therapist's research hypotheses,
and unapprised of the patient’s clinical outcome. Moreover, because the research was

conducted in a training clinic wherein a limited amount of research is conducted, limited
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resources were available to the therapist for research, a logistic situation that is
representative of a large proportion of practitioners who are supportive of research, but
are logistically hindered in carrying it out (Cohen, Sargent, & Sechrest, 1986; Morrow-
Bradley & Elliot, 1986). If systematic research could be conducted with acceptable
levels of scientific rigor within such a context, it could also point toward a model
bridging the much lamented chasm between research and practice.

The foregoing proposition is not a new one. A chorus of voices have continually
sung the praises of merging clinical research and practice ever since the scientist-
practitioner model was accepted by our discipline (Barlow, 1981; Goldfried, 1984;
Hayes, 1981; Kiesler, 1981; Lerner, 1952; Raimy, 1950; Shakow, 1976; Stricker, 1992;
Strupp, 1989). After nearly half a century, a pessimistic view is that these voices have
largely gone unheard, given that each ensuing decade has begun with renewed calls for
integrating clinical psychology’s two disciplines (e.g., Chassan, 1967; Kazdin, 1981),
followed by relatively few sustained efforts and continued separation of science and
service among practitioners (Cohen et al., 1986; Morrow-Bradley & Elliot, 1986).

Despite ethical and professional prescriptions to the contrary, most private
practitioners do not conduct process-outcome studies of their practices. In the last
several decades, the total number of published empirical investigations of private
practice consists of a single study, Clement’s (1995) qqantitative evaluation of his 26
years of private practice. Clement could find only one other published report in this
vein, which inspired him to do the same as he began his own practice in 1966.

Integration potentials. A more optimistic view is that, at present, clinical
psychology has never been in a better position to reconcile the “troubled marriage”
between the two subdisciplines (Elliott & Morrow-Bradley, 1994; Hilliard, 1993; Marten
& Heimberg, 1995; Miller, Luborsky, Barber, & Docherty, 1993). The distinguished
contributors to a recent volume addressing this separation seem to share this optimistic
view (Talley, Strupp, & Butler, 1994). Who better to ask (and provide answers to) the
key research questions of clinicians than clinicians themselves? In the idealized model,
research and practice interact and mutually inform: The present study is one of many

recent efforts toward the goal of empirical clinical practice (Jayaratne & Levy, 1979).
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One remedy for the lack of research could involve modifications of the methods
employed in the present study. With clients’ consent, practitioners could record
sessions and enlist the aid of like-minded (research—oriented) colleagues as research
judges in a collaborative investigation of their respective practices. Given the rise of
group practices in recent years, this approach has become increasingly feasible. One
obstacle to such empirical research within group practices might involve the difficulty in
keeping one another unaware of research hypotheses. However, recent evidence suggests
that experimenter and rater biases need not be necessary consequences of awareness of
hypotheses (Messer et al., 1992). More importantly, with accountability being the
watchword of the present service delivery system, empirical clinical practice will soon
become essential (Cummings, 1995; Hersch, 1995; Karon, 1995).

Although the measures employed in this study are informed by psychodynamic,
interpersonal, and sociocognitive perspectives, the methods and design of single-case
research are theory-free (Hayes, 1981; Hilliard, 1993), and present one of the most
traffic-free avenues to empirical clinical practice (Barlow & Hersen, 1984; Fonagy &
Moran, 1994). Marten and Heimberg (1995) suggest that the collective wisdom of the
thousands of independent practitioners represents an enormous storehouse of
knowledge awaiting systematic study.

The majority of clinicians describe the enormous influence of clinical experience
(both personal and published) on their own clinical practice, in contrast to the relatively
minimal influence of clinical research. Over two decades ago, Luborsky (1969, 1972)
found this position justified by the lack of relevant research. However, not only can
research now influence clinical practice (Luborsky, 1987; Luborsky, Docherty, Miller, &
Barber, 1993), the time has come for research to consistently accompany clinical practice
(Safran, Greenberg, & Rice, 1988). An analogy might be drawn between the research-
practice relationship and the findings of the present study. With frequent positive
interactions over time, a mutual transference of knowledge could occur, resulting in the
development of a productive working alliance between science and service (Elliott &

Morrow-Bradley, 1994).



CCRT and the Therapeutic Relationship 74

Appendix C
Research Forms

Information Sheet for Prospective Research Participants

THE UNIVERSITY OF MANITOBA PSYCHOLOGICAL SERVICE CENTRE Winnipeg. Manitoba
Canada R3T 2N2

Tel: (204) 474-9222
Information Sheet for Prospective Research Participants FAX: (204) 474-6297

Introduction

Hil We need your help! In a moment we will describe a program of research that will take place at the
Psychological Service Centre (PSC) over the next few years. This research program will try to uriderstand how
therapy helps people with their concerns and problems. One approach is for the participants of therapy (that is,
the client and the therapist) to fill out questionnaires about their experiences during therapy sessions. This kind of
research is already taking place at the PSC; perhaps you may have already participated in this research. A second
approach is for the researchers to observe how the therapist and client interact during a therapy session.
Observing might mean actually sitting in during a live session; another way is for the researchers to listen to tape
recordings of sessions or to read written transcripts of what each person said to each other during therapy sessions.
This is the kind of research we're inviting you to participate in.

Why is the Research Important?

As a PSC client you'll remember how your therapy sessions are recorded (usually on videotape, but sometimes on
audiotape instead) so that your therapist could be supervised by more experienced clinical psychologists. Once a
client decides to stop coming for therapy, the therapist closes up.their file and erases all of the session recordings.
Being able to watch themselves in a session is extremely helpful for students to learn to be better therapists. It
would be equally helpful for therapists in general to know what kinds of things tend to help their clients. This is
where research can play a big part. By studying how a client and a therapist talk and interact during a session,
researchers may find some general principles to improve the way therapy is practiced in the future.

What Would You Like Me to Do?

This letter is an invitation to you. We would like your permission to use the recordings of your sessions at the PSC
for the research program we are developing. Since your therapist is also a part of the sessions, we will be asking
his or her permission also. Right now you might be wondering how the recordings would be used in the research.
There are at least three different ways. The first way is to use the full recording (sound and pictures) for research.

- The researchers and their assistants would study the tape, observing how the therapist and client interacted
during the session, looking for what seemed particularly helpful. The second way is to use just the sound
recordings (audiotape) for research. Like the first way, researchers would listen to the tape recordings, but could
not see the people who were speaking. The third way is to use transcripts: These are the sessions in written form.
In this case, a research assistant listens to the tapes and writes down what each person says during a session.
These written transcripts are then used for the research.

What About Confidentiality?

As you may-know, all research conducted at the university is approved before the research begins. For our
department (Psychology), this is done by the Human Ethical Review Committee. Their job is to ensure that
everyone who participates in research is treated ethically. A big concern is keeping research materials confidential.
Most people agree that what a therapist and client talk about in a session is especially private. This is why we
need both you and your therapist to give informed consent. Both are needed: If either person does not give their
consent, then the research is not allowed to be done. If permission is given by both people, then the researchers
promise that their recordings will be kept confidential, and that no one outside of the researchers and their
assistants would have access to the recordings. As before, all recordings will remain securely stored in PSC file
cabinets. Some people are more comfortable with the researchers using written t¥anscripts. That way, the
research assistant can remove information (such as names or places) from the research material, making it even

" more confidential. Other people are comfortable with the researchers being able to listen to (but not see) the -
therapist and client talking in a recording. There are other people who are comfortable with their videotapes as
research material. All three types of recording are useful. As you make your decision, you should only agree to
what you feel comfortable with.
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What If I Don’t Feel Comfortable?

It’s perfectly natural to feel this way. In the past, both clients and therapists have felt similarly. Other clients and
therapists feel that it's alright, especially because research is important. Different people just have different
preferences. You should do what you feel is best. We also want to emphasize that, even if you decide not to give
your permission, it will not affect your being seen at the PSC, in any way. If you do agree to participate, it is also
okay to talk about it with your therapist afterwards. You should also feel free to telephone the researchers (our
phone numbers are listed below) if you would like to know more about the research. Also, if after agreeing to
participate, you later decide to withdraw your participation, you are completely free to do so.

So, What Exactly Are You Researching?

Currently, the research focuses on how what the therapist says affects the client’s progress in therapy. For
example, we are investigating the importance of what the two people talk about (e.g., feelings, thoughts, memories)
and the importance of kow it is talked about (e.g., in a warm, supportive way), Many different things often happen
during therapy, including talking about feelings, thinking of new ways of coping with problems and trying them out,
and so on. If we had a better understanding (through research) of which particular things were especially helpful,
then we could improve the way therapy is practiced later on. It's probably safe to say that most people seeking
therapy would like to know that there is some good scientific evidence for the effectiveness of the therapy. Most
researchers and therapists seem to agree that therapy is effective for a lot of people. Now we are trying to find an
answer for people who ask us Aow it works and why it is effective. One of the best ways to answer this question is
to see what actually goes on in the therapy of actual clients and therapists.

Where Do I Go From Here?

On the next page we ask you to give your permission to use your session recordings for research. We also ask you to
check off which type of recording you are comfortable with (video and audio, audio only, written only). By giving your
signature on this consent form you confirm that you have read the information above and are comfortable with the
research described. Please keep the first two pages for your own reference and give the signed consent form to
either your therapist or to the PSC secretary at the Front Desk. The form will then be given to the researchers.
When some study results are found, the general findings will be reported to you. These findings will not be
connected with any identifying information (e.g., names of participants).

Thank you very much for taking some time to read our letter. Again, we would like you to phone either of us if you
would like to talk some more about the research program.

Sincerely yours,

Robert G. Santos, B. A. (Adv.)
Graduate Student, Clinical Psychology Tel: (204) 474-9222 (message)

[ o feedtng

Marvin J. Brodsky, Ph.D., C. Psych.
Research Advisor, Associate Professor of Psychology Tel: (204) 474-9626 or 474-9338 (message)

(this research is approved by):

[l ol G TS

David G. Martin, Ph.D., C. Psych.
Director, Psychological Service Centre

-page2of 2 -
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Informed Consent and Confidentiality Contract

&

THE UNIVERSITY OF MANITOBA PSYCHOLOGICAL SERVICE CENTRE Winnipeg, Manitoba
Canada R3T 2N2

Tel: (204) 474-9222
 FAX: (204) 474-6297

INFORMED CONSENT and CONFIDENTIALITY CONTRACT
As a prospective research participant, | have:

(1) Read the Information Sheet for Prospective Research Participants included in this package and
understood the information contained therein, including the saf ds for keeping i ding!
and research findings confidential, with the ption of the hers (Rob Santos and Dr. Marvin
Brodsky) and their research assistants;

(2) Agreed to indicate below, with my signature, the type(s) of session recordings (if any) 1 would feel
comfortable with being used for research purposes;

{3) Understood that deciding not to participate in the research described above will not affect my being seen
at the PSC in any way, whatsoever;

(4) Understood that if | decide to participate in the research described above, | am free to withdraw my
participation, at any time afterwards.

Read and agreed to:
. Name of Client (please print) : Date:

Please indicate your choice(s) of recording by signing your full name beside your choice:

Fullrecording (sound and pictures, includes transcript):

Audio recording (sound only, includes transcript):

Transcript (written version of session cor tion):

*1f you would like identifying information {e.g., names) removed from the transcript, place your initials here:

1 choose not to give permission for the use of my session recordings for research:

]
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Table 1
Core Conflictual Relationship Theme (CCRT) Standard Category Clusters
Wishes (Ws) Responses of Others (ROs) Responses of Self (RSs)
W1 TO ASSERT MYSELF RO1 STRONG RS1 HELPFUL
& BE INDEPENDENT independent, amopen,
to have self-control, happy understand
tobe my own person
w2 TOOPPOSE, HURT, RO2 CONTROLLING RS2 UNRECEPTIVE
& CONTROL OTHERS strict don’t understand,
amnotopen,
dislike others
W3  TO BE CONTROLLED, RO3 UPSET RS3 RESPECTED
HURT, & NOT hurt,dependent, & ACCEPTED
RESPONSIBLE anxious, angry, feel comfortable, happy,
not obligated, not helped, out of control loved, feel like others
to be like others
W4 TO BE DISTANT & RO4 BAD RS4 OPPOSE & HURT
AVOID CONFLICTS not trustworthy OTHERS
to not be hurt
W5 TOBE CLOSE & RO5 REJECTING & RS5 SELF-CONTROLLED
ACCEPTING OPPOSING & SELF-CONFIDENT
to respect others, doesn’ttrustme, independent, in control
tobe open, doesn’t respectme,
to have trust, is not understanding,
tobe opened up to, dislikes me, is distant,
unhelpful, hurtsme
Wé TOBE LOVED & RO6 HELPFUL RS6 HELPLESS
UNDERSTOOD cooperative out of control,
tobe respected, uncertain,
accepted, liked dependent
W7 TO FEEL GOOD & " RO7 LIKES ME RS7 DISAPPOINTED &
COMFORTABLE respectsme, DEPRESSED
to have stability, lovesme, givesme angry, unloved,
to feel happy, to feel independence jealous
good about myself
W8 TO ACHIEVE & RO8 UNDERSTANDING RS8 ANXIOUS & ASHAMED
HELP OTHERS open, accepting guilty
tobetter myself,
tobegood

Note. From Luborsky and Crits-Christoph (1990, pp. 49-50).
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Table 2
Interrater Reliability Coefficients: CCRT Problem and Outcome Profiles

Summarizing unit

Session Phase
CCRT component 1 2 41 42 Early  Late
Wishes 77 .67 71 .87 .82 .75
Responses of others 77 .83 .84 77 .95 90
Responses of self 76 .75 71 .73 .82 71

Note. CCRT = Core Conflictual Relationship Theme.
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Table 3

Interrater Reliability Coefficients: CCRT Therapy Process Profiles

Summarizing unit

Session Phase
CCRT component 1 2 41 42 Early Late
Wishes .83 .69 .68 .79 .96 .74
Responses of others .84 .80 91 .87 .82 .90
Responses of self .85 .96 .91 72 .96 .80

Note. CCRT = Core Conflictual Relationship Theme.
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Table 4
The Client’s Transference Pattern: Pervasiveness Scores of CCRT Categories
Summarizing unit
Session Phase
CCRT component 1 2 41 42 Early Late
Wishes
To assert myself
and be independent .30 .37 45 40 .35 44
To oppose, hurt,
and control .00 .25 27 .20 17 .26
To be controlled, hurt,
and not responsible 10 22 .05 .20 .18 .07
To be distant
and avoid conflicts 25 .57 45 .50 47 46
To be close and accepting 25 .25 11 .10 .25 11
To be loved
and understood 40 .32 .23 .20 .35 .22
To feel good
and comfortable .50 45 .34 .60 47 .39
To achieve and help .20 22 16 .10 22 15
M .25 .33 .26 .29 31 .26
SD 16 13 .15 .19 12 15
Positive ROs
Helpful 15 .05 16 40 .08 .20
Liking .20 .05 .20 .10 10 19
Understanding 15 .02 27 .40 .07 .30
M 17 .04 21 .30 .08 .23
SD .03 .01 .06 17 .02 .06
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Positive RSs
Open and understood 15 .02 .07 .00 .07 .06
Respected and accepted 20 .00 16 10 .07 15
Oppositional 15 .30 .36 .30 .25 .35
Self-controlled
and self-confident .50 17 .39 .00 .28 31
M .25 12 24 .10 A7 .22
SD a7 .14 .16 14 11 14
Negative ROs
Controlling .50 47 .07 40 48 .13
Upset .25 .65 .16 .60 .52 .24
Bad .35 47 .52 .20 43 46
Rejecting/ opposing .70 A7 43 50 55 44
M .45 .52 .30 43 49 .32
SD .20 .09 22 17 .05 16
Negative RSs
Unreceptive .55 .55 .39 .60 .55 43
Helpless .75 .52 14 .70 .60 24
Disappointed
and depressed .60 .60 45 40 .60 44
Anxious and ashamed .50 22 a1 .30 32 .15
M .60 .48 27 .50 .50 .35
SD 11 A7 17 18 12 .14

Note. CCRT = Core Conflictual Relationship Theme, ROs = responses from others, RSs

= responses of self.
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Table 5
The Client-Therapist Process: Pervasiveness Scores of CCRT Categories

Summarizing unit

Session Phase

CCRT component 1 2 41 42 Early  Late

Wishes towafd the therapist

To assert myself

and be independent .02 .05 17 .04 .03 a1

To oppose, hurt,

and control .00 .00 .00 .00 .00 .00

To be controlled, hurt,

and not responsible .02 .00 .00 .00 .01 - .00

To be distant

and avoid conflicts .02 .01 .01 .03 .02 .02

To be close and accepting 43 .39 17 43 41 .29

To be loved

and understood 37 47 .57 .57 42 57

To feel good

and comfortable .10 17 .32 .34 .13 .33

To achieve and help .02 .01 15 .08 .01 12
M 12 .14 17 .19 .13 .18
SD .18 .19 .20 .23 .18 .20

Positive ROs from the therapist

Helpful 44 .29 39 7 .38 .37 .39
Liking .02 .05 .08 01 .03 .05
Understanding 48 .56 .62 42 .52 .53

M 32 .30 37 27 31 .32

SD .26 .26 27 22 .25 .25
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Positive client RSs

Open and understood 45 42 37 .59 44 .48

Respected and accepted 18 25 .56 .59 44 48

Oppositional .00 .00 .00 .00 .00 .00

Self-controlled

and self-confident .02 .02 .04 .03 .02 .04
M 16 17 .25 .30 17 27
SD 21 .20 27 .33 .20 .30

Negative ROs from the therapist

Controlling .01 .01 .01 .02 .01 .01

Upset .00 .00 .00 .00 .00 .00

Bad .00 .00 .00 .00 .00 .00

Rejecting/ opposing .00 .00 .00 .00 .00 .00
M .002 .002 .002 .005 .001 .002
SD .004 .005 .005 .01 .002 .005

Negative client RSs

Unreceptive .02 .01 .01 .01 .01 .01

Helpless .06 .02 .02 .02 .04 .02

Disappointed

and depressed .02 .01 .00 .00 .02 .00

Anxious and ashamed .02 .07 .00 .00 .04 .00
M .03 .03 .007 .008 .03 .007
SD .02 .03 .009 .01 .01 .01

Note. CCRT = Core Conflictual Relationship Theme, ROs = responses from others, RSs

= responses of self.
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Table 6

The Client’s Core Conflictual Relationship Theme and the Therapeutic Relutzonsth
Content—Process Profile Correlations

Summarizing unit

Session Phase
CCRT component 1 2 41 42 Early Late
Wishes 40 - .09 .02 - .10 2 - .08
Negative ROs — .40 - .58 - .05 .20 - .58 -.01
Negative RSs .97 - .99 - .32 .95 - .57 - .09
Positive ROs - .99 - .88 .53 .99 - .98 .83
Positive RSs — 46 - .86 - .86 — .44 - .88 - .91

Note. CCRT = Core Conflictual Relationship Theme, ROs = responses of others, RSs =
responses of self.
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Table 7

CCRT Pervasiveness in Early and Late Treatment Phases:
Comparison of Single-Case Data with Penn Psychotherapy Project Data

Single»casea (N=1) Pennb (N =33)

CCRT component Early Late Early Late
Wishes

M 30.75 26.25 66.3 61.9

sD 12.10 15.19 15.0 25.0

ES -.18 -.29
Negative ROs

M 49.50 31.75 40.7 28.5

5D 5.20 15.97 14.0 18.0

ES - .40 - .87
Negative RSs

M 50.00 34.75 41.7 22.8

5D 12.36 13.52 14.0 18.0

ES - .87 ‘ -1.35
Positive ROs

M 8.33 23.00 8.6 18.7

5D 1.53 6.08 10.0 12.0

ES +1.47 +1.01
Positive RSs

M 16.75 21.75 13.4 19.1

5D 11.32 13.60 12.0 16.0

ES + .46 + 47

Note. CCRT = Core Conflictual Relationship Theme, ROs = responses of others, RSs =
responses of self. Pervasiveness scores are presented as percentages.

a ES is the ratio of adjusted mean difference and pooled standard deviation.
b Data are from Crits-Christoph and Luborsky (1990, p.139). ES is Cohen’s 4.



